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Abstract

The thesis aims to investigate whether need is the major determinant of ambulatory
health care utilisation for Saudi nationals in Saudi Arabia. This is done by applying
multivariate analysis on the utilisation of both curative and preventive services on the
data provided by the 1996 Saudi Arabia Family Health Survey. The analysis is applied
within the framework of Andersen’s sociobehavioural model, categorizing the factors
that affect health services utilisation into predisposing, enabling and need factors.

It can be concluded from the results that although need seems to be an important
determinant of ambulatory health care utilisation, some of the predisposing and enabling
factors were also found to affect health services utilisation, although the degree of their
effect differs according to the health condition and type of services tested for. Need is
dominant with regards to the utilisation of health services in response to children’s
diarrhoea, infants’ full immunisation and attending at least one prenatal care session.
But since some of the predisposing and enabling factors were found to affect health
services utilisation, this highlights the importance of addressing the factors that were
found to impede the utilisation at the health care system level as well as at the society

level in order to achieve a more equitable health care system.
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Chapter 1

Introduction

{"Health is a crown on the heads of the healthy, seen only by the ill."

Arabic proverb.
After life, there is certainly nothing more worthy than health to protect and maintain. To
provide it every country in the World spends fortunes, and to preserve it every sensitive
nation allocates a large percentage of its budget. However, since funds are limited and
needs are not, it is incumbent on every government, institution and individual to use those
funds wisely in order to make the most of them for the benefit of the greatest number of
people that need health care. It is only through efficient utilisation of resources that we

can best serve any community.}

This study aims at examining whether need is the principal determinant of the utilisation
of ambulatory health care for Saudi nationals in Saudi Arabia. This includes the
utilisation of some aspects of both the curative and preventive services, with the inclusion
of primary and secondary health servicés as the ambulatory sources of care. It applies
multivariate analysis to data from the 1996 Saudi Arabia Family Health Survey, the only
comprehensive health survey conducted in Saudi Arabia covering all its regions. To my
knowledge, this is the first study that assesses this aspect of health services in Saudi

Arabia on a country wide level, using multivariate analysis.

Since the establishment of the Ministry of Health in Saudi Arabia in the 1950s and
especially after the issuing of the First Development Plan in the country in 1971, vast
developments in health care have occurred. Starting from very scarce services and
resources, provided only in major cities, the health care system witnessed continuous and
vigorous efforts throughout the years to establish a modern and competent health care
system. The effects of these efforts are visible in improvements in health indicators such
as the improvement in life expectancy, the decrease in mortality rates and in the

incidence of infectious diseases.
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During this early period of development the issue of health service utilisation was
relatively neglected. It came to attention in the late 1980s, when the country started to
witness an increased demand on health services with rising public expectations (Ministry
of Planning, 1991). But only a few studies on the utilisation of health services were
conducted. The majority of the studies were localised to certain cities or specific areas in

Saudi Arabia; they also lacked multivariate analysis.

When assessing the significance of this issue, it is clear that understanding health service
utilisation is essential for proper planning and budgeting of health services, since
knowing the factors that affect service use sheds light on some of the deficiencies of the
health care system, in addition to reflecting the need of the population, their demands and
expectations. It also shows their compliance with the provided health programmes, thus

providing an indication of the success or failure of these programmes.

It has been stated in the Ministry of Health objectives that free and equal medical
attention should be provided to all Saudi nationals. Although not stated explicitly, it is
clear that the principal aim underlying this objective is that need should be the principal
determinant of health service utilisation. Factors such as age, gender, socioeconomic
status and place of residence and so on should not affect utilisation, except in so far as
they are associated with need. In this, Saudi Arabia is following one of the aims of most
of the health care systems, especially those that involve a substantial amount of public
funding. Thus, identifying the factors that lead to utilisation differences other than need is
a prerequisite for designing adequate corrective policies, ensuring that the positive gain

from health service contact is not confined to certain privileged groups of the population.

In this study testing whether need is the principal determinant of ambulatory health care
utilisation is undertaken by the application of the Andersen sociobehavioural model. In
this model factors that affect the utilisation of health services at the individual level are
categorized into predisposing, enabling and need factors. In the thesis predisposing
factors, the factors that predispose the use of health services, are primarily demographic

and social characteristics. Enabling factors are the factors that enable or impede the use
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of health services. They reflect the available means and ability to use the health services,
and they include economic factors, factors related to the characteristics of the health care
system and area of residence. Need variables relate to the nature of an individual’s health
status. For curative services these include the presence of a medical condition, its severity
and duration. For the utilisation of preventive services, being pregnant, is the need factor
that should lead to having received timely prenatal care. In addition to having a medical
condition, which can lead to an increase in the number of prenatal care visits. Being an
infant is considered to be an indicator of the need of being immunised as scheduled. Need
is the major determinant of health care service utilisation if the predisposing and enabling

factors have minimal or no effect.

The specific types of curative services investigated in the thesis are the utilisation of
doctors’ services, public and private, for the care of acute sickness for adults and
children, and the utilisation of public and private services by children under five with
diarrhoea and acute respiratory infections. By public doctors’ and public services is
meant -for most of cases- GPs in public primary health care centres, while private
doctors’ and private services are most likely to be specialists working in the private
sector. Preventive services investigated include the utilisation versus non utilisation of
prenatal care —which is considered to be preventive since it is a form of a scheduled
monitoring without the need for the presence of complications or abnormalities and it is
useful for screening for possible future complications- the early initiation of prenatal
care, the number of prenatal care sessions attended, the choice of a public versus a private
source of prenatal care for the last prenatal care checkup, and infants’ full immunisation.
In each case as already indicated the different roles of the predisposing, enabling and
need factors -as specified for each type of the utilisation of health services- will be tested

to determine whether need is the major factor in determining utilisation.

The utilisation of heath services in response to acute sickness is investigated because it
includes the utilisation of health services in response to all possible acute health
problems. There was no data set before the 1996 Saudi Arabia Family Health Survey that

provided such information; this survey also provided data on of a wide range of

19



background variables such as sociodemographic variablés and some economic indicators.
Thus the results of the analysis are likely to be reflective of the level of demand on
curative services in Saudi Arabia. In turn, these results can be utilised in health care
planning. Utilisation of health services for children’s diarrhoea and acute respiratory
infections was included since diarrhoea and acute respiratory infections are two of the
five main causes of children’s death around the world, especially in developing countries
(WHO, 1995), and a large proportion of the death causes by these two categories of
illness, as well as further suffering from them, could be avoided by the application of

existing technology and established medical practice (Douglas, 1984).

Prenatal care utilisation is investigated since receiving timely and adequate prenatal care
is effective in reducing adverse pregnancy outcomes such as maternal mortality, perinatal
mortality, low birth weight and premature delivery. Thus the identification of subgroups
of women who do not utilise prenatal care services, or utilise it inadequately, is important
for policy intervention strategies. The non utilisation or inadequate utilisation of prenatal
care services may reflect social and cultural constraints as well as poor organizational
policies and practices. Information on the determinants of the utilisation of prenatal care
services can be used by health planners to work towards eliminating these barriers and
encouraging women to utilise the available services more effectively. Childhood full
immunisation is included in the analysis as it leads to a decrease in infants and children
under five mortality rates, adult morbidity and mortality and the incidence of vaccine
preventable diseases (Gyorkos et al., 1994), and it has been reported to be cost-effective
(Koplan & Preblud, 1982; Hinman & Koplan, 1984). Besides, it has been mentioned by
the WHO as part of the WHO/SIDA equity initiative that prenatal care coverage and
infants’ full immunisation can be used as part of the assessment of equity in health care
(WHO, 1996).

In the following part of this introductory chapter an outline of the thesis chapters’ content
is presented. In the second chapter a description of the development of the Saudi health
care system as specified in the development plans and as indicated by the development of

health care resources is presented, with a brief review of the studies carried out to
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evaluate primary health care centres across the years and an outline of the current
structure of the health care system. In addition, an overview of the epidemiological
profile of the Saudi population is provided, including mortality rates, the incidence of
notifiable infectious diseases, the prevalence of selected chronic conditions and the health
problems profile of the attendants of the Ministry of Health primary health care centres
and public hospitals' outpatient departments. At the end of the chapter, based on the
information provided, Saudi Arabia is placed in the corresponding stage of the

epidemiological transition.

The third chapter includes a literature review of the studies carried out in the field of
ambulatory services utilisation. These include studies in both developed and developing
countries. The findings of these studies are arranged according to the classification
provided by the Andersen’s sociobehavioural model, on which the organization of the
thesis analysis is based. The review of the studies is preceded by a brief introduction to

the main models applied in research on ambulatory health care service utilisation.

The fourth chapter of the thesis is the methodology chapter. This chapter outlines the
research questions to be answered and their related hypotheses. It also includes a brief
description of the sample design, the questionnaires, data collection and data analysis
procedures. This is followed by a description of the independent and dependent variables
and a comparison between the main sample characteristics and the characteristics of the

Saudi population as provided in the 1992 Saudi demographic survey.

The fifth chapter displays the results of the bivariate associations between the
independent and the dependent variable and the results of the multinomial logistic
regression, testing the effects of the predisposing, enabling and need related factors on
the utilisation of doctors’ services, public and private, and the utilisation of services from
both the public and the private sectors. This is done both for adults fifteen years and older
and for children younger than fifteen. In each case, a discussion of the effects of the
tested variables is included together with a comparison with the findings from the

international literature.
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The sixth chapter of the thesis displays the results of the bivariate associations between
the independent and the the dependent variables and the results of the multinomial
logistic regression testing for the effects of the predisposing, enabling and need factors on
children’s utilisation of the public and the private services in response to diarrhoea and
acute respiratory infections, each modeled separately. This is followed by a discussion of
the effects of these factors and a comparison of the research results with the research
findings in developing countries in which these two health problems are major

contributors to children under five mortality and morbidity.

The seventh chapter of the thesis displays the results of the bivariate associations between
the independent and the dependent variables and the results of the logistic regression for
the use of prenatal care services versus non use, the initiation of prenatal care, public
versus private care as the place of the last prenatal care checkup and, for the infants, full
immunisation status is included, in addition, to the results of the Poisson regression
model for the number of prenatal care sessions attended. A discussion of the effects of the
predisposing, enabling factors and medical problems on prenatal care utilisation is
provided, as well as the discussion of the effects of the predisposing and enabling factors
on infants’ full immunisation status. The findings of this chapter are also placed within

the context of the findings from the international literature.
The final chapter of the thesis includes a summary of research findings, a brief discussion

of these findings, related policy implications and a description of the limitations of the

study. There is also a brief conclusion section.
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Chapter 2
The Saudi Health Care System and Population Health

2.1. INTRODUCTION

This chapter has two parts. The first part discusses the development of the Saudi health
care system, starting with health care in the development plans, followed by the
development of health care resources and the current distribution of these resources.
Studies conducted in primary health care to assess its problems across the years are also

discussed. The current sources of health care in Saudi Arabia are then briefly discussed.

The second part of the chapter includes an assessment of the Saudi population health
status. It considers mortality rates across the years and its determinants, followed by the
incidence of notifiable diseases, the prevalence of some chronic conditions and the types
of health problems reported for primary health care visitors and visitors of Ministry of
Health hospitals' outpatient departments. Before the end of the chapter a brief discussion
of the Saudi position according to the epidemiological transition theory is provided,

followed by a brief summary of the chapter.

