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ABSTRACT

Background: Although the Ethiopian government has been implementing fee waiver
programme to increase health service utilization there is still a gap on inclusion of indigents to
the system Objective: The purpose of this study is to assess the effect of fee waiver system on
health service utilization and associated factors among households in Farta District, Northwest
Ethiopia, 2022.

Methods: A community based comparative cross-sectional study was conducted from October 1
to November 14, 2022. The data was collected by using face to face interview. Using multi-stage
random sampling technique a total of 1351 households were included in the study. Data was
collected by epicollect5 and analyzed by using SPSS version 26 and STATA version 15 for
binary logistic regression and propensity score match analysis respectively. Wealth status of
households was computed by principal component analysis. At a p value less than 0.05, variables

in multivariate logistic regression were considered as significant.

Results: A total of 1351 respondents (681 fee waiver users and 670 out of pocket payers) were
interviewed, with an overall response rate of 96.78%. The overall health service utilization was
52.7% (58.1% for fee waiver users and 52.7% for out of pocket payers). educational level (at
95%Cl, primary (AOR=2.01 (1.17, 3.46)), secondary (AOR=4.5 (2.44, 8.30)) and college and
above (AOR=5.44(2.56, 11.56))), family size(AOR=0.12; at 95% CI (0.07, 0.22)), travelling
time(AOR = 4.7 at 95% CI: (3.21, 6.86 )) and travelling cost ( at 95%CI ,no cost (AOR=3.49
(1.97, 6.20 )),cheap (AOR=2.83 (1.53, 5.22))) were associated to the health service utilization
among out of pocket payers. Having chronic disease (AOR=1.73 at 95%CI (1.12, 2.66)),
Educational level (at 95%CI, able to read and write (AOR=. 1.71 (1.1, 2.68)), secondary
(AOR=2.16 (1.24, 3.75)) and college and above (AOR=4.03 (1.78, 9.13))), travelling distance
(AOR=1.44 at 95% CI (1.023, 2.02)) and Travelling cost (at 95%CI, no cost (AOR=4.26 (2.09,
8.65)), cheap (AOR=4.13 (2.38, 7.16))) were associated factors among fee waiver beneficiaries.
Finally, being a fee waiver user contributes to a 14.9% (t= 4.19) increase in health service

utilization.

Conclusion: health service utilization among fee waiver users were higher than out of pocket

payers. Educational level, family size, traveling time, traveling cost, chronic disease and



payment mechanism were significantly associated with healthcare utilization among overall
respondents. As a result, it is preferable to reduce transportation costs, improve transportation
accessibility, raise community educational levels, raise awareness, and strengthen fee waiver

programs for the poor, which may increase respondents’ health service utilization level.

Key words: Health service utilization, fee waiver, Out of pocket payment



ABBREVIATIONS AND ACRONYMS

CBHI Community Based Health Insurance
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1. INTRODUCTION

1.1 Background
Global health funding has consistently increased over the last two decades and is expected to
continue to rise in the future, albeit at a slower rate and with significant gaps in per-capita health

spending between countries(1).

Equity in healthcare finance is investigated by looking into services based on people's wants and
financial capacity to pay for them. As a result, an equitable healthcare system provides equal

services to persons of various social and economic statuses and expects equal remuneration(2).

Financial protection necessitates funding health services in such a way that individuals and
households are protected against negative economic consequences of paying for healthcare,

which are primarily incurred through out-of-pocket (OOP) expenses (3).

According to a recent report done by WHO 10% of the total household income is spent on
healthcare services by almost 800 million people. Additionally, due to out-of-pocket expenses
for their medical care, about 100 million individuals are still living in extreme poverty. Moreover
every year, 5.7 million people in low- and middle-income countries die from an insufficient level
of medical care, and 2.9 million people die from not having access to health care(4). The World
Health Organization (WHO) estimates that US$86 per capita is the minimum amount required to
provide basic health care in sub-Saharan Africa. However, in Ethiopia per capita health spending
only minimally grew by 10% between 2015/16 and 2016/17 to ETB274 (US$12) in 2016/17.
The country has not attained the Abuja target of allocating 15% of the budget to health care(5).

According to a survey conducted in 130 countries in 2016, there are 5.4 outpatient visits made
per person per year worldwide(6). In southern Ethiopia, the average OPD visit rate in 2018 was
only 0.18 new visits per person per year(7). This is substantially below the minimum level
recommended by the World Health Organization and the Millennium Development Goals for
sub-Saharan African nations, which is 3 to 4 outpatient visits(8). Further evidence from Ethiopia
revealed that in Dessie town and South Achefer Woreda, the overall healthcare usage rate was

41.8% and 38.89% respectively (9, 10). Another study done in Tigry Ethiopia also reported that
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the overall health care utilization was 44.3% ( 41.9 % was out of pocket users and 51.5% was fee

waiver beneficiaries)(11).

The amount of healthcare utilization is influenced by a number of factors, including age, income
level, employment status, insurance coverage, chronic diseases, health status, wealth status, fee
waiver system and many more other factors. These elements are categorized under the Anderson
healthcare use model as need, enabling, and predisposing factors.(12).

Ethiopia established mechanisms for providing free services to the poor through a fee-waiver
system, as well as free provision of selected public health services (through exemption), such as
health education and tuberculosis treatment, and services targeted at specific groups(e.g.
Immunization of children under the age of five). There was, however, a pressing need to
systematize and standardize these services. Local governments, for example, have been (and still
are in some regions) giving fee waiver certificates to the impoverished, which were confirmed by
local social justice systems at the time of sickness. As a result, the poor's ability to access care
was hampered by lengthy procedures. This was not true for people in higher income individuals,

and consequently, the system fostered health-care disparities(13).

Fee waiver beneficiaries are often identified, screened, and certified by district administrations,
who are also responsible for allocating appropriate cash to cover their health-care needs.
Beneficiaries are entitled to fee-free health care under this structure, which does not jeopardize
the financial stability of the health facilities providing the services. Amhara region uses
standardized fee waiver system, which allows its disadvantaged citizens better access to health
care(14). However, the country still has a big issue with providing for the poor's medical
requirements. Less than 10% of the poorest citizens of the country have thus far benefited from

the fee waiver program(15).

Moreover According to a research conducted in Ethiopia, 350,000 people are thought to be living
in poverty as a result of OOP direct medical costs(16).as many evidences showed that Morbidity,
disability, and death can be decreased by seeking early healthcare utilization and sticking with a
successful course of therapy(17).



1.2 Statement of problem

In Ethiopia healthcare service utilization rate is low. Studies done in southern Ethiopia showed
that the overall healthcare utilization rate was 77.2%(18). Another study done in Dessie Amhara
region the healthcare service utilization rate was only 41.8%(10). This is low level of utilization

that efforts need to be made to increase utilization of modern health service in Ethiopia.

Ethiopia has made health care available to the poorest citizens at no cost. However, the system
is vulnerable to 35.8% partiality and 44.5 % inappropriate treatment, stigma, and discrimination
by healthcare professionals towards fee waiver users. Under-coverage and leakage affect 36%

and 14.7% of the population, respectively (11).

Even though Ethiopia's government has been executing the fee waiver program since 1998 to
provide financial risk protection and improve the impoverished society's access to health care,
these goals remain one of the country's biggest problems for the Ethiopian health system. This
program provides healthcare access for only less than 10% of the total poorest population in the

country(15).

In Ethiopia, medical expense impoverishes a significant number of the population. Even though
the country had piloted and initiated many reforms, like fee waiver system and community-
based health insurance, a significant proportion of the poor population still lacks financial
protection to access healthcare service(19). Identifying the gaps, and having regular and current
data on fee waiver beneficiaries and out of pocket payers HHs are important for evidence-based
decision making and baseline data for any stakeholders to take action. As evidences showed that
there is little studies done on the effect of fee waiver system on health service utilization and
associated factors which is not enough study in Ethiopia. Therefore the aim of the study was to
assess the effect of fee waiver system on health service utilization and associated factors among

households in Farta district, south Gondar, northwest Ethiopia.



