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between birth and the first birthday.

Child mortality rate - The number of children who die per 1000 children
surviving to the first birthday.

Under-five mortality rate - The number of children per 1000 live births who
die between birth and the fifth bifthday.

Child - A person under the age of 5 years.

[mmunization - Preventing serious attacks of communicable diseases in
individuals by producing them in a mild form, usually by vaccination.
Morbidity - Any departure from a state of wellbeing expressed in terms of
people who are ill and /or as episodes of illness.

Life expectancy - the number of years an individual is expected to live if

current mortality trends continue.




Abstract
The major obj‘ective of the study was to identify which factors affect
demand for child health care services and their importance in Migori district. The
high child mortality rate, morbidity rate and low life expectancy levels are a
contrast to the increase in the number of personnel in the district. The study

therefore set out to highlight some of the factors that contribute to these poor

health indices. To achieve the objectives of the study, cross sectional primary data
were collected using a questionnaire from a sample of 123 respondents. Both the

descrintive and regression results were given. For the multinomial econometric

analysis of the data, only 106 respondents were used due to some incomplete data.

The results showed that waiting time, number of siblings, household size,

father's level of education, household's level of income and mother's employment
were the significant variables. Number of siblings and household's level of

atively related to the demand for child health care

Mfound to be neg




care given to the child for its survival, growth and development. Chilc
entails preventive (immunization, nutrition, water and sanitation) and curative
services which are the appropriate medical treatment of common diseases and
injuries at a health facility (Monekosso, 1994).

Health status is measured by indices such as mortality, morbidity, nutrition
and life expectancy levels. Improvements in nutrition, sanitation and drinking
water supply would lead to a reduction in mortality and morbidity rates in
children and hence an increase in life expectancy. Nutrition status of young
children is a sensitive indicator of health status and nourishment levels of a
population. It gives the current health status of the child in terms of immediate

(acute) factors such as inadequate food intake. Immunization of children is one of

the preventive measures of early childhood mortality. The recommended

nutrition with emphasis on the prevention and promotion to optimize health and




derived from a demand for health care improvements or health maintenance. In

contributing to consumer's utility, health improvements and maintenance have
value in use therefore health itself cannot be traded or exchanged in the market
(Donaldson and Gerard, 1993). Health care is valued to the extent that it improves
health. It is only be demanded as input into the production of health, and the level
of demand for health services would be determined by the extent to which they
satisfied the individuals' underlying preference for health. The demand for
medical care is not only constrained by a choice of how much, but, also of what
kind (William, 1999). The demand for health is a derived demand from the value
placed on being fit and well to lead fulfilling lives. The relationship between
health and health care is that any demand for health care is derived from tﬁe
demand for health as long as the health care system can promote that health
(Mooney, 1986).

12  Government of Kenya's Policy Towards Health Care Services

clinics and dispensaries. Thi

number of health facilities from 1547 in 1979 to 4355 in 2000(Republic of Kenya,



Strategic Plan (NHSSP), the basic packages of health services consist of malaria
prevention and treatment, Integrated Management of Childhood Illnesses (IMCI),

Expanded Programme on Immunization (EPI), reproductive health, Human

major environmental health related communicable diseases such as cholera and

typhoid. (Republic of Kenya, 1999). These packages will ensure that women and
children are catered for especially those living under extremely diffiCQlt
conditions.

The Ministry of Health through Kenya Expanded Programme on

Immunization (KEPI) has vowed to continue expanding and intensifying its

activities in order to decrease the incidence and prevatence of the vaccine=

enya 7

survival and development are to achieve a universal child immunization (UCI)



with a full immunization target of 75 percent of all children under five years of
age and to control diarrheal diseases among infants and children and promote the
use of Oral Rehydration Therapy (ORT) to convert at least 80 percent of those at
risk. The Bamako initiative strategy, which aims at strengthening community-
based actions for improving the survival and quality of life of women and
children, is in action in Kenya.
1.3 Child Health Status in Kenya

Despite the increase in the health delivery infrastructure in Kenya, health
status indicators are not impressive. For instance, one in every nine Kenyan child
does not live to the fifth birthday. This shows a slight decline from the KDHS
1993 by one percent. The infant mortality rate stands at 74 deaths per 1000 births.
The under-five mortality rate which is 23 per cent higher in rural areas (109 per
1000 births) than in urban areas (88 per 1000 births). The number of children with
stunted growth increased from 33 percent in 1998 to 35 percent in 2000,
underweight children also increased from 22 percent to 23 percent during the
same period and the infant and child mortality increased by 20 percent between

1989 and 2000 (Republic of Kenya, Kenya Demographic and Health Survey

(KDHS), 1998, Republic of Kenya, 2002). The Human Immunodeficiency

high number of orphans (Republic of Kenya, 2001, Republic of Kenya, 2002).



1.4  Child Health Status in Migori District

In any society, health status indices reflect the state of health in that
society. The health status indices for Nyanza Province are generally the poorest in
Kenya. The under-five mortality is exceptionally high in Nyanza Province where
199 per 1000 children die before the fifth birthday. The former South Nyanza
District, from which Migori District was curved, has the highest under-five
mortality rates with 0.244 in 1989 (see Appendix III). In terms of immunization,
Nyanza Province ranks last with only 47 percent of children aged 12 - 23 months

fully vaccinated (see Appendix Il). The immunization coverage in Migori was

1997) in 1995. This was still below the

Republic of Kenya's fifth child nutrition survey, (1996), Migori District had

recorded 75 percent in childhood vaccination. This was again below other

districts, which recorded over 80 percent. Migori District, with 21 percent of




The demand for child health care services is derived from the need for good

health of the children. Low health status for the children in Migori District as
evidenced by very high mortality, acutely undernourished and serverly wasted
children, suggests either limited demand or low supply or other intervening
factors in child health care services in the district. While some of the factors that
influence demand for health services are known, the relative importance of each
of the factors varies from region to region. In this connection, the relative
importance and the magnitude of the determinants of demand for child health care
~services in Migori District are not known.

1.6 Objectives of the study

The general objective of the study was to find out why the health status indices in
Migori District are poor despite the increase in the number of health facilities in

the district. The specific objectives were:

i) To identify which factors affect demand for child health care services in Migori




1.7 Significance of the Study

The determinants of demand identified will help in the explanation of the
variation in use of child health care services in Migori District. Health policy-
makers and N.G.O'S could use the results to deliberate on ways of improving
health status in the district. The study has also added to the current knowledge on
health care in general and child health care in particular.
1.8 Scope of the Study
The study only covers the health providers within Migori District. Interviews took
place with the female guardian of the child. The study covers children below 5

years who had visited a health prov'ider within the last six months prior to the

survey.




CHAPTER TWO

LITERATURE REVIEW

Presented in this section is the literature review. It is divided into two
sections, general literature and literature specific to Kenya.
2.1 General Litérature

According to Lee (1979) elasticity of demand, might be expected to
depend on such factors as the availability of substitutes within and without the
National Health Services, and the 'price' to be paid in relation to household
income. In the work, the writer suggests that community valuation for health
services can be elicited in two ways:
i) Observed behaviour: observe the number of visits that take place at each of a
range of prices or the variation in prices faced by consumers being necessary to
build up a demand schedule.

ii) Stated behaviour: acquire information about actual valuations by asking the

In view of Sorkin (1975), it is explained that consumers are more ignorant

and uncertain in their role as consumers of health services than as purchasers of




most other commodities. They cannot assess the quality and character of health
services they consume and are generally unaware of health care alternatives
available for treatving a given illness. Furthermore medical care i$ characterized by
low degree of substitutability and is not wanted until it becomes a preferable
alternative to the pain and other consequences of illness. This implies that the
price elasticity of demand for medical care would tend to be low. The effect of
income cannot be predicted a priori and preference is given to the use of
permanent income (average of current income and future income).

In their book Donaldson and Gerard (1993), assume the existence of a
fully informed consumer. The implication is that the consumer has perfect
knowledge of the relationship between health care and its contribution to health
improvements or ﬁaintenance of health. He/she therefore has the ability to judge
the value in exchange of health care as well as the value in use of health. Charges
help to reduce frivolous demand but it is not also easy to separate frivoloﬁs

demand from necessary demand. Low-income groups have been shown to be

most disadvantaged by corresponding reduction in the consumption of necessary

supplying these services; the doctor. Thus, the doctor is placed in the unusua

position of being both a demander and a supplier of a service for which they bear
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little, if any, financial burden. Such a situation will lead to over-utilization of
services since the doctor could ask for more visits and/or prescribe more drugs for
financial gains.