2.2. SAUDI ARABIA THE COUNTRY

Saudi Arabia is a Middle Eastern country bordering the Arabian Gulf and the Red Sea,
north of Yemen (refer to the map in the appendix). It covers 1,960,582 sq km, which is
slightly more than one-fifth the size of the United States. It is constituted of 13 provinces.
Constitutionally the King rules in accordance to the Shari'a, the sacred law of Islam. A
consultative council called Majlis ash-shura is constituted of 90 members is the official
body at which policies, legislations and laws are formulated before they are authorized by

the King and the Council of Ministers.
The economy is an oil-based economy, since Saudi Arabia has the largest reserves of

petroleum in the world. The petroleum sector accounts for approximately 75% of the

budget revenues, 40% of GDP and 90% of export earnings. According to the World Bank
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(2003) the GNI per capita is 8460 US$, which makes Saudi Arabia a high middle income
country. The GDP composition by sector is: from industry 47%, from services 47% and
from agriculture 12%. The labour force composition by sector is: 63% in the services

sector, 25% in the industry sector and 12% in the agriculture sector.

According to the Central Department of Statistics at the Ministry of Planning, it is
estimated that in July 2000 the total population of Saudi Arabia was 22,023,506,
including non-Saudi nationals who are estimated to be 5,360,526. 43% of the population
are under 15 years of age, 55% are 15-64 years of age, while only 2% are 65 years and
older . The crude birth rate is 28/1000 of the population, the total fertility rate is 4.5 and
the annual population growth is 3.47%, which is considered to be high comparing to
other countries, as reported by the World Bank (2003). The population composition and
its rapid growth imply the need to implement development policies in order to
accommodate the growing population. Due to increased modernization, and according to
the World Bank (2000) it was reported that the population growth in 1980-1990 was
7.9% while in 1990-1998 the population growth fell to 3.9%, showing a decrease by half

in the rate of population growth in a one decade time.

2.3. THE DEVELOPMENT OF THE SAUDI HEALTH CARE SYSTEM

2.3.1. Health care in the development plans

Health services from the start of their organization in the 1950’s until the late 1960’s
were progressing slowly in its development (Sebai, 1981), and planning was done in the
Ministry of Health alone. But during the 1970’s the country experienced a rapid rate of
development along the socioeconomic advancement of the country. Health planning was

coordinated between the Ministry of Planning and the Ministry of Health.

The first development plan which was published in 1971 was constituted of two phases.
In the first two years the focus was on the development of the standard of health services.
This included upgrading of health centres, preventive health programmes, health culture
and nutrition, as well as the opening of fully-furnished hospitals and health centres.

Existing buildings were renovated and the standard of education at training centres
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improved. Simultaneously, data and preliminary studies were completed in preparation
for the second stage. In the remaining three years efforts focused on further development
of health care facilities and on increasing the number of doctors, nurses, technical and
other staff, with an eye toward Saudization. Besides, the field of studies and research was

also expanded.

In the second development plan (1975-1980) the objectives included expanding
geographical coverage to all parts of the country, developing preventive services,
establishing a network of maternity centres and standardizing the designs of hospitals in
the various provinces. It also included the development of mobile health services to cater
for desert inhabitants and small communities, increasing the number of health care
centres and establishing clinics for dentistry, chest diseases and general medicine. The
plan’s objectives also mentioned setting up blood banks, introducing health cards and
opening medical files for all, increasing human resources in all fields of specialization
and implementing the decision of the Council of Ministers in providing the private sector

with loans to set up hospitals and private clinics.

The third development plan (1980-1985) included the same objectives as the second plan
with regards to increasing the coverage of the health care system as well as the

development of health care centres, support services and the expansion of activities.

The fourth development plan (1985-1990) concentrated on strengthening the role of
primary care, being the basis for the provision of health care. Further development of all
aspects of health services, with the increased coordination between health care providers,
was considered to be some of this plan’s objectives, in addition to encouraging the

expansion of private services.

The fifth development plan (1990-1995) emphasised the importance of primary health
care development with the advancement in its coverage. It specified that for cities with
more than 200,000 residents they would be served by one primary health care centre per
10,000 persons, cities with less than 200,000 residents will have one primary health
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centre per 5000-6000 persons, and villages and remote populations will be served by one
primary health care centre per 500 to 2000 persons. In addition, this plan emphasised the
importance of the development of health information systems, increase in the efficiency

and effectiveness of the services and the development of national manpower.

The sixth development plan 1995-2000 emphasised the strengthening of primary care and
the referral processes, and improving the quality of health services. It also focused on the
eradication or the reduction of the incidence of infectious diseases to the lowest possible

levels.

The most recent development plan, published in 2001, addressed the issues of the
management of the health care system, ensuring optimal utilisation of health services and
the available resources. It also addressed the financing of health services, encouraging the
private sector to undertake a greater role in financing the construction and management
of health facilities. Health manpower development and increasing the capacity of medical
and allied medical colleges were also addressed. The objectives of this plan emphasised
the role of primary health care in the provision of preventive and curative health services.
It also emphasised the development of information systems and upgrading the quality of
health services, in addition to ensuring the coordination and integration of health services
and enhancing the role of the private sector in the finance, construction and the

management of health services.

2.3.2. Health care expenditure

Government expenditure on health services through the Ministry of Health increased
throughout the years with an increasing demand on health services and rising public
expectations. The following table provides health care expenditure across the years at the

starting year of each development plan.
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Table 2.1. Ministry of Health budget across the years

Year Ministry o Health budget Percentage of government
(in thousands of SR) budget

1970 177,000 2.8

1975 3,197,000 2.9

1980 5,656,000 2.3

1985 8,815,000 4.4

1990 8,597,000 6

1995 7,364,772 4.9

2000 11,939,430 6.5

Source: Ministry of Finance and National Economy (M.O.F.N.E), Central Department of
Statistics

It can be observed from the table that the proportion of the Ministry of Health budget is
considered to be small compared to the total government budget. It can also be.observed
that its proportion has significantly increased from the start of the 1990°s, reaching 6.5%
of the total government spending in 2000. Detailed information of how the budget is
allocated is not available, neither is information about other than Ministry of Health
expenditure on health services, nor private expenditure on health. Thus calculation of the
GDP spent on health for the corresponding years as mentioned in the table can not be

done.

In order to compare the Saudi Arabian health care expenditure to other countries within
different income groups, averages were calculated for each group of countries
categorized as having a specific income level -according to the World Bank- including
information regarding the percentage of GDP spent on health and the percentage of
government expenditure on health in the year 2000. Health expenditure information was

taken from the World Health Report 2002.

Table 2.2. Health care expenditure in Saudi Arabia, the Middle East and North Africa and
other countries, grouped by income level in the year 2000

Country/countries Total expenditure on health | General government
as % GDP expenditure on health as %
of total expenditure on
health
Saudi Arabia 6.5 79.1
Middle East & North Africa 5.0 56.4
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Low income 4.3 52.8
Lower middle income 5.5 62.2
Higher middle income 6.3 63.7
High income 7.8 71.8

Source: Calculations based on the World health report 2002 and on the World Bank data
base

It can be observed from the table above that the Saudi Arabian percentage of GDP spent
on health is similar to what has been reported for the average of the %GDP spent on
health in the same income category and is better than other Middle East and North
African countries, which is the health region that Saudi Arabia belongs to. Looking at the
percentage of government expenditure on health, Saudi Arabia holds a very advantaged
position which is comparable to high income countries that are more likely to be welfare
states. This is due to the fact that Saudi Arabia provides the majority of health care for the
population which is free of charge for all types of health services as an obligation on the
Ministry of Health and other governmental bodies. This ensures more equitable access
and the increase of the probability of the success of public health programmes. It was
reported in the World Health Report 2000 that Saudi Arabia holds the 37th position in

the World with respect to the fairness in the financial contribution.

2.3.3. The development of health care resources

When assessing the achievements of the development plans, it is worth mentioning that
major evaluation studies were undertaken by governmental bodies, in which the results
were analysed and the information brought by them was utilised internally within
governmental organizations. The only available published information is information
about the development of health care resources. There were some published studies
carried out regarding the problems faced by primary care centres, which will be
mentioned later on in the chapter. The effects of the total socioeconomic development of
Saudi Arabia, including the development of the health care system on the health status of
the population will also be discussed.

According to the World Health Report 2000, the Saudi Arabian health care system was
ranked the 10th world wide in terms of how efficiently the health system had translated
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expenditure into health, thus pointing to the great positive influence of the health care
system. The Saudi health care system was ranked the 26th world wide, in terms of overall
performance; that is, the overall health system achievement to the health system’s

expenditure.

In accordance with the development plans, the Saudi health care resources have
expanded in the last decades. The following table will show the expansion of the Ministry
of Health health care resources over the years, excluding private care and health services
provided by other governmental sectors. A graphic representation of the percentage

annual growth of health resources is displayed in the appendix.

Table 2.3. The development of the Ministry of Health care resources across the years in
numbers and percentages of annual growth

Year | Number of | Number of Number of | Number of | Number of
PHC centres | hospital beds | doctors nurses allied health
(% annual (% annual (% annual (% annual personnel
growth) growth) growth) growth) (% annual
growth)
1970 519 7165 789 2253 1396
1974 609 9070 1900 4234 2670
4.1) (6.1) (24.6) (17.1) (17.6)
1979 824 10978 3408 6166 4090
(6.2) 3.9 (12.9) (7.8) (8.9)
1984 1119 17961 7490 14919 7963
(6.3) (10.3) (17.1) (19.3) (14.3)
1985 1306 20796 9257 20707 10086
(16.7) (15.8) (23.6) (38.8) (26.7)
1986 1431 23862 10359 24528 11513
(9.6) (14.7) (11.9) (18.5) (14.1)
1987 1438 25902 11326 25986 12793
(0.5) (8.5) (9.3) (5.9) (11.1)
1988 1477 26315 11940 27169 14013
2.7 (1.6) (5.4 (4.6) (9.5)
1989 1639 25918 12617 28266 15125
(11) (-1.5) (5.7 (4.0) (7.9)
1990 1668 25835 12959 29124 15329
(1.8) (-0.3) 2.7) (3.0) (1.3)
1991 1692 26866 14082 30799 16832
(1.4) (4.0) 8.7) (5.8) (9.8)
1992 1702 26878 13900 32229 17195
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(0.6) (0.0) (-1.3) (4.6) 2.2)
1993 1707 26974 14554 33373 18528
(0.3) (0.4) @.7) (3.5) (1.8)

1994 1719 26878 15125 35687 19325
0.7) (-0.4) (3.9) (6.9) (4.3)

1995 1725 26737 15476 35219 19973
(0.3) (-0.5) 2.3) (-1.3) (3.4)

1996 1731 26955 15266 34947 20250
(0.3) (0.8) (-1.4) (-0.8) (1.4)

1997 1737 27058 14717 34739 20131
(0.3) (0.4) (-3.6) (-0.6) (-0.6)

1998 1751 27428 14407 36101 20615
(0.8) (1.4) (-2.1) (3.9) 2.4)

1999 1756 27794 14786 36340 22188
~(0.3) (1.3) (2.6) (0.7) (7.6)

2000 1766 27364 14970 37126 23073
(0.6) 0.3) (1.2) 2.2) (4.0)

Source: The achievements of the development plans: facts and figures 2001

Looking at the table above it can be observed that the mid 1980’s was the best time in
terms of development of health care resources. Coinciding with the third development
plan (1985-1990) with its emphasis on primary health care as the major vehicle for the
provision of health care, 1985 displayed the highest percentage in the growth of primary
health care centres, followed by 1989. In the 1990°s the expansion of primary health care
centres was slowed down, which maybe the result of the achievement of higher coverage
levels compared to the 1980’s, where it was indicated that by the year 1995 the Ministry
of Health coverage alone was 98% (Al-Mazrou et al., 1995).