1.3 Significance of the study

It is important to study fee waiver beneficiaries compared to out of pocket payers and their effect
on health service utilization among household level. This study will enable to identify barriers/
factors that will hinder to health service utilization and its implementation especially to the fee
waiver beneficiaries households. Moreover, the study will be useful as resources and references
for the government's efforts to increase the poor's access to healthcare, which will result in the
realization of UHC. The primary beneficiaries are policy makers. Moreover the government and

persons with low socio-economic level will also be beneficial from this programme.

Besides it will give clues for south Gondar health office, healthcare service providers and
District health office to review the activity based on the findings and recommendations of this
study. In order to monitor and assess the system's appropriate operation, it will also help to
generate information that can be useful to comprehend the current state of the fee waiver system.
Hopefully the main finding of this study will contribute to Ministry Of Health, non-governmental
organizations, and policy and decision makers to take corrective action and measures in the
healthcare service programme. Additionally, it will contribute to the theory and methodology of
health service management by supplying fresh scientific knowledge to the scientific community

that is researching or putting pro-poor health services financing strategies into practice.



2. LITRETURE REVIEW

2.1 Healthcare financing reform in Ethiopia

The ability to collect and manage financial resources for health systems is a critical issue for
developing countries, even while universal health coverage offers great prospects for eliminating
poverty and securing the health care needs of a country's lower income groups(20, 21).
Governments of these nations, particularly those in Sub-Saharan Africa, are presented with a
conundrum regarding the best way to provide their citizens with access to just and inexpensive
health care services given the stark underfunding of their health systems(22).

Numerous health equality studies have identified inadequate financial protection and lack of
accessibility as factors that prevent the poor and rural people from using healthcare services(23).
in1998, Ethiopia had supported a health care finance strategy that called for a variety of reform
measures. It is a crucial piece of policy for the implementation of health financing changes. The
main goal of the implementation of the health care financing reform is to address the overall

infrastructural as well as the overall dysfunctional health care system of the country(24, 25).

The government acknowledged that health cannot be financed exclusively by government and
emphasized the importance of promoting cost sharing in the provision of health services(26).This
will be accomplished by finding and obtaining resources that can be devoted to preventive,
promotional, curative, and rehabilitative health services, increasing absolute resources to the
health sector, increasing efficiency in the use of available resources, and promoting sustainability
of health care financing. It will also be accomplished by improving the quality and coverage of

health services(27).

The majority of Ethiopians lacked physical access to healthcare providers, and the poorest
sections of the population found it extremely harder. Because of the country's constrained overall
budget, health care was not adequately funded. The delivery of health services was also
ineffective and unfair, and the standard of care was often low(25).

The country's main health finance problems were related to the scarcity of health resources, the
overreliance on direct payments when people needed care, and the inefficient and unequal
distribution of resources. Regional legislations made it legal to carry out these reform projects. In

order to achieve long-term sustainability, the strategy acknowledged that health care should be
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paid through a variety of financing mechanisms. The reforms include implementing revenue
retention and use at the health facility level, standardizing exemption services, setting and
reviewing user fees, introducing a private wing in public hospitals, outsourcing nonclinical
services, and fostering health facility autonomy through the introduction of a governance
system(14, 28).

The primary goal of the revenue is to address the gaps in human resources, medication, and
medical equipment in order to give better and more effective service. It is used in accordance
with the rules and laws of financial management (14, 29). In order to ensure more equitable
health service delivery, HSFR/HFG has consistently urged District officials to allocate enough
budget to pay facilities for the services they provide to people who qualify for fee waivers. As a
result, the amount of government cash allocated at the District and regional levels increased over

time as more recipients of fee waivers were selected (29).

2.2 Fee waiver system

One of the key elements of the health care finance reform is the fee waiver system. In public
health facilities, the use of fee waiver systems is adopted to increase access for people who
cannot afford the cost of healthcare, improve financial stability for healthcare facilities, and

enhance the quality of healthcare services(23).

Ethiopia established procedures for providing certain essential public health services (health
education and treatment of tuberculosis patients, immunization of children under the age of five)
free of charge to the poor through a fee waiver system and to all residents through exemptions
from fees. To lessen disparities in access to healthcare across areas, the reform comprises
systematizing the fee waiver system, including the identification and certification of people who
are eligible(30).

The district-Kebeles fee waiver selection committee uses procedures to identify the poor, and the
District/city administration fee waiver selection committee examines and organizes the list of
potential fee waivers it has received from each Kebeles fee waiver selection committee before
approving the final beneficiaries. The following criteria are used by Kebeles committees to
identify the households that qualify for fee waivers. For rural places Size of land holding,
number of dependents, number of livestock holding, Level of harvest, physical capability to

work and earn a living, earning less than minimum wage, and household size in proportion to
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land holding/income. Both urban and rural areas use different objective criteria in the area to
identify the poor. Kebeles fee waiver selection committees, District fee waiver selection
committees, community, mobilization, labor, and social affairs bureau/office, food security,
disaster prevention and preparedness commission/office, and all have specific duties and

responsibilities when it comes to fee waiver selection processes(14, 30).

The waiver certificate is only valid for one year. Based on the principle that "no service is free,"
there is no free care in the health facility; instead, District provides reimbursement every three
months through a charge waiver. The regional health agency also pays hospitals. Additionally,
each facility needs to have a way to record information to make the reimbursement process
easier. District health office, District/city administration, board/governing body, and health
facilities receive quarterly reports on the services provided to holders of waiver certificates.

These individuals and households are given waiver certificates from District(31).

2.3 Magnitude of Health service utilization

According to a study conducted in Ghana, 67.9% of public health services did not have access to
medications (32).another Study done in Gamo Gofa showed that the overall health service
utilization ( HSU) among fee waiver beneficiaries was 59.6%(33). Evidence in Saesie Tsaeda-
Emba District, Tigray Region showed that the respondents overall health service utilization both
from fee waiver beneficiaries and out of pocket (OOP) payers were 44.3 %. From those overall
utilization rate, fee waiver beneficiaries were 2 times more likely to use healthcare utilization
than out of pocket payers (11). More over another study done in Daunt District reported that the
HSU among fee waiver users were 60.98%(34). In the previous study the overall healthcare
service utilization among households in Dessie community was found to be 41.8% (10),even in
rural south Achefer District 39.89% of healthcare utilization rate (9).



2.4 Factors associated with health service utilization

2.4.1 Predisposing factors
Evidence showed that sex is significantly associated with health service utilization. A study in

South Africa showed that women were roughly twice more likely to seek healthcare service than
men(35). Study done in Ghana stated that females/women used more health service than men
(36). Another study done among older adults in Ghana showed that level of residence was not
associated factor to healthcare utilization (there is no difference in healthcare services in rural
and urban residences) (37).The other study done in Tehran revealed that age , household income
and employment status were significant factors affecting health service utilization (38). A study
done in SSA showed that participants with 6 or more family size and participants lived in rural
residents were not use health services well (39).

According to the study done in Addis Ababa age, educational attainment, family size , visit to
private health facilities were significantly associated with fee waiver beneficiaries health service
utilization(14). Moreover, Another study done in Saesie Tsaeda-Emba District, Tigray Region,
marital status, educational level, family size was associated to the health service utilization
among out of pocket payers. However there is no variable that is associated to healthcare
utilization among fee waiver beneficiaries (11). Furthermore the other study done in dawnt
district also showed that Health Services Utilization was significantly associated with family size

and place of residence among fee waiver beneficiaries(34).

2.4.2 Enabling factors
A study done in Papuans, Indonesia showed that travelling time was significantly associated with

health service utilization (40). A study done in Atwima Nwabiagya District of Ghana showed
that low income level and poor transport system/distance reduces health service utilization
among the respondents (41). Moreover the study done in Gamo Gofa showed that the failure to
use fee waiver certificate was significantly associated with procedures at the public health
facility, referral to a higher level , households' transportation costs and other non-medical
costs(33). Another evidence in dawint District also showed that perceived distance, travelling
time and perceived transport cost were associated factors to health service utilization among fee

waiver beneficiaries(34).