According to Jack (1999), the health care choices open to consumers are
whether to seek medical care or not and what kind of facility to visit and how
often. The fact that there are a large number of zero expenditures, the positive
observations are highly skewed towards zero and that medical care is not a
homogenous commodity means that regressing expenditures on prices and other
variables directly may not provide useful information. Such a study uses
multilevel analysis in which an attempt is made to separate types of consumption
choices. The choices include the decision to use care, the choice of the type of
care to use and the intensity of care use, given the type chosen. This incorporates
both discrete and continuous choice econometric modeling techniques, because

the choices of whether to consume care and what kind of service to consume are

for example, mothers' age, which does not change as a result of the choice. The

implicit assumption of the estimation was given as the "Independence of



Irrelevant Alternatives" (IIA). This means that the model cannot be appropriately
applied when there are different degrees of substitutability or complementarity
among the various choices. In such a case, it would imply that each of the six
delivery choices (relatives, traditional, public home, private home, public away,
private away) is independent and has different characteristics. 1t also implies that
as the value of a variable pertaining to a particular delivery method changes and
mothers adjust their choices in response, the proportionate distribution of their

movement from that particular delivery type and the five alternatives will be

identical to the initial distribution of choices over the five alternatives. The effect

estimation, the log of the odds of any particular choice being made (choice 1 for

example) was given as:

) 7Prob(Y, ij) (v _ BT 2.1.1

the woman's mmm&ﬂﬁe—?ﬂﬂiw‘ anher choice of any

pérticularj delivery system.
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X;; is a vector of values for a set of independent variables (e.g. set of price) that
vary by choice (j=1,2...N) and by woman (i=1,2...M).
Z: is a vector of independent variables that vary only by woman.

Another study by Gertler and Van Der Gaag (1990) developed a model for
the estimation of demand for health care services in Rural Cote d'lvore and Peru.
The objective of the study was 10 find the impact of user fees on the utilization of
medical care. The demand for provider j was given as:

ﬁozp——fw*'——- 2.12

exp(Vo) + \:}]: exp(Vi/ O')j\

7 exp(Vil o)

{i exp(Vi/ a)}

7[1':(]"7[0)

Where, V; = Boj+ BuX + ou(Y-P; -wTj) + oa(Y- Pj- wT;)’ and
X = Vector of demographic variables.
Y = The level of income.

;= Time spent obtaining care from provider

p's and a's are the coefficient of the demographic and economic variables

respectively.



The study found that in Cote d' Ivore, the model was consistent with utility
maximization since ¢ =0.34 for adults and 0.41 for children. The results for
children showed that demand falls with age from zero to three years old. Mother's
education does not influence the choice of the provider and there is no difference
by gender. Further, the severity of illness and the number of children increase the
demand for medical care and children's utilization of medical care is more
sensitive to time than adult utilization. The results implied that the opportunity
cost of time is a bigger barrier to health care for poorer individuals than it is for

richer individuals. Thus, the results underscored that poor people are not just
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In a study by Gerdtham and Johannesson (1995), a model for new
estimates of the demand for health was developed. The aim of the study ‘was to
estimate  the demand-for-health equation using Swedish micro data, and
measuring health capital by a categorical measure of overall health status that is
bad, fair and good health. The individual maximizes utility subject to private
goods, leisure time and health, which are separable in time. The study adopted

Grossman's model. The demand function was specified as:

klt = l/{t (pa Pa Y’ Wa A’ Ea Q> HO)

individuals. Y is the non-wage income, W are the wage rates, A are the variables

education levels all in

positively affected health. Overall, the demand for health was foun




under the assumptions that sick individuals face a choice among self - treatment

and several professional treatments. The independent variables were grouped into

two: Attributes of the choice for the individual (X;) and the characteristics of the

individual (Z;). The former vary with choice and individual while the latter are the

consumption, the number ol sic

language spoken, working status, number of adults aged 16 years or older and

n aged 15 years or younger in the household. A dummy variable

B 555
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The log likelihood for the problem was given as:

J
InL, =Y D;In probl¥, = j] 2.1.6

J=0

Where Dj is a dichotomous variable that takes on the value 1 if individual i

consulting fee, waiting time and travel time coefficients were all found to be

extended version of discrete choice of model demand in Spain. The main aim of

the study was to analyze the effects of individual and provider specific factors on




perceived health status, chronic disorders and access cost. Income was also
included and since it was not observable, status was used as a categorical variable
and used employment status and level of studies as a proxy. The major finding
was that the indirect access cost (travel and waiting time) plays an important role
in the health care provider choice when monetary prices are zero. The study also
found that, health status plays an important role on individual decision in terms of
secking formal care and the type of provider chosen. Health related characteristics

mal care while poor

related to the probability of seeking formal care.

probability, =

exp(V) + [i exp(ﬂn
k=2 o




V=V (X, Q, Y, P) and X is a vector of individual characteristics, Q is a vector of

provider characteristics, Y is the household income and P is the cost of
medication. This allows for grouping of related choices together and correlation
of the error terms for related choices. This also accounts for the fact that not all
individuals have access to both types of facilities. The specifications included
" individual and household factors, household per capita expenditures, provider cost
and characteristics that were estimated using a nested logit model. Both the direct

and indirect costs were estimated but for children below 15 years old, only direct

interacted with dummy variables for household per capita expenditure quartile

t affect the choice of care. There

was also no gender bias in the decision to seek basic care. Stmulation resu

also carried out to test the impact of user fees increase for public health care



raising the cost of treatment at public facilities reduces the utilization of health

care services. The conclusions drawn were that households ‘'were moderately
sensitive to the cost of care, the poor are less likely to seek care when sick and
that quality of health care provider in the rural was poor.

In Bangladesh, Levin et al (2001) carried out an empirical study of the

demand for child curative care in two rural thanas of Bangladesh. The study

and the prices of

M* M*(C, tr, m, Wh, Ww, L, Zw’ Ah, Aw)

-ained and untrained practitioners.

Two types of models were estimated in the multivariate analysis; when

both parents were present and when the father was absent. The study found that




more years of education, few mothers were members of credit and household had

more assets. Wealth decreased the likelihood that the child had an illness and
affected the likelihood that curative childcare was sought. Travel time negatively
affected the use of a provider. The multivariate results showed that if child had
more siblings, there was an increased likelihood that the child had been ill since
there was more competition for limited resources. The older the child and the
mother, the more likely that the child had been ill and care was more likely to be
sought if the mother was a member of a credit union. As distance increased, the
likelihood of lseeking care decreased. Finally longer distances to providers lessen
the likelihood that child curative care will be sought from there.

2.2 Literature Specific to Kenya

In Kenya, Ndele (1988) specified a model for the demand for health

+e”

W!ere, ! IS t!e VCC!OI‘ 0! cxplWaor > D

estimated and p; is the probability of choosing alternative j over alternative k. One




of the assumptions was that demand for health services enters a utility function

directly, and that health care is a derived demand from a more fundamental
demand for good health. The other assumption was that an individual i spends his
time and money on services like medical checkup, immunization, consulting a
physician, consumption of nutritious food and doing physical exercises to produce
good health. Therefore, a health production function for individual i is a function
of: health services, time input into the production process, other nonmedical
commodities and a set of other exogenous variables like environmental conditions
and socioeconomic aitributes of an individual that affects status. The study wasin—
agreement with Grossman (1972) that an individual inherits his stock of health,
which begins to depreciate after a certain age, and that investing in health capital
can increase the stock. The estimation results for the different services were

discussed separately. The findings were that economic variables (income, time,

and cost of treatment and drugs) have little effect on demand for outpatient

variable did not specify whether it was self-employment, wage earner or salary

earncr.