Regarding hospital beds, the highest increase was in the 1980’s, except for 1989 where
there was a slight cut in the number of hospital beds. For human health care resources in
general, the highest recruitment was in the early 1970’s and in the 1980’s. A decline in
the percentage of doctors is shown after 1995 to a level below what was reported that
year, which has risen after 1997, but this is still expected to lead to a shortage in the
number of doctors, probably affecting the accessibility and the quality of health services
in the light of the fact that Saudi Arabia still has a high population growth. It is worth
noting that population growth was halved in the 1990’s compared to the 1980°s. For

nurses, the mid 1980°s showed the greatest developments in number, after which their
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numbers have increased almost steadily except for the small decrease in the mid 1990’s.

For other allied health care personnel, the mid 1980’s also displayed the highest rates of

percentage increase in numbers for all human health care resources, indicating that this

period was an important period for the development of the Saudi health care system. In

the 1990’s the number of allied health care personnel has grown steadily at a higher rate

than doctors’ number, which may probably indicate the increased reliance on allied

health care personnel, in an attempt to increase the efficiency of the health care system.

Regarding the distribution of health care resources, both public and private, the following

table displays the available health care resources for each 100,000 of the population,

including foreign residents in the different provinces of the country.

Table 2.4. The health care resources available for every 100,000 of residents in the
different provinces in Saudi Arabia

Province Public services Private services Total Total
Primary | Hospital | Physicians | Hospital | Physicians | hospital | physicians
care beds beds beds
centres
Riyadh 5.9 95.0 34.6 23.2 12.0 118.2 46.7
Makkah 5.0 130.0 50.0 73.1 30.0 202.4 81.7
Al-
Medinah 9.3 178.0 70.0 36.2 11.8 214.4 81.2
Al-Qaseem | 13.7 30.0 84.8 7.5 2.4 37.0 87.2
Eastern
Province 5.1 94.3 38.4 78.8 40.0 173.1 78.6
Aseer 17.2 149.0 42.5 29.0 9.7 174.9 52.2
Tabuk 7.2 196.3 86.9 14.8 3.4 210.0 90.3
Hail 16.8 120.0 46.0 16.8 4.2 137.1 50.0
Northern
Boundaries | 15.0 207.0 40.0 0 0 207.0 40.0
Gizan 12.5 130.0 34.0 2.7 1.3 133.3 35.5
Najran 17.2 210.0 87.0 13.6 4.6 214.7 91.7
Al-Baha 18.6 243.0 82.0 23.0 4.9 266.2 87.0
Al-Jouf 11.6 219.0 66.6 0 0 219.0 66.6
Total 8.5 123.0 48.5 43.0 19.1 166.0 67.6

Source: Calculations based on the Ministry of Planning services survey: Manual 12, 2001
and the Ministry of Planning regional population estimates
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At the first glance at the table, it can be observed that there is an inequitable distribution
of health care resources in the various provinces in the Kingdom. Unexpectedly the
Riyadh Province, where the capital is situated, shows one of the lowest physician to
population ratios and one of the lowest primary health care centres to population ratios.
This is probably due to the rapid population growth in the capital for which the health
care services capacity can not accommodate. In contrast, provinces with a comparably
higher proportion of rural populations, such as Al-Qaseem, Najran and Al-Baha
Provinces, showed higher public physicians to population ratios and comparably high
primary health care to population ratios. This maybe due to the need for more
geographically distributed services, where smaller scattered populations exist, in order to
have a more equitable service coverage. In addition to Najran, Al-Baha, Aseer, Hail and
the Northern Boundaries, which also have a high proportion of small towns and cities and
to some extent a large proportion of rural populations, the first three Southern Region
provinces show a greater number of primary health care centres to the population ratios.
This is compared to more developed urbanized areas where major cities are located such
as Makkabh, the Eastern Province and Al-Medina, where there are lower primary health
care centre to population ratios and lower public physician to population ratios in the
Eastern Province and in Makkah.

In conﬁast, provinces where major cities are located there are higher private physicians to
population ratios, especially in Makkah and the Eastern Province. This is probably due in
part to the higher demand for private care in these provinces. This is also reflected in the
proportion of private hospital beds, where greater proportions are found in provinces
where major cities are located, especially in Makkah and the Eastern Province where the
highest proportion of private hospital beds to the population is found. The Southern Aseer
and Al-Baha Provinces, have a high rural constituency but have relatively high private
hospital beds to population ratios, although not comparable to Makkah and the Eastern

Province. This maybe due to the increased demand for hospitalization in these provinces.

Regarding the total physicians to population ratios it is obvious that being a less

socioenomically developed province, where there are no major large cities, is not
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necessarily associated with lower physician to population ratios. Al-Qaseem, Tabuk,
Najran and Al-Baha Provinces, which do not have any major cities situated in them,
have a high rural constituency and have a comparably high physician to population ratios.
It can be observed that Riyadh Province where the capital is situated holds a
disadvantaged position in terms of doctors to population ratios, which is probably due to
the rapid population growth with which the service growth is not coping. The Gizan
Province also displays a problem in the physicians' distribution, since it has a high

- proportion of scattered populations but a low physician to population ratio, indicating

possible problems in health service delivery and, possibly, the quality of care provided.

Regarding the total hospital beds to population ratios, the highest rate is found in the
Southern Al-Baha Province, which is mainly constituted of a high proportion of scattered
populations. The province with the third highest hospital beds to population ratio is
Najran which is located in the Southern region of the country and has a similar
population composition to Al-Baha Province. This maybe partly due to a higher demand
on hospital beds and to increase in geographical accessibility for the scattered
populations. Makkah and Al-Medinah Provinces have a high proportion of hospital beds
to the population. This is partly due to the high number of foreign visitors to the holy
mosques in these provinces which increases the demand for health services, especially
where there is a high constituency of older visitors to the holy mosques. The Riyadh
Province, like for physicians numbers, also displays a low proportion of total hospital
beds to the population, which indicates the need for a rapid expansion in health services
in this area. The province that showed the lowest total hospital beds to population ratios
is the Central Al-Qaseem Province which is closely situated to the capital. This probably
indicates a high reliance on the capital’s public hospitals, since it is within a
geographically short distance, and public care is the major source of health care in Saudi
Arabia. It is worth noting that the capital has the highest number of public hospitals (33),
next to the Makkah Province's (34) public hospitals, indicating the need for the expansion

of these hospitals’ capacities in Riyadh to accommodate population growth.
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2.3.4. The development of primary health care in Saudi Arabia

In response to the Alma-Ata Declaration on primary health care, the Saudi Ministry of
Planning declared the primary health care concept as the main objective of the health
services, which would be provided free of charge (MOP, 1981). This was followed by the
issue of the Ministry of Health Decree No. 257/1459/50 in 1980 leading to the
establishment of primary health care centres. These were administratively integrating the
existing dispensaries, health offices and maternal and child health care centres into one
unit as a first step in the initiation of primary health care centres (Al Mazrou et al., 1990).
In 1984, a Primary Health Care project was initiated with an objective of developing a
culturally and socially acceptable primary health care system. The primary health care
delivery instruments that were tested included elements such as family files and
community surveys. It also tested some of the primary health care principles like
community participation, inter-sectoral coordination with the defined contents of primary
health care as specified in the Alma Ata declaration. In the same year evaluation took
place and it was found that the planned activities were suitable, and thus standardized
guidelines were formed and adopted in primary health care centres (Al Mazrou et al.,
1990).

During this establishment period a number of surveys were carried out in order to study
the organization and the performance of primary health care centres in Saudi Arabia. In
general, it was found that the health centres were in rented buildings that were not
designed to meet the needs of health services. Most of the staff were non-Arabic speakers
with little understanding of the local culture. The emphasis was still on curative
medicine; maternity and child health services were at a minimum; home visits were not
permitted and the concept of the team approach to prevent disease and promote health
was not adopted, and there were no attempts to include community participation (Sebai et
al., 1980; Sebai, 1981; Banoub, 1982; Sebai, 1982), although it was reported that people
are always ready to participate if they are well informed of the objectives and possible

outcomes of their involvement (Sebai et al., 1980).

34



The primary health care approach was also supported in the following fourth
development plan (1985-1990) which stated its objectives as following:

“-to strengthen primary health care as the basis of a comprehensive health services
network provided integrating health services of high quality for the people of the
Kingdom”

“- To continue the development of preventive, public health and environmental health
programmes including health education, maternal and child health care, improved public

immunisation and occupational health programs.” (MOP,-1986).

During this period, Sebai (1988) conducted a study of the primary health care delivery
system, which indicated that primary health care centres suffered from low quality in
general, with problems such as long waiting times, problems in communication between
doctors and patients, due to language barriers and cultural barriers since most of the
workers are expatriates, shortage in health care manpower, shortage of medical
equipment and lack of a holistic approach to health. A positive reporting regarding
primary health care was its coverage, since 51% of health care centres served small
communities of 10000 people or less and they usually functioned independently.
Problems facing the implementation of primary health care were also listed in a Ministry
of Health document (MOH, 1990a) reporting unavailability of adequate resources to
primary health care centres such as laboratories, x-ray units, ambulances and so on. 82%
of the primary health care centres were in rented buildings designed originally for
housing. In addition there was a shortage and maldistribution of health professionals,

increasing demand and range of services without proportional budget increase.

The fifth development plan (1990-1995) aimed at achieving better primary health care
coverage according to specific centre to population ratios (MOP, 1991), sustaining the
commitment to primary health care and refining its policies. It mentioned:

“Providing appropriate and essential primary and preventive health care services,
delivering curative and preventive health services in an efficient manner, establishing
uniform standards for primary health care services, encouraging adequate distribution,

appropriate utilisation, and resource based enhancement for health services, expanding
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manpower training programs and incentives for entering the health profession.” (MOP,
1991). This was succeeded by the sixth development plan which also stressed the role of
primary health care as the main instrument through which improved levels of health will
be promoted, with the expansion of mother and child care activities and disease

prevention programmes.

Some small scale studies were carried out in primary health care centres during this
period. It was reported that in some primary health care centres human resource numbers
did not measure up to the ideal set up standards and that clinical support areas were
under-equipped (Al-Osimy, 1994). The concentration of primary health care doctors on
acute health problems was also reported (Al-Shammari, 1991). Other problems that were
mentioned still included the communication problems between non-Arabic speaking
doctors, nurses and patients (El-Shabrawy Ali & Eisa, 1993; Al-Faris et al., 1996).
Overcrowding, with its associated long waiting times, was also reported to be associated

with the dissatisfaction with primary health care services (Al-Faris et al., 1996).