2.4.3 Need factors
A study in Albania stated that 63% of the respondents were suffered from chronic disease

(42).The study done in Shanghai, China reported that respondents who has poor health status and
chronic disease had more health service utilization than their encounter part (43). Moreover, in
the study done in rural South Africa, participants who had health problems with chronic diseases
used more health services than acute conditions. (44). Another study in South Africa revealed
that 75% of the respondents have not used public health services because of its low quality (35).
the other study done in dawint District reported that Participants with a poor perception of their
health used health services 6.26 times more frequently than those with a better perception(34).
Furthermore another study done in Dessie also revealed that severe perceived severity of illness

and having chronic health problem was associated factors to health service utilization(10).

2.5 The effect of fee waiver system on Health service utilization

A study conducted at an Indian public hospital providing tertiary care showed that (7.23%) of
indigent hospitalized patients made requests for free surgical consumables, which were not
always available for all patients. The provision of consumables was free and every request for a
waiver or exception was granted(45). Study conducted in Addis Ababa revealed that 81% of the
273 respondents who used the waiver privilege reported that their usage of health services rose
following its implementation, whereas 64% think that the free health care provided was not
comparable to that provided to those who paid for the service. Among the 94 individuals with
health issues who went to a medical facility but did not use their waiver certificate, 40.4%
thought the services were of poor quality, 18.4% thought there were no adequate drugs, 7.4%
thought there was no service available in a public health facility, 21.3% thought the provider has
a poor staff approach, and 12.8% had other explanations like forgetting their waiver
certificate(14). Another study done in Gamo Gofa, poverty certificate was only accepted by a
small number of health facilities, and beneficiaries were less likely to receive free care through
referral networks. Due to these factors, 56% of respondents paid for things out of their own
pockets, while 21% received support from family members(33). Furthermore the other study
done in Addis Ababa also showed that the start of the program had a significant positive impact
on the city's underprivileged population. However, it has not yet proven effective in addressing

the people in need, providing services, and shielding the poor from hardship. Lack of a thorough



monitoring and accountability system, inadequate program administration, and inadequate health

facilities capability were found to be the main problems that hindered its effectiveness(23).

3. CONCEPTUAL FRAMEWORK

Conceptual frame work of the study is adopted from Andersen and Newman model of healthcare
utilization with few modifications(46).

Enabling factors: wealth status,
distance to HF, travelling time to
HF and travelling cost to HF

Predisposing factors: age, sex, ]
Need factors: Perceived health

marital status, education, Health status, chronic disease, Disability,

service Perception on quality service

occupation, family size, religion and utilization

residence

Payment mechanism

Figure 1 Conceptual framework to assess the effect of fee waiver system on health service

utilization and associated factors among households(47).
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4. OBJECTIVES

4.1 General objective
To assess the effect of fee waiver system on health service utilization and associated factors
among households in Farta district, South Gondar Zone, North west Ethiopia, 2022

4.2 Specific objectives

1. To estimate the magnitude of health service utilization among households in Farta
District, South Gondar Zone, North west Ethiopia, 2022

2. To identify factors associated with health service utilization among households in
Farta District, South Gondar Zone, North west Ethiopia, 2022

3. To determine the effect of fee waiver system on health service utilization among
households in Farta District, South Gondar Zone, North west Ethiopia, 2022
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5. METHODS

5.1 study area and study period

The study was done from October 1 to November 14, 2022 in Farta district, south Gondar,
Ethiopia. Farta District is one of the 15 Districts found in south Gondar, located in the Amhara
regional state, Ethiopia. It is 677 km away from the capital city of Ethiopia, Addis Ababa and
104 km from the capital city of Amhara Regional city, Bahir Dar. This District is subdivided into
30 Kebeles in the area and there are 10 health centers, 56 health posts and 4 private clinics.
Based on the 2022 Farta District health office annual report the total population is estimated to
be 237,680. Among those 118,602 (49.9%) are Male and 119,078 (50.1 %) are Female.
Moreover the total number of HHS in this District is 55,274. From those 27,730HHS are
members of CBHI program, 22,341 (40.42%) HHS are out of pocket payers and 5203 (9.41%)
HHS are fee waiver beneficiaries(48).

5.2 Study design

A community based comparative cross-sectional study was conducted

5.3 Population

5.3.1 Source population
All households’ fee waiver beneficiaries and OOP payers residing in Farta district were source of

populations.

5.3.2 Study population
All households of fee waiver beneficiaries and out of pocket payers found in the selected

Kebeles of Farta district.

5.4 Eligibility criteria
5.4.1 Inclusion criteria

Both fee waiver beneficiaries and out of pocket payers’ households who lived for at least 6

months were included in the study.
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5.4.2 Exclusion criteria

Households who use the CBHI program were excluded among OOP payers

5.5 Variables
5.5.1 Dependent Variables

Health service utilization
Treatment variable: Fee waiver system

5.5.2 Independent Variables
Predisposing factors: age, sex, religion, marital status, residence, education, occupation and

family size
Enabling factors: wealth status, distance to HF, travelling time to HF and travelling cost to HF
Need factors: Perceived health status, chronic disease, Disability, Perception on quality service

5.6 Operational definition

Health service utilization: The use of available health care services in a health facility seeking
medical treatment or for diagnostic purpose either through OOP payment or a fee waiver (49).
Health service utilization in the study refers to a measure of the health of the population whether
the respondent went to health institution in the last 12 months before the study. It is a

dichotomous variable based on the question “Did you go for healthcare in the last 12 months?

Perceived health status: Respondents report about their health status that was assigned by
numerical values according to the following scale: very good=5, good=4, medium=3, poor=2 and

very poor=1(9)

Perceived quality of healthcare service: The respondents view on quality of healthcare

delivery; 5 =very good, 4=good, 3=medium, poor=2 and very poor=1

Fee waiver: A fee waiver is an exemption from a requirement to pay for healthcare services for
those who cannot afford health care services. Beneficiaries are the poor who have been identified
for use of health services without charging or payment(50, 51).

Out of pocket payers: A payment made by the patient to the healthcare practitioner at the time

of service delivery(11).
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Chronic disease: A disease condition that lasts more than three month’s duration(9).

Household wealth quintiles: Study households have been split into five distinct wealth quintile
groups based on a score first generated by principal component analysis: poorest, lower middle,

middle, upper middle, and richest.

5.7 Sample size determination

Sample size for objective one was calculated by using two population proportion formula by
considering the following assumptions: confidence interval 95%, power 80%, non-response rate
10% and 1:1 ratio. By taking a comparative crossectional study done in Tigray the magnitude of
health service utilization among fee waiver beneficiaries and out of pocket payers were 51.5%
and 41.9% respectively(11).

L o =2 G + Z o~ PGy Paas _T
Fly — Fiy — A

where Za/2 is the critical value of the Normal distribution at /2 (e.g. for a confidence level of
95%, a is 0.05 and the critical value is 1.96), Zp is the critical value of the Normal distribution at
B (e.g. for a power of 80%, B is 0.2 and the critical value is 0.84) and p1 and p2 are the expected

sample proportions of the two groups.
N1 = N the required minimum sample size
z = Level of confidence 95%, = 1.96, power 80%= 0.84

P1 and p, = proportion of healthcare utilization among fee waiver users and non-users taken from

previous study 0.515, 0.419, respectively.
d=Margin of error, assumed to be 5%

A=p1-p»=0.515-0.419=0.096

P+ P>
P

1__):

=  (0.515+0.419)/2= 0.467
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=1-0.467=0.533

(—_.:r- 2”-.":ﬁ tIg M'II}J'_[?'_ + P24 }_
A

_ (1.962+0.467+0.533+0.841/0.515+0.485+0.419+0.581)2
- 0.009216

My = Hy =

nl =n2

=423, by adding 10% non-response

rate and design effect of 1.5 n1=n2=698 total sample size=1396

The sample size determination for the second objective and third objective was calculated based
on a double population proportion formula by using Epi info version 7 and according to the
following assumptions 80% power, 95% confidence level, 1:1 ratio and 10% non-response rate.
For factors associated with healthcare utilization sample size was determined by using key

factors taken from earlier literature .The final sample size was the largest of all estimates.