Mwabu et al (1993) gond’uctevdwan empirical analysis of the relationship

one gets ne :
or health outcomes. Another assumption was that the direct utility function was
separable in medical care goods and other consumption bundles and that

ities is constant for different levels of

dependent on medical care prices and not on prices of improvements in health

)

on seeking treatment for an 1

rij, prices of other goods aj, personal attributes X; and facility specific

characteristics Z;. However, aj was normalized to zero so as to ease econometric

o . i - {1’ ent alternative.
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costs for travelling to a facility to obtain medical care. The elasticity of medical
care demand with respect to own user charges was smallest for government
facilities while income elasticity was strongest for non- - government facilities.
Growth of income was found to shift demand from informal health care to
modern sector, with much of this demand ending up in private and mission
clinics. There was no significant difference found in the demand for healthcare by
disadvantaged by distance and user fees than men.

Ngugi (1999) carried out a research on health seeking behaviour during
reforms in Kenya, a case of Mwea division, Kirinyaga district. The assumption
was that individuals derive satisfaction (util) from utilization of a commodity. Util
level is influenced by both commodity and consumer characteristic. Although
preferences. The study analyzed preferences across households and within the
households. The health care alternatives comprise public, private, mission, off

used. There were two samples the 'patient sample' who were seeking health care



from the facilities at the time of the interview and the 'core sample' who consisted
of those who have done so in the last six months to give both descriptive and
regression analysis. The independent Variables used were age, time spent and
costs using the 'patient sample' while frequency, acre-owned and other facility for
the 'core sample'. The dependent variable was (Y = 1) when public facility is used
and (Y = 0) otherwise.

The study found that cost sharing resulted in a decrease in the use of
public facilities in Kenya. The demand for services across alternative sources
reflected complementarity in consumption and in the case of an illness,
individuals behaved as if they were indifferent in choice of facilities as long as
services required were available. Children had several players when they fell sick
and their sicknesses were reported in mild conditions. The choice of a facility was
based on perceived satisfactory services and the distance from the facility.
Consumers were found to prefer services that were comparable to the utility
derived from the fee charged and were also ready to pay lower fee, wait long, and

receive satisfactory services.
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2.3 Overview of the Literature

Most of the literature reviewed revealed that the data used were secondary
data from demographic and health surveys and living standard measurement
studies and estimated demand for health care in general. The studies adopted a
nested multinomial logit model to capture the choices of the type of care from
different providers. Maximum likelihood estimation and descriptive analysis
dominated the estimation methods applied since most problems involved the
choice of the type of care. The present study will use primary data collected using
a questionnaire. The multinomial logit model is used in the present study and both

the descriptive and regression analysis results are presented.




3.1 Theoretical Framework

Health care is both a consumption good and an investment good. As
consumption good, health care improves welfare, while aé an investment good,
health care enhances the quality of Human capital by improving productivity and
increasing the number of days available for productive activities. Health care
service is hence demanded only as input into the production of health. The level
of demand for the health service is dg:terxnined‘ by the extent to which they satisfy
the houschold's underlying preference for health. Preferences for health are then
independent of health status and health care demand changes as the onset of

illness altered the way in which medical care services could improve health. An

individual makes a choice about whether to seek care for a particular illness

capital (health) of their children and from consumption of all other goods an

. ~ ~ pa— .
aoa # . N

L T UL — e " e

healer, chemist/pharmacist or self - care/shop in the event of an illness. The utility
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benefit from consuming medical care is an expected improvement in health and
the cost of medical care is reduced consumption of other goods: Taking a child to
a health facility improves the child's human capital, but lowers the household's
consumption of other goods and services since there are costs associated with
healthcare.
The houschold chooses the health provider alternative, which brings the
maximum utility. The utility function is represented as:

U=UH,C) (3.1)
The household's utility maximization problem can be stated as:

Max U (H, C)

Sy T, P*H + PG =Y
Where H is the improvement in the clvﬁld's human capital from another visit to the
health provider, C is the level of household consumption possible after taking the

_child to this health facility alternative, P* is the provider cost and P is the price of

. ”ii"ill lllliilii "vi iiii iiiii iiiimilii iii iolved to iive marshalian

C=C (P*P,Y) (3.3)

Hence 11 is the demand for improvement in the child's health. The study

postulates a relationship between improvement in the child's health (H) and the
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determinants. P* depends on the provider attributes (Xi) while P depends on the
consumer attributes (Z;). The demand for improvement in the child's healthcare
(H) ié determined by the individual and household attributes (X;) and provider
attributes (Zj). Where,

X; are the explanatory individual and household variables; i= 1, 2, ..., n
where, X, is the mother's age (MAG), X2 is the mother's level of education (ME),
X, is the father's level of education( FE), X4 is the mother's employment
(MEMP), X5 is the father's employment (F EMP), X, is the age of the child (AC),

X5 is the number of siblings (NS), Xs is the household size (HS), Xy is the level of

M' ii‘l Ii Iii iilier of the child iGCi.
]

the provider cost (P*) = direct cost + indirect cost. Where, direct cost =

. FE. MEMP, FEMP, AC, NS, HS, Y, GC, AP, AD, DP, P*)

The econometric model will involve the estimation of a logit model as

explained and derived in appendix 1V as used by Shem, 2002. A number of

specific dichotomous and multiple-choice models, which, pertain to the choices



the individual will make of the health provider alternative will be specified for

estimation. These are:

1) A binary logistic regression model involving the choice of visiting a provider

or not given as,

m nm- - m

Logit(l’nl”):——a0 +a, W +.+a, W, +€ (3. )

Where, W = W (X,, Z;) so the functional form is given as:

i, =f(x,.z,)

Where, W, refers to the specific explanatory variables, o, refers to the specific

wﬂ
variables; i= 1, 2... 10 and Z; are the explanatory health provider variables; j = 1,
2... 4 as explained earlier. o, are the parameters (o be estimated showing the

probability that H, will be chosen or not. The function estimates the probability

that a health provider is visited or not.

2) A multinomial logit regression model involving the choice of health provider

alternative to visit is given as:

Logit (H =0y, +o, W, +..40,, W, +& (3.5)

m nnt - m 1

W is as above and the functional form is given as: H, = f{X,,

it

i=1,2,..,108ndj=1,2, ..., 48s defined above where, subscript n and m are as
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explained before, H, = 0 if self care is chosen, 1 if traditional healer, 2 if public
facility. 3 if mission facility, 4 if private clinic and 5 if chemist /pharmacist. This
function estimates the probability that a health provider is chosen. Only the
provider alternatives in Migori District were chosen.

A logit model is based on the cumulative logistic probability function.
Logit 11, is the logarithm of the odds ratio. and is linear in X; and Z;. it is the
dependent variable and is the logarithm of the odds that a particular choice were
made. The coefficients thus obtained measure the change in the log of the odds of
choosing a provider as a result of a unit change in the individual, household (X;)
and provider attributes (7). As the probability goes from 0 to 1, the logit H, goes
from o0 to +oo. This implies that although probability is bounded within (0,1) Hy
is not. H, is linear in X; and Z;, however the probabilities are not lincar in X;and
L
3.2.2  Description and Measurement of Variables
Health care (H): This is the dependent variable. Tt is a measure of demand for
child healthcare services and was measured by the probability that 1) Provider or
no Provider visit is chosen. 2) A health provider alternative is chosen when a need
atises..

Gender of the child (GC): is given by the use of a dummy variable GC that took

the value of 1 if male and 0 otherwise
Mother's level of education (MF): This is the highest level of formal education

attained by the mother. Four levels of formal categories are recognized: No



education, primary education, secondary education and university education.
Three dummies are introduced: ME, = 1 if primary education, zero otherwise;
ME; = | if secondary education, zero otherwise; ME4 = 1 if university education,
zero otherwise.

Father's level of education: This is the highest level of formal education attained
by the father. Four levels of formal categories are recognized: No education,
pﬁmary education, secondary education and university education. Three dummies
are introduced: FE, = 1 if primary education, zero otherwise; FE3 = 1 if secondary
education, zero otherwise; FE4 = 1 if university education, zero otherwise.

Mother's age (MAG): This is the chronological age of the mother. It is given in

years.
Motherls employmen! “!I l*l iy ’: ”]W 1S

the time of the mother. A dummy variable of MEMP = 1 if the mother is not
employed/housewife and 0 otherwise is introduced.

Father's employment (FEMP): This is the activity that preoccupies most of the
time of the father. It is given by a dummy variable of FEMP = 1 if the father is in

formal employment and 0 otherwise.

Household size (1S): This is the number of people who live in the household.