In the most recent plan (2000-2005) the role of primary care was also stressed by
mentioning that it is the basic channel for the provision of preventive and curative
services, with the continuing implementation of primary health care programmes. In a
study carried out by Al-Khaldi et al. (2002) they still reported the existence of the
language barriers between primary health care staff and patients, inadequate staffing in

rural areas and the shortage in laboratory facilities.

2.4. THE STRUCTURE OF THE CURRENT HEALTH CARE SYSTEM

The Saudi health care services are provided by a wide range of institutions. In broad
terms, the provision of health care is organized through a referral system which consists
of a country-wide network of primary health care centres, and general and specialist
hospitals. These services are provided mainly by the Ministry of Health and some other
governmental bodies. The private sector also plays a role in the provision of health

services, and remnants of traditional and folk medicine still exist.
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2.4.1. The Ministry of Health
The Ministry of Health is the government agency responsible for health care in Saudi
Arabia. It is organized centrally and provides its main services through primary health

care centres and hospitals.

Primary health care centres are responsible for the provision of mother and child health
care with its objectives being the reduction in maternal, infant and childhood mortality
and morbidity, the promotion of reproductive health and the promotion of the physical
and the psychological development of children and adolescents within their families.
These objectives are achieved through the provision of a comprehensive maternal health
care programme, a children’s monitoring programme and a contribution to the expanded
programme of immunisation. In addition, the health care centres provide care during

illness.

Other important activities include endemic disease control, mainly through disease
surveillance, the treatment of common diseases and injuries, the provision of essential
drugs and vaccines and the monitoring of chronic diseases, with special clinics being
established for hypertension and diabetes within primary health care centres, in addition
to responsibilities with respect to environmental health, health education and the

promotion of food supply and proper nutrition.

Besides primary health care centres, secondary and tertiary specialist hospitals are
distributed widely within the different regions in Saudi Arabia. They are linked to
primary health care centres through a referral system for which medical cases that are
untreatable in primary health care centres are referred to specialist care in the Ministry of
Health hospitals and are jointly monitored by the hospital specialists and GPs in primary

care.
In addition to primary health care and hospital services, the Ministry of Health provides

psychological health services through its 40 independent psychiatric health clinics and

hospital departments in co-operation with other governmental agencies to alleviate and
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solve social problems, providing financial aid for some cases. It also provides
occupational health services, focusing mainly on protecting workers from vocational
risks, and oral health, focusing mainly on treating children’s teeth and establishing
mobile dental clinics. The Ministry of Health is also responsible for the prevention of
endemic and contagious diseases with its epidemic control system. It is also responsible
for environmental health, supervising and arranging continuous inspections of water
resources, dwellings, working sites and restaurants, in addition to poison control and
management. The Ministry of Health has also established rehabilitation centres providing
comprehensive care for the disabled and accident victims, optoplasty centres for the care
of the partially or totally blind and smoking cessation clinics in major cities in addition to
the organization of many anti-smoking campaigns (Ministry of information, 1990; Al-
Mufti, 1999).

2.4.2. Other sources of medical care
Other agencies which provide services alongside with the Ministry of Health are as

following:

The Red Crescent Society:

This was established in 1963. It provides emergency services for victims of accidents and
calamities as well as transportation of the wounded and participation in their treatment. It
works to prevent epidemics as well as participate in health education programmes. It also
provides health services for pilgrims to the two Holy Mosques (in Makkah and Al-
Medinah) in cooperation with other authorities. It works in coordination with the Red

Cross on the international level.

Health care provided by the Military Sector:

This is provided by the National Guard, the Ministry of Defense and Aviation and the
Ministry of Interior. It provides high quality primary, secondary and advanced levels of
health care for their staff and segments of the population. They have their health care

centres and hospitals, scattered mainly in the main cities in Saudi Arabia.
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School Health Units:

These were first established in 1957. Their main responsibility is to provide primary care
for students in schools. They provide both preventive and immediate curative services.
Their activities include inspecting the sanitary environments in schools, conducting
health checkups for students, providing first aid and primary care when needed, and

conducting immunisation programmes under the supervision of the Ministry of Health.

The General Organisation of Social Insurance:

This provides complete health services for its clients under the social insurance. It
concentrates especially on the provision of services for the permanently injured or
handicapped. It provides its services through its two hospitals and other contracted
hospitals and specialty centres.

The General Organization of Youth Welfare:

This provides health services for athletes and the employees in the General Organization
of Youth Welfare and their families. This is done through its four health units and its
specialist hospital, which is considered the first athletic specialist hospital in the Arabian
Gulf region.

The Private sector:

This plays an increasingly significant role in Saudi Arabia, providing both outpatient and
inpatient care. It applies the health laws and regulatory requirements as specified by the
Ministry of Health, although the private sector functions independently in terms of fiscal
and organizational arrangements. The private sector provides high quality services
equipped with state of the art technology, and the private hospitals —especially in major
cities- provide hotel like services. Visitors to private sector hospitals or clinics are
generally seen by specialists without the need for a GP’s referral, as in the public sector,
thus forming a two tier health care system in Saudi Arabia with higher quality specialist
care provided privately for the ones who have the ability and willingness to pay for the
services. This is in contrast with receiving GP care in primary health care that can refer to

specialists if needed in the public sector. According to the Saudi Medical Directory
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(1999) in 1997 there were 84 private hospitals serving 12 health districts, with a total
capacity of 8185 beds. There were also 611 medical centres and 775 private practices or
clinics. Private support services included 43 medical laboratories, 11 physiotherapy
centres, 749 optical centres, 273 pharmaceutical warehouses and 3178 pharmacies. The
regional distribution of private physicians and hospital beds for the year 2001 is as

mentioned above.

2.4.3. Traditional medicine

Traditional medicine practice is mainly divided into healers by herbs, healers by
cauterising, healers who use air cups and bone plasterers (Rukn, 1997), although they are
not widely referred to for the provision of health services, as reported in the 1996 Saudi

Arabia Family Health Survey.

Using herbs for the alleviation of some signs and symptoms is widely practiced such as
the use of special herbs for gastrointestinal diseases, renal system disorders, liver disease

and infertility.

Cauterising, which is the process of heating the edge of a broad headed nail with a flame
and placing it for one or two seconds on the site of treatment, is used or the treatment of
various problems especially the ones related to the musculoskeletal or the neural systems,
such as joint pain, displacement of joints especially the vertebrae and to cure some types
of paralysis. It is also used, but to a lesser extent, to treat some symptoms such as
headaches, throat aches and liver tumors (Rukn, 1997).

Air cups are used to alleviate back pain and help cure respiratory diseases, as it is thought

to suck out “bad blood” and thus help in curing from disease.
Bone plasterers are skilled mainly in correcting bone displacements, and they put special

herbs on broken bones and displaced joints for fast healing. They are generally sought for

musculoskeletal problems.
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2.5. THE EPIDEMIOLOGICAL PROFILE OF THE SAUDI POPULATION

2.5.1. Life expectancy and mortality indicators

2.5.1.1. Life expectancy

The mortality experience of a population is best expressed in terms of life expectancy at
birth, since it makes possible comparisons unbiased by age structure. This is compared to
crude death rates which may lead to misleading results when comparing two populations
one with a larger proportion of young people and the other with a larger proportion of
older people, while life expectancy reflects both childhood and adult mortality (Gray,
1993). In the early years of the development of Saudi Arabia, life expectancy was fairly
short and the chance of reaching fifty years of age was low (Al-Mufti, 1999). In 1960, it
was reported that life expectancy was 44 years (Al-Mazrou et al., 1995), but as a result of
the socioeconomic development of the country, including the development of the health
services, it was reported in the World Bank development indicators data base that life
expectancy in Saudi Arabia has reached 73 years, which is slightly higher than the 70

years reported for other upper middle income countries.

2.5.1.2. Infant and childhood mortality:

Infant mortality rate is a key indicator of the socioeconomic development of the
community (Gray, 1993), and infant mortality is a major component of mortality
especially in developing countries (WHO, 1992). It is relatively easy to measure and is
quite strongly related to adult mortality. It is also a useful measure of the success of
health programmes and policies and is a very sensitive indicator of inequity in the quality
of life within a population (WHO, 1992). In the following table the infant mortality rate
in Saudi Arabia during different time periods is displayed, showing the continuous

decline of infant mortality rate in the country.

Table 2.5. Infant mortality rates in Saudi Arabia across the years

Year Infant mortality rate per Source
1000 live births

1960 180 UNICEF

1970 120 UNICEF

1980 75 UNICEF

1983 65 UNICEF
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1985 52 National Child Health
Survey

2000 21 United Nations Statistics

Source: Al-Mufti, 1999

According to the World Bank data base the infant mortality rates in Saudi Arabia and
other countries grouped according to income level and the Middle East and North African

region in 2001 is as follows.

Table 2.6. Infant mortality rates in Saudi Arabia, the Middle East and North Africa and
other countries, grouped by income level in the year 2001

Country/countries Infant mortality rate per 1000 live births
Saudi Arabia 23
Middle East & North Africa 44
Low income 80
Lower middle income 33
Upper middle income 31
High income 5

Source: World Bank development indicators data base

It can be seen from the table that the infant mortality rate in Saudi Arabia is almost half
of that in other Middle Eastern and North African countries and is also better than the
average of other counties within the same category of income, upper middle income

countries.

Another important indicator of the health status of the population reflecting
environmental factors, nutrition and the effect of infectious diseases is the under five
mortality‘ rate. It was reported in Al-Mufti (1999) that according to the UNICEF under
five mortality rate in 1980 was 41 per 1000 live births, and in 1984 it was 39 per 1000
live births. According to Al-Mazrou et al. (1997) child mortality rate has dropped from
155 in 1973 to 63 in 1985. In the following table the under five mortality rates is reported
for Saudi Arabia, the Middle East and North African countries and other countries
grouped by income for the year 2001.
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Table 2.7. Under five mortality rates in Saudi Arabia, the Middle East and North Africa
and other countries, grouped by income level in the year 2001

Country/countries Under five mortality rate per 1000 live
births

Saudi Arabia 28

Middle East & North Africa 54

Low income 121

Lower middle income 41

Upper middle income 38

High income 7

Source: World Bank development indicators data base

It can be observed that the under five mortality rate in Saudi Arabia is much better than in
other Middle East and North African countries. It is also better than the average of the

countries within the same income category.

In Saudi Arabia, two country wide surveys were conducted covering infant and under
five child mortality rates. The first was the Saudi National Child Health Survey
conducted in 1987 by Al-Mazou et al. as a household survey covering 9000 Saudi
households and interviewing 8400 ever married women. It was reported that for 1985 the
infant mortality rate and child mortality rate were 55 and 63 for males and 50 and 58 for
females. This lower female mortality rate is the same as reported in developed countries.
Regional differentials were reported. Lower rates were reported in the Eastern and the
Western regions, compared to the Central region where the capital is situated. This was
explained by the long and more frequent exposure of the Eastern and Western regions to
other developed countries through trade and commerce, which might have affected
lifestyle and behaviour. While the Southern region, which has the largest proportion of
the rural population, has experienced the highest rate of infant and child mortality, since
the rural population has a significantly higher rates of both infant and childhood mortality

with its lower standards of living and lower educational levels.
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Table 2.8. Infant and child mortality rates per 1000 live births per year by region of
residence, 1985 .