Table 1 sample size estimation for factors associated with health service utilization among fee

waiver beneficiaries household in Farta district, south Gondar, Ethiopia, 2022

% % AOR | Sample | References
Variables | Categorical | Assumptions | (Outcome | (Outcome Size
variables among among
non- exposed)
exposed
Family Lessthan | C1=95% 64.53 29.32 022 |72 (34)
size three Power=80%
Ratio=1:1
Three and
above
Residence | Urban Cl=95% 48.75 91.3 11 44
Power=80%
Rural Ratio=1:1
Perceived | Poor Cl=95% 33.6 79.4 7.6 44
health Power=80%
status Good Ratio=1:1
Perceived | Near Cl1=95% 39.7 96.5 41.8 |26
distance Power=80%
to HF Far Ratio=1:1
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For third objective by considering the same assumptions above the sample size was calculated as
follows. effect of fee waiver which increases HSU by 81% was taken(14). Since studies
conducted on only to fee waiver beneficiaries there was no literature study on out of pocket

payer’s healthcare utilization. We took 50% proportion for out of pocket payers.

Table 2 sample size estimation for effect of fee waiver on healthcare utilization among
households in Farta District, south Gondar, Ethiopia, 2022

Specific | 95% Power | P1 P2 N Design Non Total

objective | CI (80%) effect(1.5) | response | sample

three rate size
(10%)

To 1.96 0.84 081 |05 36 54 5.4 60

determine

effect of

fee

waiver on

HSU

5.8 Sampling procedures

Studying households was done by multistage sampling technigue. In the first stage 10 Kebeles
(i.e. 33% of total Kebeles) was selected randomly from the total of 30 Kebeles as primary
sampling units in Farta district(48). These Kebeles were named Gassay, Mahdere Mariam, Soras,
Enderge, Derhina, Sahrina, Aringo, Burro, Medeb and Terraroch. According to a data obtained
from health extension workers we select both fee waiver beneficiaries and out of pocket payer
households by using their family folder number. Then systematic random sampling was applied
to select the eligible households from each Kebeles proportionally. The first households was
selected randomly from the list of household’s family folder number. The selection of the

eligible study households is shown in (figure2).
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30 Kebeles (5203 Fu
and 22,341 OOP)

SRS/lottery methods used to select kebles

Gassay .
M/Maria Soras || Enders Derhin Sahrina Aringo Burro Medeb
952 m e a Terraroc
00P 790 527 1006 550 619 693 415 00P
1613 00P || OOP [Ea 00P 0OP 00P 00P
107FU 0O0P 00P 91FU
228 FU 155FU 175FU 118FU 137FU 152FU
133FU 115FU
Proportional allocation to sample size
| [ \ T \ |
7900 11 3500p || 6600 | | 6600 7700 | | 8400 4600 | | 5200 5800 | | 3500
PE33F || 1iapu || PR P+66 P+57 P+86F P+58F P+68F P+75F P+45
U u FU NFU u U U U FU

Figure 2 Schematic presentation of sampling stages in Farta district.

Fee waiver users=698
Out of pocket payers=698

Total=1396HHS

17




5.9 Data collection tools and procedures

Data was collected by face to face interview with household heads using structured questionnaire
adapted from EDHS, Anderson and Newman model of healthcare utilization and other literatures
(23, 52, 53). The questionnaire had 5 sections: predisposing factors, enabling factors, need
factors, health service utilization and wealth index of households.

5.9.1 Data Quality Control

The quality of data was assured by proper designing of the questionnaires before the actual data
collection and giving training for the data collectors and supervisors. The questionnaire was
filled by using Epi collect 5 and first prepared in English ,then translated to Ambharic by
language expertise and retranslated back to English to observe its consistency and conceptual
equivalence. The questionnaire was also pretested on 5% (70) of the total sample size at Guna
Woreda other than the study area. Necessary modifications were made on the questionnaire
based on the findings of the pretest. Five Nurses were participated in the data collection process.
The data collection process was supervised by two public health officer professionals and the
investigator. Both data collectors and supervisors were trained for 2 day about the contents of the
questionnaire and on how to collect the data properly using Epi collect 5 in order to minimize
errors. The investigator and supervisors made a daily supervision during the whole data
collection process. Every day after data collection, questionnaire was reviewed and checked for
completeness and relevance by the supervisors and investigator and the necessary feedback was
offered to data collectors in the next morning.

5.9.2 Data Processing and Analysis

Data was collected by Epicollect 5 and downloaded to excel, then exported to SPSS version 26
and STATA version 15 statistical packages for analysis. SPSS was used for binary logistic
regression while STATA was also used for propensity score match analysis through logit model.
Wealth index of the household was computed by principal component analysis (PCA). Data
cleaning was done to check for frequency, consistency, accuracy and missing values of the data.
Frequency, proportion and summary statistics was used to describe the study population in
related to study variables. Bivariate and multivariable logistic regression was conducted to

estimate the effect of independent variables on the outcome variables. Independent variables in
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the bivariate analysis with p value less than 0.25 was entered to multivariable logistic regression
to identify factors of healthcare utilization. The association between the dependent and the
independent variables was measured by using odds ratio (OR) with 95 % Confidence Interval
(CI). Those variables with p-value of less than 0.05 in the multivariable analysis were considered
as statistically significant. Goodness of fit test was checked by Hosmer and Lemeshow test.
Propensity score matching analysis was used to determine the effect of fee waiver system on
healthcare utilization. The outcome variable (healthcare utilization), treatment variable (fee

waiver system) and covariates were used to calculate propensity score.

5.9.3 Ethical Consideration

Ethical clearance was obtained from Bahiardar University College of medicine and health
science Ethical Clearance Review Committee. An official letter of cooperation was given to
south Gondar health office. The district health office and the 10 Kebeles were asked for an
official letter to get permission. The exclusion of study participants’ names during the data
gathering period would ensure confidentiality. The data entered to software was protected by
password and used only for the study purpose. Participants in the study were received a thorough
explanation of the study's objectives, methods, length, probable risks, and advantages.
Participants were advised to participate in the study if they were willing, and written informed
consent with their signature was obtained from respondents prior to data collection. Any study
participant who was willing to participate in the study might do so, and anyone who wants to end

an interview were exited at any time.
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6. RESULTS

6.1 Predisposing factors

From a total of 1396 respondents, 1351 households (670 OOP payers and 681 Fee waiver users)
participated in the study with a response rate of 95.99% for OOP payers and 97.56% for fee
Half of study
participants, 347 (51.8%) and 350 (51.4%) were males in both OOP payers and fee waiver users

waiver users. The mean age of the respondents was 45.91 *+ 9.56 years.

respectively. Majority 1219 (90.2%) were from rural areas and three fourths 1018 (75.4%) were
married individuals. Of the total respondents' educational status, 235 (35.1%) were unable to
read and write and 183 (26.9%) were able to read and write for OOP payers and Fee waiver
users, respectively. Regarding other sociodemographic characteristics, 648 (48%) were farmers
and 938 (69.4%) were orthodox Christians in religion. From over all study participants,
household family sizes ranged from 1 to 12 with sizes 4.73 + 1.36 and 530 (79.1%) household
family sizes were less than five in OOP payers and 506 (74.3%) family sizes were less than five

members in Fee waiver users (Table 3).