Household level of Income (Y): This is monthly total income of the household,




Provider cost (p*): Is given by the direct costs + indirect costs, where, difect
costs = consultation fee + round trip transportation cost + cost of drugs and
indirect or opportunity costs are given by the monetary value of the foregone
income during the round trip travel time and waiting time. Time = Round trip
travel time (Tt) + Waiting time (Wt). Time is measured in the minutes.

Distance 'l‘o‘ the provider — (DP):- This is the perceived distance from the
residence to the health provider and was given in Kilometres.

Availability of Drugs (AD): This is the perceived availability of drugs by the
‘respondent, which is a proXy for availability of treatment. A dummy AD =1 if

drugs are available and 0 otherwise is introduced.

Availability of Personnel (AP): This is the perceived availability of personnel by

=1 if personnel are available and 0 otherwise is introduced.

3.2.3 Data Analysis and Results
The data were analyzed using econometric software (EViews) presenting

both the descriptive and regression results. Included in the descriptive analysis are

the measures of central tendency, di i i ient

)] Mean which is the arithmetic average of the observations.

i) Median which is the middlemost observation.

iil) Mode which is the most occurring observation.
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The measures of dispersion, which measures the spread of observations, included:
i) Range which is the difference between the largest and the smallest
observation.
i) Percentiles.
Correlation Coefficient to find the relationship between the variables.
3.2.4 Sampling Procedure and Data Collection
Both primary and secondary data were collected. For primary data, the
population of interest was the mother/female guardians of children aged 5 years

and below who had visited the health provider in the past 6 months preceding the

survey. Suba East division is divided into 6 locations and 14 sub - locations. A

ions were purposively selected to fall in

variables identified in section 3.2.2. Both the personal interview and observation

re used. A sample size of 123 respondents was interviewed.




Table 3.1: Respondents figures from each Location

Location No. of Respondents Visited provider | No

Curative Preventive | visit

Suna - Central | 82 55 15 12
Kakrao 41 25 11 5
Total 123 80 26 17

Source: Survey Data (May 2002)
Table 3.1 shows that out of the 82 mothers interviewed in Suna-central

location, only 12 had not chosen provider visit for their children while in Kakrao

location 5 out of the 41 had chosen provider visit.

_3.2.5 The Area of Study

Nyanza Province o

of Tanzania to the South, Homa - bay District to the North, Kisii and Transmara
Districts to the East and Suba District and Lake Victoria to the West. Sugarcane
farming and fishing dominate the economic activity in the area. Most of the heads

of households are informally employed leading to poor living conditions.




CHAPTER FOUR

DATA ANALYSIS AND INTERPRETATION

4.1 Descriptive Statistics
This presents the characteristics of the sample.
Age of the child (AC)

Table 4.1: Age of the child in months

| Age No. of | Percentage | C.f.* Peft |
children |
0-20 |71 58 = =
= 30 108 88

Minimum Age - 0.75 months S
Source: Survey Data (May 2002)

From table 4.1, majority (58 percent) of the children were between 0 and

12 percent were between 41 - 60 months. This coincides

20 months, while only

Note: * represents Cumulative Frequency and ** represents Percentage Cumulative Frequency.



36

Mother's Age (MAG)
Table 4.2: Mother's Age in Years
(Age No. of | Percentage | C.f. Pef. |
mothers
Below 20 ‘ 14 1 14 ¥
2024 |4 36 58 47
25-29 36 29 94 76
130-34 |19 15 13 |91

parents. The implication is that there is extended care and burden falling to the

older generation.




Females

had female children. This shows that the probability of coming across a male

sreceding the survey was higher
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that the mothers have fewer chi

This shows
y rates in the district can explain this.

died. The high child and infant mortalit

Household Size (HS)

Table 4.5: Household Size




Table 4.6: Father's Education
Level No Education | Primary | Secondary | University Total |
Number 2 34 66 4 106
Percentage | 2 32 62 4 100

Source: Survey Data (May 2002)
From table 4.6, it shows that only 2 percent of the fathers did not attend
any school, another 4 percent had attained the highest level of education

(university). The majority, 62 percent had attained secondary level of education

while, 32 percent had attained primary level of education.

level of education. This shows that most women are either not taken to school or




Mother's Employment (MEMP)

Table 4.8: Mother's Employment

Employment Status | Number of mothers | Percentage

| Not employed 83 67
Employed 40 33
Total 123 100

Source: Survey Data (May 2002)

Table 4.8 shows that 67 percent of the mothers are not employed while
only 33 percent had some form of employment. Most of those e‘mployed run
small - scale businesses in their homes. This conforms to table 4.7, which shows
may not be good enough to attain formal employment.

Father's Employment

Table 4.9:  Father's Employment (FEMP)
Employment Status Number of fathers | Percentage j
Formal employment ‘ 31 29
Not formal employment 75 71

Table 4.9 shows that 71 percent of the fathers were formally employed
while 29 percent were in informal employment. Due to high level of

unemployment in Kenya, most people resort to informal employment to earn a
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living. This is made easy because no formal training is required for the informal

jobs, most of them are learnt on the job.
Marital Status (MS)
Out of the 123 respondents, 106 (86 percent) of them were married while

only 17 (14 percent) of them were not married. All the mothers who were not

married took their child to the provider.
Perceived availability of personnel (AP)

Table 4.10:  Perceived availability of personnel

Availability Number of respondents Percentage T

Available 95 90

[¢]

Total 106 100

Source: Survey Data (May 2002)

Table 4.10 shows that 90 percent of the respondents who visited the health

providers perceived that the personnel were available at the facility visited. Only

10 percent perceived that the personnel were not available yet they still visited the




Perceived availability of drugs (AD)

Table 4.11:  Perceived availability of drugs

Availability Number of respondents \ Percentage
‘Available R -
Not Available | 39 37

S R T [ AT

Source: Survey Data (May 2002)

From table 4.11 63 percent of the respondents who visited the facilities
perceived that drugs were available while 37 percent perceived otherwise yet they
still attended the health facilities. Mothers may visit the health facilities even if
it's perceived not to have drugs. So long as the personnel are available, they may
attend the facilities for diagnosis and prescription then buy the drugs from
clsewhere. Further, most cases were for curative that required diagnosis from the
providers. Drugs could be bought from other sources.

Travel Time (TT)
The study results show that though on the average travel time was 40

minutes some mothers travel for 180 minutes. This shows that mothers are willing

was 300 minutes. Most mothers -waited for 60 minutes.




Household's level of Income

Table 4.12:

(Y)

Household Level of Income

Income ( Ksh) Number of | Percentage C.f. Pc.f
respondents

| Below 1000 2 1.62 2 1.62
1000 - 1999 13 10.57 15 12.19
2000 - 2999 17 13.82 32 26.01
3000 - 3999 40 32.52 72 58.53
4000 - 4999 16 ~ 11301 88 71.54
5000 - 5999 9 732 97 78.86
6000 - 6999 6 4.88 103 83.74
7000 - 7999 5 4.07 108 87.81

8000 - 8999 3 2.44 11 90.25
9000 - 9999 0 0 1l 190.25
10 000-10999 |4 3.25 115 93.5
11000-11999 |2 1.62 117 95.12
Above 12000 |6 4.88 123 100

Maximum Y - 45, 000

Minimum Y -499.5

Source: Sur\;c; Data (May 2002)
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Table 4.13 shows that 59 percent of the houscholds had an income Ql‘
between 3000 - 3999 Ksh. per month with a maximum of 45,000 Ksh. and a
minimum of 499.5 Ksh. This shows that there is a very big variation between the
highest income household and the lowest income household.

Table 4.13:  Reason for choice of the provider

Provider/Reason | Best Nearest A Cheapest Total

62
Private 10 7 4 21
Mission 18 5 0 23
Total 38 22 46 106
L

Source: Survey Data (May 2002)

Table 4.12 shows that 42 of the mothers who visited the public provider
did so because it was the cheapest while only 10 of them did so because it was the
best and the nearest. A total of 62, 21 and 23 visited the public, private and-
mission provider respectively. Overall, 46 of the respondents who visited a
provider did so because it was the cheapest. This shows that in the district, most

mothers due to lack of finances choose providers who offer cheap services.
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was 1o establish the direction and significance of their effects on the choice. Four

models were estimated:

o A dichotomous logit model of I, = 1 il'any health provider is visited during a
need and H, = 0 if any provider is not visited during a need and the functional

form was:

Logit(Hn):% t+o, W .+, W, +€ (4.1)

nl " "m nm' " m

e A dichotomous logit model of 1, =1 if a public provider is visited and H, =0

if otherwise.

nl " m “nm’ T m

Logit(H,,)=a, +o,, W, +.. @, W, +& (42)

e A dichotomous logit model of H, = 1 if a private provider is visited and H, =

0 if otherwise.