Residence/region IMR (<lyear) CMR (<5years)
Urban 47 53
Rural 68 91
Central 52 63
North 52 63
South 74 95
East 44 51
West 45 60
Average 52 63

Source: Al-Mazrou et al., 1997

It was also found that the mean number of deceased children increased with an increase
in mother’s age, the number of children previously born and increased parity, which are
themselves related to each other. Reproductive behaviour, including higher rates of
consanguineous marriage, lower rates of maternal care, and non institutional delivery and
diarrhoea care were associated with both higher infant and child mortality rates.
According to Al-Mazrou et al. (1997), multivariate analysis illiteracy of the mother and
father and a lower grade of father’s occupation were found to be associated with higher
rates of infant and childhood mortality. In addition to living in houses with an 'earth
floor', drinking water from wells or ponds and using an open field for defecation, were
related to an increase in the infant and child mortality rates. This indicates that better
living conditions can contribute to the reduction of infant and under five mortality in

Saudi Arabia as well as the improvements in education.

In the 1996 Saudi Arabia Family Health Survey, it was reported that for the Saudi
population the infant mortality rate for the calendar period 1992-1996 was 21.4 and the
under five mortality rate was 29 per 1000 live births. Analysing this into greater detail, it
was found that the neonatal mortality rate was 11.7, the post-neonatal mortality was 9.7
and the child mortality rate excluding infants was 7.7 per 1000 live births. It was also
reported that when around 97% of babies were expected to survive to their fifth birthday,
neonatal mortality accounted for 40% and infant mortality for 74% of all childhood
deaths. At this level of mortality, one in forty-seven children would die within the first
year of life, and one in thirty-four children would die before reaching the age of five.
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Urban infant mortality (18.3 per 1000) was about 36% lower than rural infant mortality
(27.9 per 1000). Urban advantage extended to a lower under-five mortality rates (26.0 per
1000) compared to the rural under-five mortality (35.2/1000). This was explained by the

modern urban environmental effect and possibly the effect of better parental education.

Regional differentials were also reported. Children living in the Eastern region were
reported to have the best prospects of survival, with an infant mortality of 15 deaths per
1000 live births and under five mortality rate of 18 deaths per 1000 births in the period
1992-1996. The Southern region was reported to have the highest infant mortality and
under five mortality rates. The rates and regional differentials are different from the 1985
Al-Mazrou et al. findings and it indicates lower infant and under five mortality rates for
all the regions in Saudi Arabia with the narrowing of the gap between urban and rural

areas.

Table 2.9. Infant and child mortality rates per 1000 live births per year by region of
residence, 1992-1996

Residence/region IMR (<1 year) CMR (<5 years)
Urban 18.3 26.0
Rural 279 35.2
Central 21.8 27.5
North 24.8 27.8
South 27.1 36.2
East 14.8 17.6
West 19.3 31.2
Average 214 29.0

Source: Khoja et al., 2000

There are small differences in the reported infant mortality rates between the Central and
the Western regions, but the Western region seems to have higher childhood mortality.
The Southern region, as reported in 1985, seems to have the highest mortality rates. It
was also found that there is a positive association between mother’s literacy status and
the survival of her child, with children born to mothers with little or no education having
the lowest chances of survival. Infant mortality rate was reported to be 21.1 for males and

21.8 for females, while under five mortality rate was reported to be 30.1 for males and
26.8 for females.
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Regarding maternal age, children born to women under 20 years of age and to women
ages 40-49 were reported to be at an excess risk of dying than are those born to women in
their twenties or early thirties. The lowest chances for survival for these children were
reported to be during the neonatal and post-neonatal period, which reflects the high risks
and poorer outcomes of these women’s pregnancies. The pattern of high mortality among
children born to women at the extremes of the reproductive ages is common in
developing societies. It is thought to be associated with selectivity in respect of socio-
economic factors, though it is directly affected by physiological determinants. It was also
found that first order births and order sevens or higher births have an excess risk of dying
at all ages of childhood. This may be affected by physiological factors. It is exacerbated
by the effect of socioeconomic status for higher ordered births, since women with a lower
education are more likely to be of a lower socioeconomic status, and rural women are
more likely to have more children (Khoja et al., 2000). Infant mortality was found to be
three times more among live births that occurred after an interval of less than two years,
compared to intervals of two to three years. This suggests that mortality risks for Saudi
children can be substantially reduced when the interval between births increases to more
than two years. This maybe explained by physiological factors, including maternal

deprivation of natural resources.

2.5.1.3. Maternal mortality

The maternal mortality rate has long been used as an indicator of the level of the maternal
services and of the health status of populations. In Saudi Arabia maternal mortality
reports have been done mainly through hospital reports. Tracing the levels of mortality
rates in Saudi Arabia across the years, Al-Mufti et al. (1999) have mentioned the reports
of maternal mortality in some maternity hospitals in different cities in the country in the

1970’s and the start of the 1980’s. This information is presented in the following table.
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Table 2.10. Maternal mortality rates in selected hospitals in the 1970’s and early 1980’s

The hospital Year Maternal mortality for
100,000 live births
Maternity hospital in Al- 1971 1153
Medinah 1976 207
1977 123
1978 114
Maternity hospital in 1978 78
Riyadh 1979 32
1980 51
1981 20
1982 22
1983 25
Maternity hospital in
Dammam 1983/1984 5

Source: Al-Mufti, 1999

It can be observed from the table that there was a decrease in maternal mortality rate in
Al-Medinah city maternity hospital, in the Western region, and a decrease in maternal
mortality in Riyadh’s maternity hospital, in the Central region, until 1981. The maternal
mortality in Dammam’s maternity hospital is very low, similar to maternal mortality rates
in developed countries. This is probably due to the early establishment of modern health
care facilities and health programmes by the oil-producing company ARAMCO decades
before the development of the health care facilities in other regions of the country.
Riyadh’s maternity hospital has probably displayed lower maternal mortality rates
compared to Al-Medinah because it is the capital, and resource availability and
socioeconomic development would be expected to be more advanced in the capital

compared to other cities.

In a longitudinal study carried out by Chattopadkhyay and Edrees (1988) in the Maternity
and Children’s Hospital in Riyadh —~where most of the institutional deliveries in Riyadh
took place- maternal mortality was reported to be for the years 1978-1980, 1981-1983,
1984-1986 to be 52, 21 and 29 per 100,000 live births. The increase in maternal mortality
in the period 1984-1986 was not explainable, since it was reported that there were
significant improvements in maternal care at this time period. The main cause of death

was hemorrhage (20%) and associated diseases (25%) out of which 75% were reported to
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be preventable. Factors that were considered to be closely associated with death due to
hemorrhage were maternal age being over forty years old, having five or more children,

previous cesarean section, road journey and a delay in blood transfusion.

According to the information provided in the World Development Report (2000) the
average of maternal mortality rate in countries of different income levels and in the
Middle East and North Africa in the time period 1990-1997, as calculated by the writer,

is as presented in the following table.

Table 2.11. Maternal mortality rates in Saudi Arabia, the Middle East and North Africa
and other countries, grouped by income level in the period 1990-1997

Countries Maternal mortality per 100,000 live births
Saudi Arabia 18

Middle East and North Africa 301.8

Low income 617.1

Lower middle income 148

Higher middle income 90.7

High income 11.5

Source: Calculations based on information provided in the World development report,
2000

It can be observed from the table that the maternal mortality rate in Saudi Arabia is closer
to high income countries and is much lower than what was reported in higher middle

income countries, which are considered to be in the same income category as Saudi
Arabia.

In the first country wide study of maternal mortality in Saudi Arabia Al-Meshari et al.
(1996) have applied a prospective national survey using a multistage sample of all
hospitals in Saudi Arabia. The subjects were women who died or who were dead on
arrival at the hospital, during pregnancy or within 6 weeks of the end of the pregnancy,
during the period from August 1989 to June 1992. Over 90% of deliveries in Saudi
Arabia are institutional deliveries mainly at hospitals (Khoja et al, 2000). Women who
suffer from critical conditions are more likely to be taken to hospitals, and death of

pregnant women at home during delivery is likely to invite legal investigation to dispel
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foul play, which makes hospitals the best place for conducting this type of study. It was
found that maternal mortality rate was 18 per 100,000 live births (155/880, 248).

The majority of maternal deaths occurred in unbooked mothers of low socioeconomic
status and low educational level. This indicates the importance of the assessment of the
factors that affect prenatal care utilisation, to identify the characteristics that lead to the
non attendance of prenatal care sessions and devise the corresponding corrective policies.
The incidence of maternal deaths was lowest in women under 20 years and rose gradually
with age, which is partly due to the increased incidence of health problems. Women over
35 years constituted 20% of deliveries but contributed to 43% of the maternal deaths.
The pattern of maternal mortality with parity was J shaped, being lowest for women in
their second to sixth parity, and since parity increases with age the group of older women
of high parity form a high risk group, needing careful monitoring since birth control is
considered to be socially undesirable due to the preference of large families. The major
causes of maternal deaths were akin to developed and developing countries. The major
causes of maternal deaths were reported to be hemorrhage (27%), pulmonary embolism
(17%), ruptured uterus (14%), hypertensive disorders (12%) and abortion and
hydatidiform mole (11%). Each of the other causes of death contributed to less than 10%
of the total deaths.

It can be observed that in the last decades maternal mortality has decreased in Saudi
Arabia, with the rapid improvements in the socioeconomic status and the infrastructure of
Saudi Arabia including the provision of public sanitation and free public health care
services. Certain obstacles still remain, including the relatively high level of female
illiteracy and the preference of large families, putting women at a higher risk of having
medical complications with the increased age and higher parity. Higher parity was
reported by Khoja et al. (2000) to be associated with rural residence, Southern region
residence and lower educational levels. Thus, women with these characteristics can be
considered at a higher risk for which the maternity health care programmes should try to
pay extra attention to, especially where it is expected to have a lower rate of attendance to

prenatal care clinics.
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2.5.1.4. Reasons for the mortality decline
Many theories have been proposed for explaining mortality decline. The most prominent
are those that attribute the decrease in mortality rates to the rising levels of income and

better nutrition, modern health technologies and sociocultural developments.

McKeown and his colleagues (1955, 1962, 1975) argued that in the nineteenth century in
England and Wales mortality rates declined before the introduction of modern medical
technologies, attributing mortality changes to the improved economic and social
conditions. Through the provision of clean water and an efficient sewage disposal system,
sanitary reforms controlled many of the diseases that caused a high mortality rate. It was
noted that in the twentieth century in England and Wales 45.3% of the decline in
mortality was due to the reduction of air borne diseases. They argued that the reduction
was brought about by higher per capita income, better food intake and improved
nutritional status. This theory can be applied to the Saudi Arabian context with the
increased levels of income and the accompanying improvements in living conditions and
higher availability of food after oil production, in addition to the vast developments in the
infrastructure of the country, including sanitary facilities,‘which could have contributed
to the mortality decline.