Table 3 : Socio-demographic characteristics of
North West Ethiopia, 2022 (n=1351)

respondents in Farta District, South Gondar,

Fee waiver OOP Total
Categorie | Users Payers (N=1351)
Variables 3 (n=681) (n=670)
Frequenc | Percentag | Frequenc | Percentag | Frequenc | Percentag
y e (%) y e (%) y e (%)
Sex Male 350 51.4 347 51.8 697 51.6
Female 331 48.6 323 48.2 654 48.4
Age 18-24 18 2.6 30 4.5 48 3.6
25-44 312 45.8 304 454 616 45.6
45-64 321 47.1 290 43.3 611 45.2
> 65 30 4.4 46 6.9 76 5.6
Religion Orthodox | 516 75.8 422 63.0 938 69.4
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Muslim 165 24.2 248 37.0 413 30.6
Residence Urban 53 7.8 79 11.8 132 9.8
Rural 628 92.2 591 88.2 1219 90.2
Marital Single 17 2.5 36 54 53 3.9
status .
Married | 496 72.8 522 77.9 1018 75.4
Divorced | 70 10.3 53 7.9 123 9.1
Widowed | 83 12.2 38 5.7 121 9.0
Separated | 15 2.2 21 3.1 36 2.7
Unable to 409 30.3
read and
Write 174 25.6 235 35.1
E‘?";‘I‘a“ona' Able 10 355 263
read and
Write 183 26.9 172 25.7
Primary | 169 24.8 113 16.9 282 20.9
Secondar | 100 14.7 94 14 194 14.4
y
College 55 8.1 56 8.4 111 8.2
and
above
Farmer 318 46.7 330 49.3 648 48
Occupation | House 66 9.7 118 17.6 184 13.6
al wife
Status Daily 117 17.2 49 7.3 166 12.3
laborer
Merchant | 82 12 88 13.1 170 12.6
Other 98 14.4 85 12.7 183 135
Family size | <5 506 74.3 530 79.1 1036 76.7
>5 175 25.7 140 20.9 315 23.3
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6.2 Enabling factors

Of the study participants, 264 (39.4%) and 394 (57.9%) were less and equal to 5 km from a

health service facility to their home for out-of-pocket payers and Fee waiver users, respectively.

however majority of the study participant 406 (60.6%) were greater than 5 km distance from

their home to health facility in Out of pocket payers. Regarding travelling time, nearly half, 331

(49.4%) of the study participants walked to the health facility for less than 30 minutes with out of

pocket payers, and 265 (38.9%) study participants walked to the health facility for less than 30

minutes with fee waiver users. Less than half, 285 (42.5%) out of pocket payers and 148 (21.7

%) of fee waiver users reported transport costs were expensive from their home to the nearest

health facility (Table 4).

Table 4 : Enabling factors of health service utilization among study participant in Farta District,
south Gondar, northwest Ethiopia, 2022.

Fee waiver OOP Total
categories | Users Payers (N=1351)
Variables (n=681) (n=670)
Frequency | Percentage | Frequency | Percentage | Frequency | Percentage
(%) (%) (%)
Distance  at | <5km 394 57.9 264 39.4 658 48.7
home to HF
>5km 287 42.1 406 60.6 693 51.3
Time  taken | < 30 | 265 38.9 331 49.4 596 44.1
from home to | minutes
HF  through
walking > 30 | 416 61.1 339 50.6 755 55.9
minutes
Perceived no cost 74 10.9 109 16.3 183 135
transport cost
Cheap 134 19.7 84 125 218 16.1
Medium 325 47.7 225 33.6 550 40.7
Expensive | 148 21.7 252 37.6 400 29.6
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6.3 Need factors

Among study participants, 353 (52.7%) respondents among out-of-pocket payers and less than
half of 289(42.4%) study participants among fee waiver users perceived their health status as
good. Regarding their health status, 136 (20.3%), and 163 (23.9%) respondents had chronic
disease among out of pocket payer and fee waiver users respectively. Out of all respondents, 76
(11.3%) and 77 (11.3%) households, respectively, among OOP payers and fee waiver users, had
disability health problems. Additionally, among all respondents, more than half, 408 (60.9%) and
303 (44.5%) of those who paid out of pocket for their healthcare and those who used a fee

waiver system, respectively, felt that the quality of the services provided was good (Table 5).

Table 5: Need factors of health service utilization among study participant in Farta District, south

Gondar, northwest Ethiopia, 2022.

Fee waiver OOP Total
Categorie | Users Payers (N=1351)
Variable |s (n=681) (n=670)
> Frequenc | Percentag | Frequenc | Percentag | Frequenc | Percentag
y e (%) y e (%) y e (%)
Perceive | Very 34 5.0 35 5.2 69 5.1
d health | good
status good 289 42.4 353 52.7 642 47.5
medium | 245 36 231 34.5 476 35.2
poor 75 11 32 4.8 107 7.9
Very poor | 38 5.6 19 2.8 57 4.2
Chronic | Yes 163 23.9 136 20.3 299 22.1
disease No 518 76.1 534 79.7 1052 77.9
Disabilit | Yes 77 11.3 76 11.3 153 11.3
grg‘;"’l‘gr?q No 604 88.7 594 88.7 1198 88.7
Perceive | Very 17 2.5 37 55 54 4.0
d quality | good
of health | Good 303 44.5 408 60.9 711 52.6
service Medium | 217 31.9 180 26.9 397 29.4
provision | Poor 108 15.9 28 4.2 136 10.1
Very poor | 36 5.3 17 2.5 53 3.9

6.4 Health service utilization

Health service utilization among fee waiver users and out of pocket payers was 58.1% (at
95%Cl, (54.5, 61.8)) and 47.2% (at 95% CI (43, 50.9)) respectively. Among overall respondents,
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712(52.7%) used health services. Of the total respondents, 132(19.7%) study participants visited
the health facility one times by out of pocket payers and 157 (23.1%) of study participants
visited the health facility two times by fee waiver users. From the overall 264 (19.5%) of study
participant visit the health facility two times. Of the total participants, 446 (33%) who used
government hospitals, 177 (26.4%) were out of pocket payers and 269 (39.5%) of study
participants were fee waiver users. The majority of the study participants from out of pocket
payer 263(39.3%) responded that health care costs were covered by themselves. In contrast, 330
(48.5%) of fee waiver user health care costs were covered by the government (Table 6).

Table 6 Health service utilization among fee waiver users and OOP payers in Farta District,
south Gondar, northwest Ethiopia, 2022

Variable Fee waiver users OOP payers Overall health
S service utilization

Frequenc | Percenta | Frequenc | Percenta | Frequenc | Percenta
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y ge (%) |y ge (%) |y ge (%)
Use of | Yes 396 58.1 316 47.2 712 52.7
sﬁ?,ﬂ No 285 41.9 354 52.8 639 47.3
One times 58 8.5 132 19.7 190 14.1
Fat;il_itty Two times 157 23.1 107 16.0 264 19.5
VISI
frequenc | Three times 131 19.2 53 7.9 184 13.6
y Four or more | 50 7.3 24 3.6 74 55
times
Preferre | health post 15 2.2 10 1.5 25 1.9
dhealth | Health center | 83 12.2 86 12.8 169 125
facility "Government | 269 39.5 177 26.4 446 33.0
fﬁ.r hospital
e [ Private clinic | 11 16 22 33 33 2.4
Private 13 1.9 15 2.2 28 2.1
hospital
Drug 5 7 6 0.9 11 8
vender/pharma
cy
Getall | Yes 304 44.6 275 41.0 579 42.9
the
treatmen
t needed | No 92 13.5 41 6.1 133 9.8
Who Self 39 5.7 263 39.3 302 22.4
covered
the Government 330 48.5 0 0 330 24.4
healthcar
e cost? Community 15 2.2 20 3.0 35 2.6
Other 12 1.8 33 4.9 45 3.3

Reasons not seek healthcare service

The major reasons for not visiting healthcare services at the time of illness were equally both

shortage of money for transport and health facility was too far (17.8%) among out of pocket
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payers. Also, shortages of money for transport (18.25%) and illness were not severe (16.84%)
were a major reason for not visiting healthcare facilities when sick among fee waiver users (Fig
3,4)

OOP payers
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Figure 3 : Reasons for not visiting a health institution among out of pocket payers in Farta
District, south Gondar, North West, Ethiopia, 2022
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Figure 4: Reasons for not visiting a health institution among fee waiver users in Farta District,
south Gondar, North West, Ethiopia, 2022