0 if otherwise:

Lagit(Hm,):% ‘o, W+ +a, W, +E (4.4)

¥ m nm-m

attributes. Thus,
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| Being a dichotomous function, the regressions concern is not the value of the
coefficients but its sign and significance. Several models were estimated and the
four presented below were interpreted since they gave consistent results.
Demand for overall child health care services in Migori District
Dependant variable: Visit to any provider = |
Non visit to any provider = 0
N =total observations = 106.
“McFadden R - squared = 0.764
Logit (H) = -14.57024893 - 0.1762694937AC - 4.94419776GC
(-1.668431)* (-1.395593 ) (- 1.322688)
+ 0276472442 IMAG + 0.4999500165WT - 1.489222505NS + 1.92546708HS
(1.296564) (1.899422)* (- 1.659373)* (1.932242)*
+8.058113592FE - 0.0002422764498Y + 3.709214357TMEMP
(1.733793)* (- 1.829729)* (1.808800)*

+3.449425687FEMP - 6.142976771AD + 4.189384013AP

(1.406967) (- 1.372826) (1.593654)
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Demand for public child health care services in Migori District
Dependant variable: Visit to a public provider = 1
Visit to alternative provider = 0
N = Total number ol observations = 88
McFadden R - squared = 0.432
Logit (H pub) = 6.843721087 + 0.01692068989AC + 0.09311856268GC
(2.236910)**  (0.716949) (0.161653)
-0.14715098 16MAG + 0.009891960607WT + 0.06746512059NS
(- 1.819522)* (1.138453) (0.183609)
+0.15704453 14HS + 0.8070943418FE3 - 0.0003864947214Y
(0.792626) (1.000507) (- 1.930365)*
- 1.805686292MEMP - 0.4391 1 1827FEMP + 0.4254806959AP

- 1.951306)* - 0.4803706) (0.433284)




Demand for private child health care services in Migori District
Dependant variable: Visit to a private provider = 1
Visit to alternative provider = 0

N = Total number of observations = 88
McFadden R - squared = 0.312
Logit (H pri) = -4.988476164 + 0.007226253292AC + 0.2656440354GC +

(- 1.673585)* (0.328232) (0.379007)
0.1076184536MAG - 0.01023798367*WT - 0.0723842741INS - 0.2154979163HS
(1.387275) (- 1.140797) (- 0.214910) (--().971052)
1+0.099948205841° + 0.0002143094106Y + 0.8445137528MEMP
(0.115239) (1.843764)* (0.973040)

-0.07495677359FEMP + 2.604049523AD - 1.615200441AP

5k




Demand for mission child health care services in Migori District
Dependant variable: Visit to a mission provider = 1
Visit to alternative provider = 0

N = Total number of observations = 88
McFadden R - squared = 0.171
Logit (H mis) = -6.622919807 - 0.02115370206AC - 0.1567646995GC +

(- 2.082477)** (- 0.986152) (- 0.244921)
0.08227547809MAG + 0.00192794635WT - 0.2010527328NS
(0.953597) (0.276482) (- 0.654892)
+0.1235506144HS - 0.4478967379FE - 2.534243369¢-05Y +

0.6945273693MEMP +0.8546092836FEMP +2.392013707AD+ 1.167037862AP

— e —




Table 4.14: Correlation Matrix

‘AC GC MAG WT NS HS FE3 MEMP FEMP AD AP
AC 1.000 -0.016
GC -0.016 1.000
MAG 0.395 0.151 1.000
WT -0.126 0.051 -0.153 1.000
NS 0.126 0.257 0.579 -0.092 1.000
HS 0.058 0.171 0.360 -0.185 0.670 1.000
FE3 0.113 0.107 0.093 -0.221 0.125 0.185 1.000
¥ 0.179 -0.119 0.106 -0.094 0.037 0.144 0.265 1.
MEMP -0.149 -0.038 -0.014 0.070 -0.000 0.059 -0.067 -O. 1.000
FEMP 0.172 0.121 0.093 -0.156 0.079 0.081 0.417 0. |-0.134 1,000
AD -0.070 -0.147 -0.057 -0.494 0.064 0.086 0.114 OC. -0.017 -0.069 1.000
AP -0.180 -0.012 -0.187 0.139 -0.162 -0.147 0.052 O. -0.083 0.202 0.083 1.000




51

4.3  Interpretation of the regression results
Introduction

Based on the results of the logistic model, the major concern is the
goodness of fit, the sign and the level of significance not the numerical value of
the coefficients. From the sample a total of 106 valid cases were included in the
analysis. The other 17 cases had some missing values hence prompted their
exclusion. The McFadden R - squared of 76% shows that the model explains 76
percent of the variation in the dependent variable. Experience from past empirical
research has shown that a McFadden R - squared of above 20% indicates a strong

relationship between the indepehdént and dependent variables. (Shem, 2002

Househald-Size (LIS)




Waiting Time (WT)

Waiting time is a significant factor in determining the demand for child
healthcare services. It however had a positive sign against the expectations. This
means that an increase in waiting time would lead to an increase in the likelihood
taking a child to the provider. The possible implication is that mothers were
comfortable waiting for a longer time to see a doctor as this was perceived to
mean that the longer the doctor takes with a patient, the superior the services. So a
mother waiting for long also expects to take long with the doctor.

Mother's Employment (MEMP)
Whether a mother is a housewife or not also significantly determines the

choice of whether to take a child to the provider or not. This means that there is a

significant difference in attendance between mothers who are employed and those
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Household's Level of Income (Y)

This was also found to be significant, though having an unexpected
negative sign in the general child healthcare demand. This means that an increase
in the household income reduces the likelihood of taking the child to the provider.
However, when the demand functions for the various providers are estimated, it
has the expected positive sign for the private providers. This conforms to Mwabu,
(1993) and could be explained by the fact that when household's income

increases, they are placed in higher social classes that require more personal

attention. So they would be seeing private doctors or high-cost private hospitals.

attendance is experienced at the low-cost medical facilities. It also shows that the
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in the level of education. An educated father knows that a child has to be taken to
the provider when a need arises.
Availability of Personnel (AP)

The availability of personnel was insignificant. This means that there was
no difference in attendance between those who perceived that personnel were
available or not. The relationship was found to be positive to imply that an
increase in the perceived availability of personnel would lead to an increase in the
likelihood of taking a child to the provider. The interest of the mothers when they
visit the health providers is to get the prescription and diagnosis.

Number of Siblings (NS)

(1996).




Age of the Child (AC)

Age of the child is negative and insignificant. This means that an increase
in the age of the child decreases the likelihood of taking the child to the provider
when a need arises. This shows that as a child grows old, apart from reduced
vulnerability and having received almost all the required vaccinations, it is likely
that the mother has another child. This conforms to Levin (2001), and Gertler and
Van Der Gaag (1990).

Mother's Age (MAG)
An increase in the age of the mother increases the chances of provider

visit. This positive and insignificant i‘elationship can be explained by the fact that
mother reduces the likelihood of visiting a public provider. This finding is similar

to Levin (2001).

Father's Employment (FEMP)

The positive and insignificant relationship suggests that the difference




Perceived Availability of Drugs (AD)

Availability of drugs was a insignificant factor. This implies” that the
difference between the perceived availability of drugs and otherwise on the
decision to visit a provider was not important and had a negative sign. This
variable was however the most significant in all the demand for the three
providers with positive for both private and mission providers and negative for
public provider. This further explains that the users of private and mission

providers would prefer all the services under one roof.




CHAPTER FIVE
SUMMARY, CONCLUSIONS AND POLICY

RECOMMENDATIONS
This section provides the summary of the results and highlights the
possible policy recommendations.

5.1 Suminary

The study shows that the demand for public child healthcare services is
high. The large number of mothers who attended the public facility shows this.