Other writers have attributed improvements in modern health technology as the causative
factor for the mortality decline. They argued that even where income levels are lower
advanced medical technology can reduce mortality rates (Davis, 1956; Preston, 1975,
1980, 1985; Da Vanzo & Habicht, 1986; Da Vanzo, 1988). Preston (1975) analysed the
relationship between income and health across countries in 1930 and 1960. He found that
at any given income, life expectancy in 1960 was higher than life expectancy at the same
income level in 1930. He postulated that this change could be best explained by the
improvements in technology, explaining 80% of the mortality decline. Latter regression
by Preston (1980), including data from a large sample of countries for the years 1940-
1970 with per capita income, calorie consumption and literacy as independent variables,

showed that 50% of the mortality decline could be attributed to a structural shift.
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Alternatively a number of writers have stressed the importance of access to health
services (Cleland & van Ginneken, 1989; Fosu, 1989; Basu, 1990). The important factors
were specified to be the availability of the services, especially their distribution and
affordability, and practices of the health care providers. This can be applied clearly to the
Saudi Arabian context especially after the 1970’s when the infrastructure of the health
care system and its programmes had developed dramatically, coinciding with mortality

decline.

There has recently been an increasing emphasis on the role of culture and personal
behaviour (Caldwell, 1986; Caldwell et al., 1990; Szreter, 1988; Woods et al., 1988).
These authors emphasised the key roles of cultural attitudes and beliefs, and personal
behaviour as critical factors in mortality decline. According to Szreter, the 19th century
mortality decline in England and Wales have been misinterpreted by McKeown. He
proposed that public health campaigns and changing personal hygiene were more
important determinants of mortality decline. Caldwell (1986) has argued that, using
evidence from Sri Lanka, Costa Rica and Kerala, the key sociocultural factors, such as
the autonomy of women, political awareness, which demanded the right to services,
equality of intra-household food distribution, and social policies to provide a minimum
level of nutrition to the whole population, have - in combination with strong
governmental support through expenditure on health and education, easily accessible
health services, universal immunisation and widespread of prenatal medical care- led to
the mortality decline. In the United States, Ewbank and Preston (1990) have found that
simple preventive measures, such as breastfeeding of babies, washing hands before
preparing meals, isolating the sick, boiling milk and water, cleaning baby bottles, and
keeping flies away from milk and other food, were major factors in mortality decline.
Though this theory cannot be fully applied to the Saudi context, several of its elements
can be said to be applicable, since there has been vast developments in the cultural
attitudes, beliefs and the health behaviour of the population, with the provision of free

education, medical services and social support services.
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Recently, all the three theories described above have been criticized for being incomplete
and insufficient. Murray and Chen (1993) have argued that the existing theories ignore
the contribution of other theories; thus, from their point of view, they fail to explain
mortality decline in full. Their view is that all the aspects of different theories should be
taken into account, and that the interactive role of income, technology and behaviour are
responsible for the mortality decline. They argue that this allows for the consideration of
the accumulated effect of health and social assets on the long-term mortality changes.
This in turn allows for the accommodation of all the possible effects of different factors

in mortality decline that are expected to have taken place in a country like Saudi Arabia.

2.5.2. Morbidity in Saudi Arabia

2.5.2.1. The incidence of notifiable infectious diseases

Across the years the incidence of immunisable infectious diseases has dropped. This is
mainly due to the high coverage of the EPI programme in Saudi Arabia. The incidence of
immunisable diseases in three different decades and recent infants’ immunisation

coverage is displayed in the following table.

Table 2.12. The incidence of immunisable infectious diseases across the years and 1999
infants’ immunisation coverage

Disease Year 1999 infant’s
1976 1987 1999 immunisation
coverage
Diphteria 4.4 0.2 0 93%
Pertussis 131.8 2.5 0.04 93%
Neonatal 1.6 0.5 0.02 93%
tetanus*
Poliomeyelitis 2.5 0.4 0 93%
Measles 391.3 294 14.03 91.3%
Mumps 96.17 1141 91.1%
Rubella 11.19 1.49 91.1%
Hepatitis B 33.4 15.32 91.6%

* Incidence per 1000 live birth
Source: Ministry of Health annual health reports 1983, 1998, 2001
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It can be observed from the table that the incidence of the immunisable diseases has
fallen dramatically in the last decades, and it can also be observed that infants’
immunisation rates were considerably high, with their values exceeding 90%.

The incidence of notifiable diseases in Saudi Arabia for the year 1999 is displayed in the
appendix, including the nationality and the sex distribution of these diseases. It can be
observed that these diseases do not form a major public health problem in the country. In
general, the incidence of notifiable diseases for Saudis and non-Saudis is considered to be
very close except for some diseases where the incidence is considerably higher among
Saudis. These diseases include childhood diseases such as measles, rubella and chicken
pox. This is probably due to the fact that the non-Saudi population is constituted mainly
of adults. In addition to that incidence of brucellosis is higher among the Saudi
population. On the other hand, some diseases have higher incidence among non Saudis.
These include neonatal tetanus where most of the cases reported for non Saudis are for
children of illegal immigrants. Meningococcal meningitis incidence is also higher among
non Saudis, which is due to the fact that most of the cases were reported for visitors of
the holy sites in Makkah and Al-Medinah. Added to that is hepatitis C which has a higher
incidence among non Saudis, due to the fact of carrying out a compulsory medical
checkup for foreign workers at their first entry to Saudi Arabia thus detecting the disease.
Regarding sex differences, in general terms, males tend to have a higher incidence of

notifiable diseases, which maybe due to their higher exposure to infectious agents.

2.5.2.2. The prevalence of chronic diseases

Since the prevalence of infectious diseases has fallen dramatically in the last decades,
accompanied with the longer longevity of the population, chronic diseases are gaining
more importance in Saudi Arabia. In this section the prevalence of some commonly

reported chronic conditions and associated factors are briefly described.
Hypertension:

The prevalence of hypertension in Saudi Arabia is low, compared to many other

countries around the world, which ranged from slightly under 15% to as high as 50%
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(Sonkodi et al., 1989; Weiller et al., 1989; Young, 1991; King et al., 1994; Giles et al.,
1994, Giles et al., 1994; Burt et al.A, 1995; Burt et al.B, 1995).

It was reported, in the country wide household survey carried out by Al-Hazmi et al.
(1998) where blood pressure measures were taken, that the overall prevalence of
hypertension in males in different geographical areas ranged from 1.4 to 18.71%, and in
females it ranged between 0.9-14%. The highest prevalence of hypertension was in the
Eastern Province and the lowest was in the Central and South-Western Provinces. These
differences, as indicated by the authors, might have occurred due to the genetic makeup,
since dietary habits, life style and other environmental factors do not appear to differ
significantly, at least to the extent that would lead to such large differences in prevalence,

leading to the wide range observed in the study (Al-Hazmi et al., 1998).

In another country wide household survey where the prevalence of arterial hypertension
was measured, whose results were reported by Al-Nozha & Osman (1998), it was found
that among the adult population the prevalence of hypertension was 5.3% for systolic
hypertension and 7.3% for diastolic hypertension. The highest prevalence of systolic
hypertension was reported in the Farsan island (8.9%) and the lowest was reported in
Aseer (2.2%) situated in the South-Western region of the country. It was found that the
prevalence of systolic hypertension increased with age, with its highest prevalence seen
among 40-75 years old participants. The highest diastolic hypertension was reported in
Al-Qaseem (10.6%) in the Central region and the lowest in Makkah (4.2%) in the

Western region.

Diabetes mellitus:

A total of 25,337 Saudis were screened for diabetes mellitus in the different regions of
Saudi Arabia in order to measure its prevalence by El-Hazmi et al. (1998). The
prevalence of insulin-dependent diabetes mellitus, non-insulin-dependent diabetes
mellitus and impaired glucose tolerance in the male population was found to be 0.23%,
5.63% and 0.5% respectively, and in the female population the prevalence was 0.3%,

4.53% and 0.72% respectively; thus the prevalence of non-insulin-dependent diabetes
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mellitus was higher among males, which is contrary to the developed countries findings.
The highest prevalence of insulin-dependent diabetes mellitus occurred in the Eastern
Province, and the highest prevalence of non-insulin dependent diabetes mellitus was
reported in the North-Western Province. A significant increase in the prevalence of
diabetes mellitus was reported with increased age. The overall prevalence of non-insulin-
dependent diabetes mellitus in the Saudi population was 0.12% and 0.79% in those below
the age of 14 years and those aged 14-29 years, respectively, and it increased to 28.82%
and 24.92% in males and females, respectively, in those over 60 years of age. The
prevalence of non-insulin-dependent diabetes mellitus in various regions for those aged
45-60 years range was between 16.69% and 23.45% and for those aged 60 and above the
prevalence range was between 19.73%-37.64%, which places Saudi Arabia among the
countries of the world which are classified as high prevalence countries (King & Rewers,
1993). The possible etiological factors involved in the high prevalence may include the
high prevalence of obesity, the Saudi diet being rich in carbohydrates, a sedentary life

style and possibly genetic factors.

In another household survey conducted earlier in the various regions of Saudi Arabia by
El-Hazmi et al. (1996), in order to determine the prevalence of diabetes mellitus and
impaired glucose intolerance, it was found that in the overall group (two to 70 years) the
prevalence of insulin-dependent diabetes mellitus, non-insulin-dependent diabetes
mellitus and impaired glucose tolerance was 0.19%, 5.5% and 0.5% in Saudi males and
0.24%, 4.56% and 0.9% in Saudi females. The results show that in the age group 30 years
and above diabetes mellitus is deemed to be a bad problem, where 17.32% and 0.18% of
males suffer from non-insulin-dependent diabetes mellitus and insulin-dependent diabetes
mellitus, respectively, and 12.18% of females were reported to have non-insulin-

dependent diabetes mellitus, while 0.18% had insulin-dependent diabetes mellitus.
Compared to the other country wide survey, males were also reported to have a higher

prevalence of non-insulin dependent diabetes mellitus. Compared to other countries, it

was also found that Saudi Arabia has a considerably high prevalence of diabetes mellitus,
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which indicates the need to improve the public awareness about diabetes mellitus and to

try to reduce its risk factors.

Coronary heart disease:

Regarding the prevalence of coronary heart disease, there has not been a country wide
survey conducted in order to assess the distribution of this health problem except for what
was reported in the 1996 Saudi Arabia Family Health Survey. But some studies have
been conducted for the assessment of its risk factors. In a Saudi population representative
survey assessing the prevalence in Saudi Arabia of hypercholesterolemia, which is an
important factor in the development of coronary heart disease, it was found that the
prevalence of hypercholesterolemia was higher for rural male and urban female subjects.
Female subjects had also a higher rate of obesity. The prevalence of

hypercholesterolemia was found to rise with increasing age (Al-Nuaim, 1997).

In another epidemiological household survey it was found that the mean total cholesterol
level was significantly higher for females, compared to males, and that it was
progressively increasing with age, reaching a maximum at the fifth and sixth decades for
males and females, respectively (Al-Nuaim et al., 1996). Higher total cholesterol levels
were reported to increase with increasing BMI values, indicating that an increase in
weight is a significant factor in raising cholesterol levels (Al-Nuaim et al., 1996). In an
attempt to compare white collar to blue collar workers in Jeddah in their risk of
developing coronary heart disease in the coming five year period it was found that there
were 33.9% of white collar workers classified as at highest risk to develop coronary heart
disease compared to 13.4% blue collar workers, while blue collar workers were more
represented in the lowest risk group. These differences were accompanied by the reports
of higher mean ages, increased working hours and a tendency for an increased fat

consumption for white collar workers (Abalkhail, 1998).
Obesity:

As obesity is considered a major contributor to either precipitating or aggravating chronic

illnesses such as hypertension, diabetes mellitus and cardiovascular diseases, the
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prevalence of overweight and obesity of the Saudi population was measured by applying
a cross-sectional national epidemiological household survey by Al-Nuaim et al. in the
time period 1990-1993. It was found that the mean body mass index for females was
significantly higher than for males. There was a progressive increase of body mass index
for male and female subjects with age, reaching its maximum at the start of the fifth
decade. The prevalence of overweight among males was 29% compared to 27% for
females, while the prevalence of obesity among females was 24%, which was
significantly higher among females in all regions, compared to males who had an obesity
prevalence of 16%. The prevalence of overweight among Saudis was similar to the
reported prevalence from developed countries, but the prevalencé of obesity especially
among females was several times higher than what was reported previously in the

developed countries, as shown in the following table.