6.5 Factors associated with overall health service utilization
In the final multivariable logistic regression analysis, level of education, family size, traveling
time, traveling cost, chronic disease, and payment mechanisms were significantly associated with
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health service utilization among overall respondents. As a result, study participants who able to
read and write (AOR=1.64 at 95%CI: 1.20, 2.24), primary (AOR=1.7 at 95%ClI. 1.22, 2.37),
secondary (AOR=3.07 at 95%CI: 2.09, 4.53), and college and above (AOR=4.9 at 95%CI: 2.91,
8.23) used more health service than study participants who were unable to read and write.
Participants with families size of five or more were decreased health service utilization by 46%
as compared with participants with family size of less than five (AOR = 0.54; 95% CI. 0.41,
0.72). moreover, study participants who traveled for less than 30 minutes were 2.09 times more
likely to use health services than study participants who traveled for more than 30 minutes
(AOR=2.09; 95%CI: 1.64, 2.67). Study participants who said their travel cost was no cost
(AOR=4.22; 95% CI: 2.8, 6.37) and cheap (AOR=3.55; 95% CI: 2.41, 5.23), on the other hand,
used more health services than those who said their travel cost was expensive. Participants who
had a chronic disease were 1.5 times more likely to utilize health services than participants who
had no chronic disease (AOR = 1.5; 95% CI: 1.11, 2.02). Being a fee-waiver user as a payment
mechanism made users 1.65 times more likely to use health care services as compared to out-of-
pocket payers (AOR = 1.65; 95% CI: 1.25, 2.18) (Table 7).

Table 7. Predictor variables for overall health service utilization in Farta District, south Gondar,
northwest Ethiopia, 2022.

Variables Category HSU COR (95% CI) AOR (95% CI)
Yes No
Educational level | Unable to read 160 249 1 1
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and write
Able toread and | 181 174 1.62 (1.21, 3.509) | 1.64 (1.20,
write 2.24)***
Primary 153 129 1.85(1.36,2.51) | 1.7 (1.22,
2.37)***
Secondary 131 63 3.24 (2.26, 4.64) | 3.07 (2.09, 4.53)
**k*
College and 87 24 5.64 (3.44,9.24) | 4.9 (2.91,
above 8.23)***
Family size <5 578 458 1 1
>5 134 181 0.59 (0.46, 0.76) | 0.54 (0.41,
0.72)***
Distance <5km 379 279 1.47 (1.19,1.82) | 1.05(0.82, 1.34)
>5km 333 360 1 1
Travelling time < 30 minutes 377 219 2.16 (1.73,2.69) | 2.09 (1.64,
2.67)***
> 30 minutes 335 420 1 1
Travelling cost no cost 137 46 4.86 (3.29,7.18) | 4.22 (2.8,
6.37)***
Cheap 159 59 4.40 (3.07,6.31) | 3.55(2.41,
5.23)***
Medium 264 286 1.51 (1.16, 1.963) | 1.18 (0.89, 1.57)
Expensive 152 248 1 1
Chronic disease Yes 184 115 159 (1.22,2.06) | 1.5(1.11,
2.02)***
No 528 524 1 1
Wealth status Poorest 194 219 1
Lower middle 75 63 1.34(0.91,1.98) | 1.37(0.89, 2.11)
Middle 77 65 1.34(0.91,1.96) | 1.19(0.77, 1.83)
Upper middle 193 | 155 1.41 (1.06,1.87) | 1.03 (0.73, 1.45)
Richest 173 | 137 1.43(1.06,1.92) | 1.11(0.77,1.62)
Payment OOP payers 316 354 1 1
mechanism Fee waiver users | 396 285 1.56 (1.26,1.93) | 1.65 (1.25,
2.18)***

Notes: ** Significant variables with a p-value less than 0.05; *** Significant variables with a p-
value less than 0.01. Abbreviations: COR, Crude odds ratio, AOR, Adjusted odds ratio; and CI,

Confidence interval.

6.6 Factors associated with health service utilization among out of pocket payer

In the final multivariable logistic regression analysis, level of education, family size, travel time,
and travel cost were significantly associated with health service utilization among out of pocket
payers. As a result, participants whose educational level was primary (AOR = 2.01; 95%Cl:
1.17, 3.46), secondary (AOR = 4.5; 95%CI: 2.44, 8.30), and college and above (AOR = 5.44;
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95%Cl: 2.56, 11.56) utilized more health services than study participants who were unable to
read and write. Among Study participants who had family sizes of five and above the health
service utilization had decreased by 88% as compared with participants who had family sizes of
less than five (AOR=0.12; 95% CI: 0.07, 0.22). study participants who traveled for less than 30
minutes were 4.7 times more likely to use health services (AOR = 4.7 at 95% CI: 3.21, 6.86)
than study participants who traveled for more than 30 minutes. On the other hand, study
participants who reported that their travel costs as no cost and cheap were more likely to use
health care services than study participants whose transport costs were expensive among out-of-
pocket payers (AOR = 3.49 (1.97, 6.2) and AOR=2.83 (1.53, 5.22) at 95% CI) respectively
(Table 8).

6.7 Factors associated with health service utilization among fee waiver users

. In the final multivariable logistic regression analysis, educational level, distance, travel cost,
and chronic disease were significantly associated with health service utilization among fee
waiver beneficiaries. Respondents who able to read and write (AOR=. 1.71; 95%CI: 1.1, 2.68),
secondary (AOR=2.16; 95%CI: 1.24, 3.75) and college and above (AOR=4.03; 95%Cl: 1.78,
9.13) utilized more health services than study participants who were unable to read and write.
Participants in the study who walked less than five kilometers away from the health facility were
1.44 times more likely to use the health service than participants who walked more than or equal
to five kilometers away (AOR = 1.44 ; 95%CI : 1.02, 2.02). Study participants who said their
travel costs were free or low were 4.26 and 4.13 times more likely to use health services than
those who said their travel costs were expensive among fee waiver users (AOR = 4.26 at 95%
Cl: 2.09, 8.65) and AOR=4.13 at 95% CI: 2.38, 7.16) respectively (Table 8).

Table 8 : Predictor variables for health care utilization among fee waiver users and OOP payers

in Farta District, south Gondar, northwest Ethiopia, 2022.