The significant determinants of the demand are waiting time, number of siblings,

 motier's einployiiieiit status. Howenes, G most stgnilicant detiminant i the

==

of income are significant and negatively related to th al demand for child

healthcare services. Gender of the child, age of the child and perceived



availability of drugs were insignificant and negatively related to the general
demand for child healthcare services.

In the demand for public child healthcare services, mother's age,
household's level of income, mother's employment and perceived availability of
drugs were negative and significant determinants. The only significant
determinant in the demand for mission child healthcare services is the perceived
availability of drugs. In the demand for private child healthcare services,
household level of income and perceived availability of drugs were the significant
determinants. Household level of income had a positive sigh.

5.2 Conclusion

There is evidence of high attendance at the public facilities in Migori
District because it is cheap. An increase in the level of income drives mothers
away from the public health providers to the private health providers. There is
limited use of the traditional healers as providers of health services in the district
with only one mother having taken the child to this provider. The conclusion is

that there is preference for modern child healthcare services in the district.

5.3 Policy Recommendations

the preventive measures as evidenced from the health information system at the

facility with so much information on immunization coverage. urther, the study

revealed that both the private and mission facilities play a very important role in
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the provision of child healthcare in the district. This is shown by the 41 percent of

the population who are served by these sectors. The following - policy

recommendations are thus made:

1) To save the mothers from the agony of waiting, the government should
provide more trained personnel at the public facilities. Since the findings
indicate that mothers are willing to wait so long as proper attention is
given to the child by the medic.

2) There should be more efforts to explain the importance of fewer chifdren

through family planning and improvement in the standards of education.

Since the findings show that as the number of siblings increases, it is

level of education is generally low with the majority having attained ciuly

for child healthcare services. Descriptive

level of education is generally low.



5) There should be some sort of balance between work and childcares such
that employed mothers have a chance of taking care of their children too.
This balance can be undertaken by giving working mothers more payoff in
the day so that the mothers work for less hours when their children are
below school going age. Mother's employment is important to the extent
that it boosts the family income. However, continued absence of the
mother can affect the health of the child.

0) More medical personnel should be trained and posted to the district. Along

with these, the diagnosis facilities should also be provided. This is because

the findings show that the absence of drugs in a health facility is not a

icated that mothers

has done so well with the recent immunization campaigns. Bringing the
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services to the door step has also done well since even the uninformed
mothers get to know of it when the services are delivered -at the
neighbours'. Involving the mass media in the campaigns will ensure that
the coverage increases.
5.4  Limitations of the Study/ Areas for Further Research
1) The study only covered mothers whose children had had a need of
visiting a provider in the past six months prior to the survey. The

others whose children had not had a need could also be having

vital information to the study.

2) The study captured demand by the number who visited the

#
captured by the number of visits to the factlities.
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APPENDICES
Appendix 1

World Health Organization Immunization Recommendations

Age Vaccine

Birth BCG, (OPV -0)
6 weeks BPT-1,0PV -2
10 weeks DPT -2, 0PV -2
14 weeks DPT -3, OPV -3
9 months Mecasles

Source: State of the World's Vaccines and immunization WHO 1996 page 29.

drovince 1993 / 1998

Central 92.6 84.8
Nairobi 86.7 12T
Eastern 85.0 74.9
Coast 81.1 71.9
Western 69.5 56.2

Source: Kenya Demographic and Health Surveys.
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NB: Full Vaccination, Received BCG, Measles and three doses of DPT and Polio
(excluding 0). No information was available for North Eastern Province. -
Appendix 111

Proportion of Children Dead by Province 1969, 1979, 1989

Province/year 1969 ¥979 1989
Kenya 0207 |0.172 0.134
Nairobi 0.128 | 0.115 0.092
Central 0.146 | 0.104 0.069
Coast 0.231 |0.218 0.166
Eastern 0.183 |0.146 | 0.098
North Eastern 0.185 |0.161 0.146
Rift Valley 0.155 |0.145 0.111
Western 0.233 | 0.203 0.173
Nyanza 0.286 | 0.237 0.205
Kisii 0.186 |0.147 0.121
Kisumu 0.305 |0.268 0.233
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Appendix 1V

Econometric Model specification

On the basis of utility maximization, the multinomial logit model of

choice of medication or no medication is developed. For each possible choice, an

individual chooses the health provider, which offers him the highest utility. The

utility of an individual i depends on the attributes of the provider Zi and the

attributes of the individual and houschold X;. The individual i is faced with a

problem of making a discrete choice amongst j alternatives expressed as,

Ui = Uy (X, Zij)tej (A1)

Where,

Ziare the attributes of provider j that individual 1 chooses.

g;; is the error term capturing the vector of unknown parameters.

If provider j is preferred to m, then,

(3,2, Y&, U X, Zu) 6 (42)

Where Wii,.... Wk i are the transformations © the pro

household
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are considered to be normally distributed. Equation (3) can be

attributes and &

written in compact form as,

(44)

U, =W;a+g;

The probability that individual i prefers provider j to m is given as the utility of

the total utility of the two providers as shown

the preferred provider weighted by

in equation (5).

Qi (As)

1 5 I
i Wia Wim «
¢ e

j when only two providers are

This represents the probability of provider
ﬂ' iii that 1s I and m. In the case of multiple providers,

individual i prefers provider j amongs

W a
: (46)

ea0+a L W Gy w,,

. R ——
p (Hj)”l W W] A0,



Where P (H;) is the probability that health provider j will be chosen.
However, the odds that health provider j will be chosen over health providér m is

given as,

Pler) Pl =Pl Pl-PlE 49

" J

where P(H,)=PlI-P(, Yand the outcome vaviableis dichotomous
Now, if we take the natural logarithm of both sides of equation (8) as,
nlP(H)f Pli— Pl =ey oK+ andb (49)
Where,

wlp(or, )l

is the log of the odds ratio that health provider j is chosen rather than m and is

called the logit, which can then be written as,

L()glt(H)'—”—O{)'{”Oq I/V1 +"'+(%n mn &
For outcome variables with more than R categories however, requires the

estimation of R-1 equations, one for each category relative to the reference

category, 10 describe the relationship between the outcome variable and the

explanatory variables but the reference category, the estimation equation can be
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Where, subscript m refers to the specific explanatory variables W and subscript n
refers to the specific outcomes of the dependent variable and o, Oatse-os Olpm Q1€
the parameter estimates. The estimating model involving the choice of health

provider alternative can, therefore be specified as,

1, —ay va IV, v

In lincar form i 1s written as,

I, =a W, e Apherea, 1V, ve 0

s the diserete dependent variable represented by the health provider

Where, H,

alternative.

- and individual and houschold explanatory

ated showing the probability that the health

10t grven these CRp

probability that 11,, will be chosen ort
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Appendix V
Interview Schedule.
The main objective of this study is to analyze the determinants of demand and
utilization of child healthcare services in Kenya for a Kenyatta University
Research paper. The information given will be treated confidentially and only be

used for the purpose of this study. Only the mother of the child will be

interviewed.
Respondent Number..........c.....- Name (optional)............ Area
A) Do you have a child between the ages of 0 and 5 years old? Yest No [

D) What was the problem? Sickness

Individual and Household Attributes

Please provide the following information about you and your household.
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Key: AC= Age of the Child. GC= Gender of the Child. MA= Mother's Age.

NS= Number of Siblings. HS= Household Size. MS = Marital Status of the

mother.

2) Education and Employment Status

ME FE MEMP | FEMP | MP I'p

Key: ME=Mother's Education. FE=Father's Education. Both given by the highest
level of formal education attained. MEMP=Mother's Employment, given by
housewife or not. FEMP=Father's Employment given by formal employment or
not. MP=Mothers Profession. FP=Father's Profession.

Provider attributes

1) Please provide the following information regarding the facility visited during

the illness.

Facility RTTC |CF |CD | AP | AD |DP |TT WT | NV

Mission

Private

Public

Key: RTTC=Round Trip Travel Cost. -

Drugs AP=Availability of personnel given by available or not. AD=Availability
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of Drugs given by available or not. DP=Distance to the provider. TT=Travelling
Time. WT=Waiting Time. NV = Number of Visits. CHEM/PHARM =Chemist
or Pharmacist. T Healer = Traditional healer.
2) When your child falls sick, which are the four most important healthcare
providers that you would consult in order of preference.

a) b) ¢) d)
3) Tell me in order of visits the providers visited when the child was sick.

a) b) ¢) d)
4) Interviewer (If there is a difference between (1) and (2) give reasons as to why
it was so, if no go to question 5).
i) I did not have moneyH ii) It was the nearest) iii) It was the bestd

- e monthly expenditure fall in Kenya

shillings? (Tick where applicable and quote the figure for above and below).