Table 2.13. Comparison of the prevalence of overweight and obesity in different
countries*

Country Age range Overweight (%) Obesity (%)
(years) Males Females Males Females
Saudi Arabia 15-90 29 27 16 24
USA 20-74 34 24 12 12
Sweden 16-84 35 24 7 8
Italy 15-90 39 25 7 6
Australia 25-64 34 24 7 7

*WHO criteria were used for defining overweight and obesity
Source: Al-Nuaim et al., 1996

Overweight was found to be highest among residents of the Central region, while the
prevalence of obesity was highest in the Eastern and Northern regions, respectively. The
highest prevalence of obesity in the Eastern region was explained by the fact that this
region had the earliest exposure to Western life style and processed fatty foods, which

may have contributed to the high prevalence of obesity.

In a further analysis of the survey data Al-Nuaim et al. (1997) have applied multiple
logistic regression analysis testing for the effect of the sociodemographic variables as
predictors of obesity. They found that the prevalence of obesity was significantly higher

among females compared to males, which is partly due to the less physical activities
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carried out by Saudi women coupled with the biological factors such as multiple
pregnancies. It showed a gradual increase with age, reaching its maximum at the age
group 40-49 years old. This increase with age is probably in part due to the decline in
physical activities and slowing metabolism. It was lower in rural residents compared to
urban residents, which is mainly due to the higher physical activities carried out by rural
residents. The prevalence of obesity was significantly higher in the Eastern and Northern
regions, as indicated by the previous analysis. It was also higher in literate persons who

probably have higher incomes and a more sedentary life style.

Cancer:

The prevalence of cancer has not been reported previously by researchers nor by the
Ministry of Health in Saudi Arabia. But information regarding types of cancer cases
being referred to the King Faisal Specialist Hospital, the main source for cancer treatment
in Saudi Arabia, has been reported in the annual health reports by the Ministry of Health.
The latest health report (2001) showed that the highest prevalence of cancer for males
was Leukemia which was reported for 10.4%, followed by brain tumors which was
reported for 7.1% of the cases and for females breast cancer was the major type of cancer
reported constituting 24.6% of the female cancer cases, this was followed by thyroid
gland tumors reported for 11.5% of female cancer cases. Regarding children who were
referred to the KFSH 30.5% of the cancer cases were leukemia, 21.3% of the cases were
brain cancer, 13.6% were lymph nodes cancer and 10.5% were soft tissue cancer while
other forms of cancers formed less than 10% of the cases. According to the Saudi Arabia
Family Health Survey the prevalence of cancer is only 0.1% for Saudi Nationals, which

may indicate that cancer is not a major health problem in Saudi Arabia.

Bronchial asthma: _

Regarding the prevalence of bronchial asthma —aside from the Saudi Arabia Family
Health Survey, 1996- there was no country wide study carried out investigating its
prevalence. In an attempt to measure the prevalence of asthma among school children
aged 7-12 Al-Frayh et al. (1992) have found that the prevalence of children with a chest
wheeze was the highest in Jeddah city in the Western region (12.6%), followed by
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Riyadh in the Central region (11.9%) and with the lowest prevalence in Damman in the
Eastern region (6.6%). A family history of bronchial asthma was found to be associated
with a higher prevalence of asthma in children. In children, bronchial asthma prevalence
was reported by El-Gamal et al. (1993) to be higher among males, while for adults
bronchial asthma was found to be more prevalent among females. In addition, a higher
prevalence of asthma was reported for individuals with a family history of bronchial
asthma which was reported previously by Al-Fray et al. (1989). Repeated episodes of
asthma attacks were reported to be observed to increase with age and were more severe in
males, compared to females in an accident and emergency department in Riyadh city
(Ibrahim et al., 1993).

Chronic conditions’ prevalence in the Saudi Arabia Family Health Survey:

The reported prevalence of selected chronic diseases is displayed in the following table
by age and sex. It was found that the most frequently reported chronic condition for both
males and females were high blood pressure, diabetes and joint disease whose prevalence
has risen steadily with age. Among those under 15 years of age, asthma was the most
frequently reported chronic condition. Among males aged 50 and over, the most
frequently long standing illness was diabetes, with a prevalence rate of 20%, followed by
high blood pressure, with a prevalence rate of 15%, and joint disease by 13%. For
females ages 50 and over, joint disease was the most commonly reported illness, with a
prevalence rate of 29%, followed by high blood pressure, with a prevalence rate of 24%,
and diabetes, with a prevalence rate of 20%. The reported prevalence for heart disease for

those aged 50 years and older was 4% for males and 3% for females.

Table 2.14. The percentage of Saudi patients aged 15 years and older reported to have
ever had specific chronic conditions confirmed by a doctor, by age and sex in Saudi

Arabia, 1996
Condition Age Total
15-19 20-29 | 30-39 | 40-49 50-59 60-69 70+

Hypertension Males 0.0 0.5 2.4 6.1 11.5 16.9 16.3 44
Females 0.3 1.1 44 11.6 21.7 24.3 23.8 6.5
All 0.1 0.8 35 8.6 17.1 19.7 19.3 54

Heart disease | Males 0.2 0.3 0.8 1.4 2.3 47 54 1.3
Females 04 0.6 0.8 2.0 2.7 33 5.3 1.2
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All 0.3 0.5 0.8 1.7 2.5 4.1 53 1.2
Diabetes Males 02 0.4 3.5 10.4 18.7 23.0 19.3 6.3
Females 0.3 0.5 3.0 9.1 20.9 20.9 17.0 5.4
All 0.3 0.5 3.0 9.8 19.9 222 18.4 5.8
Joint disease | Males 0.4 0.7 1.7 34 7.9 11.3 17.4 3.5
Females 0.9 2.5 8.0 15.7 24.8 27.1 26.8 8.7
All 0.7 1.7 52 9.1 17.1 17.2 21.2 6.1
Asthma Males 3.7 2.4 2.8 3.8 44 6.2 5.1 42
Females 2.7 34 5.6 7.0 6.8 10.3 7.9 4.0
All 3.2 2.9 44 53 5.7 7.7 6.2 4.1
Gastric ulcer | Males 0.1 1.1 3.2 3.5 4.1 3.0 3.5 2.0
Females 0.6 1.5 3.0 40 4.8 5.3 42 2.4
All 0.4 1.3 3.1 3.7 45 3.9 3.7 2.2
Kidney Males 0.3 0.5 1.2 2.2 2.7 2.3 24 1.2
disease Females 0.9 1.8 2.9 33 2.7 2.5 1.9 2.1
All 0.6 1.2 2.2 2.7 2.7 2.4 2.2 1.7
Persistent
headache Males 1.2 1.5 47 4.3 42 5.2 4.8 3.0
Females 3.0 6.3 9.9 10.3 9.9 7.7 8.3 7.1
All 2.1 4.1 7.6 7.1 73 6.2 6.2 5.0
Bases Males 4841 4996 3102 2239 1660 1488 1093 | 19419
Females 4934 5604 3767 1904 2005 884 750 | 19848
All 9775 10600 | 6369 4143 3665 2372 1843 | 39267

Source: Khoja et al., 2000

Regarding high blood pressure for those aged 15 years and older, the prevalence was

4.4% for males and nearly 6.5% for females. For both sexes the prevalence of high blood

pressure rose with age. The Saudi Arabia Family Health Survey showed that the

prevalence rate of diabetes mellitus was about 3% for the total population and about 6%

in those aged 15 years and older. The prevalence is about equal in males and females. For

both sexes the prevalence rate increased from less than 1% in those aged 20-29, to 10%

in those aged 40-49 and to about 20% in those aged 50 years and over. According to the

1996 Saudi Arabia Family Health Survey, arthritis is one of the leading causes of

disability. Among those aged 15 and over the prevalence of joint disease was 3.5% for

males and 8.7% for females. For both sexes the prevalence rose with age, and the

prevalence at all ages was higher for females than males. The prevalence of asthma was
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reported to be 4% of the total population, and it is higher for females, compared to males
from the age of 20 years and over. The prevalence of gastric ulcer was 2.2%, with a
higher prevalence for females than for males. Regarding kidney disease the overall
prevalence was 1.7%, with females having a higher prevalence of 2.1% compared to men
who had a prevalence of 1.2%, while the prevalence of a persistent headache was 5% for
the total population, which was also higher in females than in males with a prevalence of
7.1% compared to 3.0%.

Regarding cardiovascular disorders several diseases were included under this
categorization. These were cardiac disease, other heart trouble, stroke and high blood
pressure. High blood pressure was included because it is a well known risk factor of
coronary heart disease. The following table includes the prevalence of cardiovascular

disease for males and females in different age groups.

Table 2.15. The percentage among persons 15 years and older reported to have ever had a
doctor diagnosed a cardiovascular disorder by age and sex in Saudi Arabia, 1996

Sex Age Total
15-19 | 20-29 | 30-39 | 40-49 | 50-59 | 60-69 70+

Males 0.2 0.8 32 7.2 133 19.6 20.6 5.4

Females | 0.6 1.7 5.0 12.8 233 25.9 272 7.3

Total 0.4 1.2 4.2 9.7 18.8 22.0 23.3 6.4

Source: Khoja et al., 2000

Among those aged 15 and over the prevalence of cardiovascular disorders was 5.4% for
males and 7.3% for females. At all ages women were more likely to have reported a
cardiovascular disorder. Among males the prevalence showed an increase with age from
about 1% in those aged 20-29 to about 7% in those aged 40-49 and 20% in those aged 60
and over. Among females the prevalence increased from about 2% in those aged 20-29 to
about 13% in those aged 40-49 and about 26% in those aged 60 and over.

It is clear from the data above that the most prevalent chronic conditions in the Saudi
population are cardiovascular disorders, joint disease, diabetes, high blood pressure and
persistent headaches. Females seem to suffer from more chronic conditions than men,

which may partly be attributable to the more sedentary life style of women, and a higher
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rate of obesity, which are contributory factors to the occurrence of some chronic

conditions. Chronic conditions were also generally found to increase with older age.

2.5.2.3. The distribution of diseases among primary health care centres visitors and
visitors of outpatient hospital departments

In order to have an idea about the health problems that lead to the general practitioners'
visits in primary care centres, the following table shows the distribution of primary health

care visits according to disease conditions in the year 2000.