Variables Fee waiver users
Categories OOP
Payers
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HSU COR ( AOR HSU COR ( AOR
95% CI) | (95% CI) 95% CI) (95% CI)
Yes | No Yes | No
Residence Urban 38 |15 |1 1 35 |44 |1
Rural 358 | 270 | 0.52 0.73 281 | 310 | 1.14 (0.71,
(0.28, (0.37, 1.83)
0.97) 1.44)
Marital Single 9 8 1 15 |21 |1 1
status Married 294 | 202 | 1.30 242 | 280 | 1.21(0.61, | 1.83
(0.49, 2.40) (0.80,
3.41) 4.20)
Divorced |41 |29 | 1.26 24 129 |1.16(0.49, | 1.48(0.53,
(0.43, 2.73) 4.15)
3.64)
Widowed |44 |39 | 1.00 25 |13 |2.69(1.05 |3.84
(0.35, 6.91) (1.22,
2.85) 12.11)
Separated | 8 7 1.02 10 |11 |1.27(0.43, | 1.70
(0.25, 3.76) (0.46,
4.08) 6.28)
Educational | Unableto |78 |96 |1 82 |153 |1 1
level read and
write
Able to 108 | 75 | 1.77 1.71(1.1, |73 |99 |1.38(0.92, | 1.43
read and (1.17, 2.68)** 2.06) (0.88,
write 2.70) 2.31)
Primary 97 |72 | 1.66 1.36 56 |57 |1.83(1.16, | 2.01
(1.08, (0.86, 2.89) (1.17,
2.54) 2.14) 3.46)***
Secondary | 67 |33 |2.45 2.16 64 |30 |3.98(2.39, |4.5(2.44,
(1.50, (1.24, 6.63) 8.30)***
4.17) 3.75)***
College 46 9 6.29 4.03 41 15 | 5.1(2.66, 5.44
and above (2.90, (1.78, 9.76) (2.56,
13.65) 9.13)*** 11.56)***
Family size | <5 281 | 225 |1 1 297 | 233 |1 1
>5 115 | 60 | 1.54 1.32 19 |1210.12(0.07, | 0.12
(1.07, (0.89, 0.21) (0.07,
2.20) 1.96) 0.22)***
Distance <5km 2251 139(1.9(1.39, | 1.44 124 | 140 | 0.99 (0.72,
2.59) (1.02, 1.35)
2.02)**
>5km 141 | 146 | 1 192 | 214 | 1
Time <30 155 | 110 | 0.98 222 | 109 | 5.31(3.82, | 4.7 (3.21,
minutes (0.72, 7.40) 6.86)***
1.34)
>30 241 | 175 94 | 245
minutes 1 1 1
Perceived no cost 61 | 13 |5.99 4.26 36 |33 |4.37 3.49
Transport (3.03, (2.09, (2.69,7.09) | (1.97,
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cost 11.84) 8.65)*** 6.2)***
Cheap 107 | 27 | 5.06 4.13 52 132 |3.08 (1.85, | 2.83(1.53,
(2.97, (2.38, 5.14) 5.22)***
8.62) 7.16)***
Medium 163 | 162 | 1.29 1.1(0.73, | 101 | 124 | 1.55(1.07, | 1.19
(0.87, 1.65) 2.24) (0.77,
1.70) 1.85)
Expensive | 65 |83 |1 1 87 1651 1
Perceived Verygood |23 |11 |1 16 |19 |1
health status
Good 174 | 115 | 0.72 174 | 179 | 1.15 (0.58,
(0.34, 2.32)
1.54)
Medium 125 | 120 | 0.5 (0.23, 100 | 131 | 0.91 (0.44,
1.07) 1.85)
Poor 50 |25 |0.96 14 |18 |0.92
(0.40, (0.35,2.42)
2.27)
Verypoor |24 |14 |0.82 12 |7 2.04
(0.31, (0.65,6.4)
2.17)
Chronic Yes 121 | 42 | 2.55 1.73 63 | 73 | 0.96 (0.66,
disease (1.72, (1.12, 1.4)
3.76) 2.66)**
No 275 | 243 | 1 1 255 1281 |1
Disability Yes 53 |37 |1.04 41 |35 |1.36(0.84, | 1.68
(0.66, 2.19) (0.92,
1.63) 3.06)
No 343 1248 | 1 275 1319 | 1 1

Notes: ** Significant variables with a p-value less than 0.05; *** Significant variables with a p-value less

than 0.01.

Abbreviations: COR, crude odds ratio, AOR, adjusted odds ratio; and ClI, confidence interval.
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6.8 Effect of fee waiver system on health service utilization

The effect of fee waivers system on healthcare utilization has been estimated using the
average treatment effect on the treated (ATT). Before matching was done healthcare utilization
of fee waiver users (58%) were higher than out of pocket payers (47%). In this study the best
matching algorism was kernel matching with band width 0.25 among fee waiver users (treated,
n=673) and OOP payers (control, n=646). The covariates used for matching were sex, age,
religion, residence, marital status, educational level, occupation, family size, distance, travelling
time, travelling cost, perceived health status, chronic disease, disability, perceived quality of
healthcare service and wealth status. As a result, table 9 revealed that the average treatment
effect on the treatment group was 0.149 (t=4.19). This showed that households participating in
fee waiver system contributes a 14.9% increase in healthcare utilization (Table 9).

Table 9: The average treatment effect of fee waiver system on healthcare utilization, Farta
District, south Gondar, Ethiopia, 2022 (n=1351)

Outcome | Mean before Difference | p-value | ATT |SEE | T No of cases
matching
Fee OOP Fee OOP
waiver | payers waiver | payers
users users

HSU 0.58 0.47 11 <0.001 |0.149 [ 0.035 | 4.19 | 673 646

HSU health service utilization, ATT average treatment effect on treated, SE standard error t student’s

distribution
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7. DISCUSSION

This study was conducted to assess the effect of fee waiver system on healthcare utilization and
associated factors among households in Farta district, south Gondar, Ethiopia, in 2022. Health
service utilization among fee waiver beneficiaries and out-of-pocket payers was 58.1% and
47.2%, respectively. This suggests that out-of-pocket payers may be price sensitive when it
comes to using health services. Furthermore, in this study, the health service utilization level
among fee waiver beneficiaries was 58.1%, which is consistent with another study done in
Dessie (62.4%), Dawint (60.98%), Gamo Gofa (59.6%), and Hawassa (65%) (33, 34, 50, 51).
Being a member of a fee waiver program was a significant predictor of health service utilization,
which was 1.65 times more likely to use health services compared to out-of-pocket payers (AOR
= 1.65; 95CI: 1.25, 2.18). This result is in line with the study conducted in Tigray, where fee
waiver users were 2 times more likely to use health services as compared to OOP payers (11).
This might be due to the result of implementation of fee waiver programme from those District

and accessibility of services for beneficiary HHS.

Moreover the study reported that the major reason for not visit health facilities were shortage of
money for transport (18.25%) for fee waiver users and (health facility was too far (17.8%) and
absence of transport (17.8%)) for OOP payers respectively. The second reason for not visiting a
health facility was difficult bureaucracy and low quality of health services, which were 12.63%
and 13.28% for fee waiver users and OOP payers, respectively. This study is in line with the
study done in Dawint District in the north Wollo zone, which identified that a shortage of money
for transport and health institutions was too far away as a potential problem for using healthcare
services among respondents(34). This might be due to providers giving less attention to distant
health facility services and problems in the implementation of a fee waiver program to address
the issue of poor individuals.

Cost of travel to reach a health facility was a significant predictor of health service utilization, indicating
that among out-of-pocket payers, households who perceived transportation costs as free or cheap were
3.49 and 2.83 times more likely to use the health service than who perceived transport costs was
expensive, respectively. Furthermore, among fee waiver users, households that perceived
transportation costs as free or low were 4.26 and 4.13 times more likely to use health services,

respectively, than households that perceived transportation costs as expensive. This finding is in
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line with the study done in Dawunt District, where transport costs were related to health service
utilization (34), and a similar study done in Gamo Gofa also reported that household
transportation cost was a barrier to health service utilization, which showed that as transportation
costs increased, health service utilization decreased. (33). This could be because rising

transportation costs have an impact on health service utilization.

Furthermore Study participants less than five kilometers from the health facility were 1.44 times
more likely to use the health service than participants greater than or equal to five kilometers
away from the health facility among fee waiver beneficiaries. This study is in line with the study
done in northwestern Burkina Faso, which found that the rate of health service utilization
decreased with increasing distance from health facilities (54). The possible reason might be due
to their financial situation and health, the majority of people do not go more than a few

kilometers for medical care.

The health service utilization was also influenced by family size. Study participants who had
family sizes equal to or greater than five had decreased healthcare utilization by 88% as
compared with participants who had family sizes of less than five among OOP payers. This
finding is supported with a study conducted in Tigray, Ethiopia, which found that families with
fewer than five use more health services than families with more than or equal to five (11). This
could be the household head's workload for managing and meeting the needs of the
family. Additionally, financial problems might be a possible reason for lower health service

utilization.

Also, study participants who traveled for less than 30 minutes were 4.7 times more likely to use
health services than study participants who traveled for more than 30 minutes. This study was
consistent with research done on Papuans in Indonesia, where respondents who traveled less than
or equal to 30 minutes used more health services than those who traveled for more than 30
minutes (40). This could be due to the physical closeness of a health facility affecting the

utilization of services.

Moreover, in this study, for both fee waiver users and out-of-pocket payers, respondents who
were able to read and write , primary, secondary, and college levels and above were more likely
to utilize health services than study participants who were unable to read and write. This study is

consistent with the study done in Tigray, which reported that respondents who could read and
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write had better health service utilization than those who couldn't read and write (11). This could

be because education can increase an individual's elasticity.