Below 1,000 6,000 - 6,999 12,000 - 12,999

1,000 - 1,999 7,000 - 7,999 13,000 - 13,999

2,000 - 2,999 8,000 - 8,999 14,000 - 14,999
- 9 Above 15,000
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7) What was the amount of income from the following farm activities?

Farm produce Quantity per season Average price.

(crops or animals)

I ey

General Information

1) Are the following facilities available at the provider alternative visited?

(Tick only for Yes)

%ﬁﬁléﬁf!*(ﬂean—water T7 Tunctionat raporatory 5

(Tick against what was liked only.)

a) Opening time(] b) Closing time(] ¢) Equipment used O

d) Facility cleanliness U ¢) Reception by the personnel O

f) Medication given to your child ©

i7ation every time? Yes O No U

a) No vaccinetd



5) Please give any general information about the child health care services in your

Thank you




“Appendix VI

Summary of Raw Data
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O O ONOOOODWN -

N NDNDNDNDDNDN A A o o o -y o
DADWN 200NN WN

H |AC |GC|MA |NS|HS|MS|ME2 |ME3 |ME4 |FE2 |FE3|FE4 |MEMP|FENIP AD |DP |TT |WT |Y

0| 12| 0] 21] 2| 5] 1 1 0 0 1 0 0 0 1 1 1] 30 2| 1499.5
11 27) 1] 21] 1] 4] 1 0 1 0 0O 1 0 1 1 0] 3] 60| 150, 6499.
0| 55| 0] 34| 4] 8/ 1 1 0 0 0 1 0 0 0 1 03] 6 2| 2000
0] 28 1] 30| 3] 71 1 0 1 0O 0 1 0 0 0 0/0.15] 10 2| 10499.
1 70 1] 18] 0] 3| 1 1 0 0 1 0 0O 0 0 1 1] 30| 60| 14995
1 41 0] 30/ 0] 3 1 0 1 0 1 0 .0 0 0 0] 1] 25| 30| 34995
1) 14] 1] 18] 1] 6] 1 1 0 o 0 1 0 1 0] 1] 30| 60| 24991
0] 24/ 1] 20{ 0] 3] 1 1 0 o 0 1 0 1 1]10.05] 5] 15| 2499.
0] 60| 0] 32| 4| 7] 1 1 0 0 0O 1 0 1 1 1 20 5| 349¢.
1 15| 0O 24| 0] 4| 1 0 1 0O 1 0 © 1 0] 2| 45| 90| 5499.p
11 11] O] 25| 2| 5 1 1 0 O 1 0 0 0 0] 2| 60| 300] 4499.
1 6/ 0] 25 3| 6] 1 1 0 00 0 0 © 1 1] 60] 30| 60| 3499.
11 6] 1] 20{ 1] 5 1 0 1 0 0o 1 0 1 1 1] 2| 60| 60| 4499.
0] 24| 0] 20{ 1] 4] 1 1 0 0Of 1 0 © 0 1 1 2] 60 2| 1499,
1 12| 1] 22| 1] 4] 1 1 0 0O 1 0 © 1 1 0] 2| 60| 60| 1499
1] 48] 1] 26| 1 3/ O 1 0 (O} =1 e ke 1T 1 1 2| 60| 180 2499
1 12| 0] 27| 0] 4| 1 0 1 0 O 1 0 1 1 1 1] 60] 30| 6499
1 36| 0] 38| 3| 4| 1 1 0 0 0 10 1 1 O] 2| 30{ 30| 1499
1 5/ 0] 18] 0] 3| 1 1 0 Qf —tjr~Qirm=e 1 1 0] 2| 60| 120{ 1499
1 18] 1] 23] 2/ 3/ 0 1 0 o) ™ i o*T 1 0| 1.5 60{ 90| 2499
1 36| 1] 25| 4| 7| 1 0 1 o 0 1 0 0 11 0] 2| 10{ 120] 7499,
1 20| 1] 24| 1] 3| 1 0 1 0 0 1 0 0 11 0] 2| 80| 30| 7499
1 18| 0] 18/ 0] 7| 1 1 0 0 0 1 0 1 0] 1] 0.5/ 10/ 20| 3499
0| 6| 1] 25/ 1] 4] 1 1 0 0 0 1 0 0 1 1 2| 40 5| 3498

1 14| 0] 25 1] 5 1 1 0 0 0 1 O 1 1 1 2| 60/ 16/ 30

1 8] 0] 32| 4| 8 1 1 0 0 0 1 0 1 1 1]10.05] 10 2/ 1149

D

st

st




27
28
29
30
31
32
33
34
35
36
37
38
39
40
41
42
43
44
45
45
47
48
49
50
51
52
53
54
55
56
57
58

20

30

120

120

180

30

180

120

120

1] 24| O] 28| 4/ 10} 1 1 0 0 0 1 0
1, 60 1] 30 1 7/ 1 0 1 0, 0 1 0
1 8] 0] 26| 2| 8 1 0 1 0, 0 1 0
1 18] 1] 27| 3| 6] 1 1 0 0, 0 1 0
1 8| 0] 18] 0 3| 1 1 0 0 1 0 o0
1] 24] 1] 28] 1] 8 1 1 0 0 0 1 ©
1 2 o 20 1 3 O 1 O O dkk Jededed | dokdkk

11 2] 1] 24 3| 7/ 1 1 0 0, 1 0 ©
0l 2| 0] 22| 1] 4] 1 1 0 00 1 0 ©
1 36| 0] 30 2| 5 1 1 0 0 0o 1 o0
1 18] 1] 38| 3| 5 1 1 0 0 1 0 0
11 8] 1] 38] 7,10 1 1 0 0, 1 0 0O
1] 18] 1] 30| 5/ 10| 1 1 0 0 1 0 0
1 8] 0] 24| 4| 6 1 1 0 0, 1 0 0
10 191 1] 25} 1 6] 1 1 0 0l 0O 1 0
1 30| O] 21/ 0] 3| 1 1 0 0, 1 0 0
1 6/ 1 36/ 5 9 1 1 0 0O 0 1 ©
11 24| 0] 28] 1 31 0 0 1 Q[ e

1 3] 0] 20f 1] 6] 1 0 1 0, 0 1 0O
1 4/ O] 17/ 0] 3| 1 1 0 0 1 0 O
1 4] 1] 20] 1] 4| 1 1 0 00 0o 1 0
1 12| 1] 23] 2| 4| 1 1 0 0f 10} -0
1 8| 0] 24| 0] 3 1 0 1 0f 0 0o 1
0l 36/ 0] 18] 1] 3] 1 0 1 00 1 0 ©
1 6] 1] 22| 0 5 1 0 1 0 0 0O 1
1 1 O] 24| 1] 5 1 0 1 0, _ 0o 1 0
1 8| 0] 25| 1] 5 1 1 0 0 0 1 0
0| 36/ 1] 39| 4 7] 1 0 0 1 o 1 0
0| 18] 1] 26/ 1] 4] 1 0 1 0O o 1 0
1 8] 1] 20{ 0 3 1 0 1 0 0 1.0
1 11 1] 23] 1] 4| 1 1 0 0O 0o 1 0
0] 48] 1] 35| 5] 7] 1 1 0 0 0o 1 0




59
60
61
62
63
64
65
66
67
68
69
70
71
72
73
74
75
76
77
78
79
80
81
82
83
84
85
86
87
88
89
90