Furthermore, households that had chronic diseases used more health services than respondents
who did not have chronic diseases. This result was supported by the study done in Dessie, China,
and Albania. (42, 43, 50). This might be Patients with chronic diseases may have required
ongoing medical care and monitoring.
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8. LIMITATION OF THE STUDY

Participants who use exemption services were not excluded from the study. Therefore, it might
be falsely increase the overall health service utilization of respondents. There may be a recall
bias as well, when respondents may not completely recall their problems with utilizing health
Services.
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9. CONCLUSION

Health service utilization among fee waiver users was significantly higher than out of pocket
payers. Having a chronic disease, travel time, distance to a health facility, and educational level
were significantly associated with fee waiver beneficiaries. Family size, educational level,
traveling time, and perceived transport cost were also associated with the utilization of health
services among OOP payers. Moreover, as we saw, the fee waiver system had an effect on
healthcare utilization. Participation in a program that waived costs increased the use of

healthcare services.
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11. RECOMMENDATION

For Farta District health beauru

» Long distance and travelling costs were still factors affecting health service
utilization, thus the government and local administrative bodies need to pay
attention to these issues through improving physical accessibility of health
facilities and alleviating transport costs.

> Participating to fee waiver program increases health service utilization, thus the
government and other concerned bodies should be strengthen the fee waiver

programme to escalate health service utilization.

For researchers

» A deeper investigation of other aspects relating to the use of health services shall
be done by utilizing a mixed study design.
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12. APPENDIXES

Appendix 1: Participant consent information sheet

a) Participants Information sheet

Bahir Dar University

School of public health

Greeting: Good morning/good afternoon

My name iS.........cc....... I'm here on behalf of Mr. Dessie Teshager, a public health student at
Bahir Dar University. In order to partially meet the requirements for a master's degree in public
health at the Bahir Dar University School of Public Health, he is conducting research on the
effect of fee waiver on healthcare service utilization and associated factors in Farta Woreda. He
was given approval to carry out this study by the Farta health office, the administrator of the
zonal health office, and the school of public health at Bahir Dar University. The purpose of this
study is to assess the effect of a fee waiver system (policy) on the use of healthcare services and
related variables. The study will assist in providing baseline data on issues pertaining to the fee
waiver system for policy makers and other scholars. Your willingness is the only factor
determining your participation. You have the entire right to agree to take part in this study or
decline it. You have the option to terminate the interview at any point if you decide not to
participate in the study. Additionally, you are free to decide not to participate in this study. There
is no danger or harm associated with taking part in this study. You won't face any bad treatment
whether you choose to join, decline, or ultimately decide to quit.

If you are agreed to involve in the study conducted the questionnaire will take about 5-10

minutes.

All of the questions will be classified for anonymity, identities won't be written or mentioned,
and we'll keep whatever information you share private. The principal investigator will be the
only person with access to the non-coded data, aware of the specifics, and he will throw it away
once analysis is finished. The information won't be utilized for anything but the study. Your
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readiness and active involvement are crucial to the outcome of this study. Contact information
for the principal investigator and the person who can be reached whenever you need further

information.

Principal investigator: Dessie Teshager

Phone no — 0918502953

E-mail: destesha63@gmail.com
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b) Informed Consent agreement form

| understand all of the terms listed above, having read this form or having it read to me in a
language | can understand. | was given the chance to ask questions, and the answers | received
satisfied me. It is totally up to me whether or not | take part in this study. | am aware that my

data will be kept private and that | have the right to withdraw at any time.
Accept to take part in the study?

Yes no

1. If yes, carry on with the interview

2. If no, write down your reasons for declining before moving on to the next person

Informed consent Certified by:

Respondent’s signature/thumb print Date

Name of Interviewer: Name Signature

Number assigned to the Questionnaire (ID number)

Date of the interview Time begin at completed time

Interview result:

1. Completed

2. No response from Respondent
3. Refused

4. Achieved in part

Supervisor: Name , checked Signature




Appendix 2: Questionnaire

English Questionnaire

Section I: predisposing factors (sociodemographic characteristics)

Code of conduct for the interview

No | Questions Response

100 | What is the Sex of house hold head? | 1.male
2.female

101 | What is the Age of household head?

102 | What is your religion? 1.orthodox
2.muslim
3.other

103 | Residence 1.urban
2.rural

104 | Your Marital status? 1.single
2.married
3.divorced
4.widowed
5.separeted

105 | What is your educational level of the | 1.unable to read and write

house hold head? 2.able to read and write

3.primary
4.secondary
5.college and above

106 | Occupational status of households 1. Farmer

head? 2. House wife

3.daily laborer
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4.merchant
5.other
107 | What is the size of the family of the in number
household?
Section II: assessment of enabling factors
No | Question Response Skip
200 | Have you used fee waiver 1.yes If no skip to 202
programme? 2.n0
201 | If yes, How did you get information | 1. Sign posted at the
about this programme? health facility
2.from health providers
3. Relative
4. Friends
5. Media
99. Others (specify)
202 | How far does it take to reach the kms
nearby health facility from your
home?
203 | How long does it take to reach the minutes
nearby health facility from your
home?
204 | How much does it cost to travel to 1. no cost
the nearest health facility? 2. cheap
3. medium
4. expensive
205 | How much is the total Income of Ethiopian birr
your family per month?




Section II: assessment of Need factor

No

Question

Response

Skip

300

How do you evaluate your current

health status??

1. very poor
2. poor

3. medium
4. good
5.very good

301

Have you a chronic disease?

1.yes
2.no

If no skip to 303

302

If yes, which type of chronic disease

you have?

1. Cancer

2. Diabetes

3. Hypertension

4. Heart disease

5. Stroke

6. Mental illness

7. Respiratory illness
(COPD)

8. Kidney disease
99.other(specify)

303

Have you physical disability problem?

1. Yes
2. No

304

How did you perceive quality of the

health care service in this area?

1.very poor
2.poor
3.medium

4. good

5. very good
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Section IV: health service utilization

No | Question Response Skip
400 | Have you used any health facilities 1. Yes If no skip to
when sick in the last 12 months? 2. No 404
401 | If yes for question no 500 How
many times did you visit the health
facilities in the last 12 month?
402 | Which health facility you prefer 1.health post
when you are sick? 2.health center
3.goverment hospital
4.private clinic
5.private hospital
6.drug vender/pharmacy
403 | Were you able to get all the 1. Yes
treatment you needed? 2. No
404 | If no for question no 400 what is the | 1.health facilities are very far

reason for not visit health facilities

when you are ill?

2.shortage of money for
transport

3.the illness was not severe
4.bought medicine from a
shop

5.had taken home treatment
6.visited a traditional healer
7. holy water

8.percieved quality of
institution is poor
9.difficult bureaucracy
10.no reason

99. other(specify)
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405 | Did you pay? 3. Yes
4. no
406 | If yes Who covered the health care 1. Self

cost? 2. Government/free
3. Community
99. Other (specify)
SECTION V: Household wealth index

No Question Response Skip

500 | Among the following materials, Do you have these How much
which one do you own? materials? the number

1=yes 2=no

1. Functioning radio/tape
2. Modern beds
3. Cotton/sponge/spring

mattress?
4. Mobile/cell-phone/wireless
5. Modern stoves
99. Other (specify)

501 | Ask the household if they have Do you have these How many
any of the following livestock animals? of these
assets 1=Yes animals do

2=No this
household
currently
own?
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1. ox

3. cow
4.horse

5. donkey
5. mule

6. goat

7. sheep
8. chicken

99. Others (specify)

Ask the household if they have If yes how
502 | any of the following crop 1=Yes much the
productions produced in the 2=No amount in
previous last years quintals
1. Teff
2. Barley
3. Wheat
4. Maize
5. Sorghum
6. bean
7. Pea
99. Others
503 | What kind of latrine does your 1. water flush
family have? 2. VIP
3. Traditional latrine
4. open field
99. Other (specify)
504 | What is the type of roof of the 1. Metal

house?

2. Plastic sheet
3. Thatch
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4. wood

S.tiles
99. Other (specify)
505 | Do you have kitchen? 1. Yes
2. No
506 | Do you have separate rooms for 1.yes
cattle? 2.n0
507 | What is the wall of your residence | 1. Concrete
house made of? 2. Cement
3. Wood planks
4., Carpet
5. Mud

99. Other,( specify)
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