1 48] 0] 27} 1] 7{ 1 0 1 0f 0 0o 1 0 1M1 1] 0.5 20] 10| 45000]pr
1]10.75| 0] 22| 0| 5 1 0 1 o 0o 1 0 1 1 1 1 0.5/ 10 3| 4499.5p
1] 40] 0] 26| 3| 4| 1 0 1 0f 0o 1 0 1 1 1 1 1 20| 20| 4499.5\m
11 54| 1] 26| 3| 6] 1 0 1 00 0o 1 0 1 1 I 1] 60| 20| 5499.5|p
1 26| 1] 24| 2| 7] 1 0 1 0 0o 1 0 1 1M 1] 0] 0.5 10 2| 5499.5p
1 36| 1] 26/ 2| 5 1 1 0 0 0 1 © 1 ¢ K 1] 0.5 20{ 10| 2499.5|p
1 18] 1] 25| 1 5/ O 0 1 QpF*= = ™ of** 1 1 0.5 5] 20| 3499.5|p
1 36| 0] 28] 2| 6] 1 0 1 0 o 1 0 1 1 1] 0.5] 30| 35| 2499.5p
11 5 0] 28] 3| 6] 1 1 0 o _ 0o 1 0 1 18 1] 0] 1] 30/ 20| 5499.5

i 3] 1] 23] 0 3 0 0 1 QpF** = 01 1 1] 0.5 20| 30| 2499.5|p
1 191 0] 19 0] 3] O 1 0 QUF>* [ 1 1 1 0.5/ 10 3| 1499.5p
1 24] 0] 36| 2| 4] 1 1 0 0 1 0l O 1 1 0] 2| 20| 45| 2499.5|p
1 36| 0] 25| 1| 5 1 0 1 o 0 1 0 1 1 11 0.5] 15| 25[ 4499.5]
1] 101 1] 25] 1] 4] 1 0 1 00 0 1 O 1 0] 0] 0.5] 20] 15| 2499.5|p
11 24| 0O 32| 4] 7] 1 1 0 0 0 1 0 1 0] 1] 0.5 20| 10| 499.5]
1 8.5] 1] 30| 2| 6] 1 1 0 0 0 1 0 1 1 0] 1] 30| 120] 3499.5

1 4] 1] 20] 1 4/ O 1 0 0} il ! 1 0ol o] 2| 20] 120] 1499.5]
1 24| 1] 30 2| 8| 1 1 0 0 1 0 0 1 1] o] 2[ 40 120] 3499.5|
1 8| 1| 34| 4] 8 1 0 1 0 0O 1 0 1 1 1 2/ 10 2| 4499.5]
1 30| 1] 28] 3] 7] 1 1 0 0 0 1 0 0 1 1] 3.5] 45 2| 54995

1 24| 1] 31 2| 3] 1 1 0 0, _ o 1 0 1 1 1] 20| 45| 10| 34995

1] 48[ 0] 21| 0] 3] 1 1 0 0 0o 1 0 0 0] 0] 2.5 45| 60 3499.5

1 18] 1] 28] 1] 5] 1 1 0 0O, 0 1 © 1 1 1 1] 30| 10| 5499.5

1 6] 1] 321 3| 71 1 0 1 0 0 1 0 0 1 1] 0.5] 40/ 10| 8499.5

1 36] 1] 25| 2| 6] 1 1 0 0, _ 0o 1 0O 1 1 1] 2] 30] 20| 1499.5

1] 36| 1] 26| 1] 5] 1 1 0 0 1 0, 0 1 1 1 1] 30| 60| 1499.5

1 24| 1] 23] 1] 4] 1 1 0 0 0 1 0 1 1 1] 2| 20/ 10] 3499.5

1 2] 0] 20| 0] 5/ O 1 0 Qs e eer 11" 1 1 11 30| 60] 2499.5

1 36| 1] 23] 0] 6] 0 1 0 0] il el kel 10T 1 1 1] 30] 60[ 2499.5

1 48] 1] 28] 1] 4] 0 0 1 QU * = |7 o 1 1 1] 30] 20| 3499.5

1 8| 11 23] 1] 3L 0 0 1 o] il . e o 1 1 11 30{ 50| 2499.5

1 121 1] 20/ 0] 5 O 1 0 O = | 1 1 1 1] 20| 30| 2499.5




91

92

93

94

95

96

98

99
100
101
102
103
104
105
106
107
108
109
110
111
112
113
114
115
116
117
118
119
120
121
122
123

1 5| 1] 30]- 5/ 10{ 1 1 0 0 0 1 0 1 11 1 1 5/ 35| 20| 6499.5/publ
1 24| 1] 27 2| 71 O 1 0 Q)= **> |2 o= 1 1 5/ 30| 60| 2499.5|publ
1 3] 1] 25| 1] 6] 0 1 0 o | | o[ 1 1 5| 30| 30| 2499.5|publ
1 60] 0] 27 2/ 5 1 0 1 O, 0o 1-0 1 11 1 1 71120 5| 7499.5|priv
1 4/ 0] 29| 4/ 8 O 1 0 QU=** = | 0]*** 1 1 4] 30 2| 3499.5/mis
11 48] 1] 23] 2| 6] 1 1 0 0, 1 0 0 1 0| 1 0] 4] 30| 240] 3499.5|publ
1 71 1] 24] 0] 4| 1 1 0 0O, 1 0 0 1 0 1 11 4| 120] 120] 3499.5/mis
1 36] 1] 24| 2| 5 1 1 0 0O 1 0 0 1 0] 1 1 4| 20/ 60| 3499.5/mis
11 18] 0] 27| 1] 5 1 0 1 0 0o 1 0 1 11 1 0| 2.5] 35/ 40| 4499.5|pub
1 8 1] 18] 0 3] 0 1 0 (0 O s i s 1 1 2| 30/ 35/ 1499.5|pub
1 7/ 1] 30{ 6] 7/ 1 1 0 0 0 1 0 1 0] 1 1 3| 15| 120| 2499.5|pub
1 18] 0] 23] 1] 3| 1 1 0 0 0 1 0 0 0| 1 1]7.38] 10| 30| 4499.5|priv
110.75] 1] 20] 1] 5] 1 1 0 0 0 1 0 0 0] 1 1 3] 15/ 30| 3499.5|pub
1] 36/ 0] 30{ 1| 4] 1 1 0 0 0 1 0 0 1 1 0] 4| 20] 180| 5499.5|pu
0| 60/ O] 54| 0] 4| 1 0 0 o0 1 0 © 1 0] 1 1 4] 15 3] 3499.5|ch

1 11 0] 21| 1] 4| 1 1 0 0O 1 0 0 0 0| 1 1 3| 15| 60| 4499.5|pu

1] 36/ 1] 20{ 1] 4] 1 1 0 0O 1 0 0 1 0] O] O] 3[120] 60| 4499.5|pu
1 6] 0] 20{ 0] 5 1 1 0 0 0O 1 0 1 0] 1 0] 5| 40/ 30| 3499.5|pu
0] 30| 0] 28/ 1] 4] 1 0 1 0O, 0 o 1 1 11 1 1 2] 150 0| 35000]sel
1] 24| 0] 18] 0] 3| 1 1 0 0O 1 0 O 1 0| 1 1] 30/ 100] 60]{11499.5|mi
1 36| 0 171 O] 7 1 0 1 0 0 1 0 1 0 1 1 2| 60 0| 4499.5|pri

1 9] 1] 20 2| 5 1 1 0 0O, 1 0 0O 0 0] 1 1 71 120{ 30| 499.5|pu
1 41] 1] 54| 4] 7/ 1 0 0 0O 0 0 O 1 0l O 0] 25 20 0| 1499.5|pri
0] 26| 0] 24| 2| 5 1 1 0 O 1 0 O 1 0f 0 1 2| 60 0] 4499.5/ch

1 4] 0] 23] 3] 9] 1 1 0 0 0 1 0 1 0] 1 1 3/ 150 0 3499.5|pri
1 12] 0] 18/ 0] 9] 1 1 0 0O, 1 0 0O 1 0f 0 1 3| 150 2| 3499.5|pri
1 5 0] 17] 0 9 1 1 0 0 1 0 O 1 0] 1 1 7| 40 1] 3499.5|pu
0 6] 1 22| 0 3] 1 1 0 0 1 0 0 1 0 1 1 71180 3] 3499.5|ch
0| 37| 1] 36/ 5/10] 1 1 0 0 0O 1 0 0 1 0/ 0 0 O 0] 32000i|se

1 70 0] 18] 0 3| 1 0 1 0 0 1 0 1 0] 1 1 2| 36| 240/ 20000|pri

1 1 1. 270 21 7/ 1 0 1 o 0 1 0 1 0] 1 0] 7| 60| 180] 5499.5|p

1 36/ 1] 30] 3] 6] 1 1 0 0 0o 1 0 1 0] 1 0] 7] 60| 240{ 3499.5p
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