Table 2.16. The distribution of primary care visits according to disease conditions in the
year 2000

Disease Number of visits Percentage
Infectious and parasitic 165809 0.58
diseases

Intestinal helminthiasis 212897 0.75
Diabetes mellitus 857457 3.02
Anemia 322113 1.13
Eye disease 1066455 3.75
Ear & mastoid disease 474653 1.67
Hypertension 558120 1.96
Anal and perianal diseases 107273 0.38
Upper respiratory tract 10093610 35.52
infections v
Pulmonary infections 180803 0.64
Chronic obstructive 720623 2.54
pulmonary diseases

Foreign body in eye, ear & 43064 0.15
nose

Dental and gum diseases 1353823 4.76
Diseases of the stomach, 2555947 9
oesophagus and intestine

Urinary tract infections 571857 2.01
Diseases of female breasts 62400 0.22
Inflammations of female 173728 0.61
pelvic organs

Disorders of menstruation 231571 0.82
and bleeding

Diseases of the skin and 1670958 5.88
subcutaneous tissue

Diseases of the 2508686 8.83
musculoskeletal system
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Fractures, dislocation of 241677 0.85

bones and joints

Burns ' 87884 0.31

Complications of pregnancy 536531 1.89
Open wounds 553331 1.95

Others 3061533 10.78
Total 28412803 100

Source: Ministry of Health Statistical Year Book, 2001

It can be noted from the table above that the most common health problem reported for
visitors of primary health care centres by far is acute upper respiratory tract infections
(35.52%), followed by visits due to diseases of the stomach, esophagus and intestine
(9%). This indicates the relatively high prevalence of acute respiratory infections and
possibly diarrhoea if some of the diarrhoea cases were categorized as diseases of the
intestine. This emphasises the importance of investigating the factors that lead to the
utilisation of health services in response to acute respiratory infections and diarrhoea.
Close to them are diseases of the musculoskeletal system (8.83%). The lowest reported
health problem among primary health care visitors is the presence of foreign bodies in

eyes, ears and nose (0.15%) and diseases of female breasts (0.22%).

In addition to primary health care centres, which are the first point of entry to the public
health care system, secondary specialists care in public hospitals' outpatient departments
can be referred to through primary health care GPs. In the appendix the distribution of the
Ministry of Health visits according to disease conditions and area of residence for the

year 2000 is given, along with their percentages in each of the mentioned areas.

Looking at the tables, the most common cause of visit to the public hospital outpatient
departments is for obstetrics and gynecology, being the most common cause for visiting
outpatient departments in Qaseem (19%) in the Central region, in Al-Ahsa (21.9%) in
the Eastern region, in Aseer (25.6%) in Bisha (20%) in Najran (17.3%) and in Al-Baha
(21.3%), all of which are in the Southern region. The higher percentage of outpatient
department visitors due to obstetrical and gynecological reasons in several parts in the
Southern region may indicate a higher prevalence of high risk pregnancies and a higher

prevalence of gynecological disorders in the region. This highest percentage of visit due
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to obstetrical and gynecological problems was also reported for Hafr Al-Baten in the
Northern region (40%), representing the highest percentage in Saudi Arabia. In the city of
Makkah in the Western region diseases of the digestive system predominate the visits to
outpatient departments, forming 48.25% of the reasons for outpatient department visits,
which indicates a high prevalence of this group of disorders. On the other hand, diseases
of the genitourinary system is by far the most common cause for visiting outpatient
departments in Hail in the Northern region, representing 48.4% of the reasons for visiting
outpatient departments. Chest disease is the major cause for visiting public hospitals'
outpatient departments in Al-Taif (21.1%) and Medinah (19.1%), in the Western region,
as well as in Tabouk (18.8%) and Al-Quarayyat (21.3%) in the Northern region. Heart
and blood vessels disorders form a small percentage of the reason for visit to hospitals'
outpatient departments, ranging between 0.4% in Makkah to 5.6% in Gizan, South of
-Saudi Arabia. Eye disease as a reason for hospital visits represent the highest percentage
of all causes in Jeddah city (21.8%) in the Western region and it represents a high
percentage in Hafr Al-Baten (16.1%) in the Northern region. ENT diseases represent the
highest percentage of the causes for hospitals' outpatient department visits in the
Northern Boundaries (18.2%) and form the second percentage of the diseases reported in
Riyadh (14.4%) and in Medinah (14.4%). Oral and dental diseases are the main reasons
for outpatient visits in Riyadh city (17.7%) and in Al-Sharkiah, in the Eastern region, and
the second highest cause for visits in Jeddah (18.8%). This may reflect a high referral rate
in the major cities in Saudi Arabia, due to higher levels of concern regarding this group
of diseases. Reports of injuries, fractures and burns are found to be highest among
residents in Al-Qurayyat (12.8%), forming the second cause for visit to outpatient

departments, and mental disorders are reported highest for residents in Al-Ahsa (15.4%).

Regarding diarrhoea, it has been reported for the year 2000 that 242161 cases of
children's diarrhoea have been registered at the Ministry of Health facilities. 75% of the
cases were children under five years; 52.4% were males and 47.6% were females. Only

2.9% needed hospitalization, and zero deaths due to diarrhoea were reported (MOH,
2001).
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2.6. THE EPIDEMIOLOGICAL TRANSITION IN SAUDI ARABIA

The theory of epidemiological transition focuses on the complex change patterns of
health and disease and on the interaction between these patterns and the demographic,
economic and sociological determinants and their consequences. As different stages of
the epidemiologic transition are not clear cut and they might overlap, this makes it
difficult to place a country like Saudi Arabia in a distinct epidemiologic transition phase.
In this section I will try to briefly describe the Saudi population characteristics in terms of

the outlines and the major components of the epidemiologic transition theory.

In the epidemiologic transition theory four successive stages are recognized. The first
stage is the age of pestilence and famine, where mortality is high and the average life
expectancy at birth is low, vacillating between twenty and forty years. The second stage
is the age of receding pandemics when mortality declines progressively, epidemic peaks
become less frequent, and the average life expectancy at birth increases from about thirty
to fifty years. The third stage is the age of degenerative and man-made diseases, when
mortality continues to decline and approaches a relatively low level. The average life
expectancy at birth rises until it exceeds fifty years, and fertility becomes a crucial factor
in population growth. The final stage of the epidemiologic transition is the age of delayed
degenerative diseases where a postponement of the ages at which degenerative diseases

kill and life expectancy is long.

Regarding mortality and population dynamics, the life expectancy of the Saudi
population has increased from 44 years old in 1960 (Al-Mazrou et al., 1995) to 73 years
old (Ministry of Health, 2001; World Bank, 2003). The total fertility rate is high in Saudi
Arabia, reaching a value of 5.7 as reported by the WHO (2002), which is mainly due to
cultural and religious reasons favouring a large number of children. Without a
governmental policy to encourage family planning the levels of fertility are not expected
to reach low levels in a foreseeable time period. This high fertility rate is combined with
a continuously decreasing mortality rate. Infant mortality rates have fallen from 170/1000
live births in 1960 (Al-Mazrou et al., 1995) to 23/1000 live births in 2001 (World Bank,
2003). Under-five mortality rates have fallen from 85/1000 live births at 1980 (Al-
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Mazrou et al., 1995) to 28/1000 live births in 2001 (World Bank, 2003) and maternal
mortality rates have fallen to a value of 18/100,000 live births for the period 1990-1997,
closer to the average maternal rates for developed countries. Thus, with the falling
mortality rates and a high fertility rate, population growth in Saudi Arabia is high,
compared to other countries around the world. It is, however, falling since it was reported
that in the 1980s the annual population growth was 7.9% (World Bank, 2000) while in
the 1990s the annual population growth fell to 3% (Ministry of Health, 2001; World
Bank, 2003). This decrease in population growth indicates lower fertility rates in the
1990s compared to the 1980s, since mortality declined in the 1990s, compared to the
1980s. But still a high proportion of the very young population to the older population is
expected to be maintained for quite a while before the population age distribution is
expected to take a distribution similar to developed countries, due to religious and
cultural reasons which favour large families. Like countries which completed the
epidemiologic transition, the urban population constitutes the 85% majority of the
population in 1998, while in 1980 only 66% of the population was reported to be urban
(World Bank, 2000).

Regarding the disease patterns in the country, the incidence of infectious diseases has
fallen dramatically within the last decades. This is in part due to the socioeconomic
development of the country, with the improvements in the standards of living for the
Saudi population and the development of the infrastructure of the country. This included
the provision of basic sanitary facilities, as compared to the time period before oil export,
after which the Saudi Arabian GDP has risen dramatically. Along with the rise in income
the educational level of the Saudi population has risen continuously. In the year 1960
male literacy rate was 15% and female literacy rate was 2% (Al-Mazrou et al., 1995). In
1997 male literacy rate was 85% and female literacy rate was 62% (World Bank, 2000).
This raised educational level is expected to have raised the health awareness levels and
improved the level of hygiene, thus contributing to the decrease in the incidence of
infectious diseases, in addition to the improvements in the nutritional status of the
population due to the high availability of highly nutritious food imported from all parts of
the World at affordable prices to all segments of the population. As mentioned above
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overweight and obesity -indicating a high calorie intake- are reported to be a health
problem in Saudi Arabia, in contrast to nutritional deficiencies and protein-energy
malnutrition which reported to be of high prevalence in less developed countries. These
reasons for the decrease in infectious diseases resemble the reasons for the decrease in
infectious diseases in the countries which fit the classical model of the epidemiological
transition. But the effects of socioeconomic development are not the only factors that
contributed to the decreases in infectious diseases and the accompanyihg mortality
decline. Medical and public health measures, including the major developments in the
health care system in the last three decades as mentioned previously, especially the
concentration on the role of basic primary health care and its distribution within the
country are expected to have played an important role in the control of infectious
diseases. Medical technology and massive health care campaigns, such as the EPI
programme and the maternal and child health care programme, are expected to have
contributed to the decrease in the incidence of infectious diseases and have contributed to
the decrease in maternal and childhood mortality. The important role of medical
technology and its effect on the health of the population and the mortality decline
resembles the effect of medical technology as specified in the delayed model of health
transition characteristic of developing countries in general. Medical technology, in
contrast, played its role later on in the Western traditional model of the epidemiological

transition.

Regarding chronic diseases, their levels are not as high as in countries which have
completed the epidemiologic transition, since the Saudi population is predominantly
young. But with the decrease in the incidence of infectious diseases, chronic diseases are
seemingly gaining more attention and concern by the health professionals, and with the
increase in life expectancy chronic diseases are expected to present a major health

challenge in the next few decades.
Applying the epidemiological transition theory, mortality patterns distinguish four major

successive stages. The first stage is the stage of pestilence and famine. This has already

been passed by the Saudi population. The second stage is the stage of receding pandemics
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where epidemics of infectious diseases are considered to be the major health threat. This
has also been passed by the population in Saudi Arabia, and life has exceeded fifty years
of age. The third stage is the stage of degenerative and man-made disease. This is the
stage at which the Saudi population would fit, since life expectancy has exceeded 70
years of age, and infectious and parasitic diseases are not the major cause of death in
Saudi Arabia, making only 3.6% and 3.5% of the causes of death for Saudi nationals and
non- Saudis. On the other hand, diseases of the circulatory system and injury, poisoning
and accidents represent 18.9% and 14.5% of the causes of death for Saudis and 14.9%
and 18.7% for non Saudis. Conditions originating at the perinatal period are found to
form a high percentage of deaths, having a value of 15.2% for Saudi nationals, indicating
its high contribution to infants’ and under-five mortality rates. It was reported that ill
defined conditions represent a large percentage of deaths, due to incomplete information
(MOH, 2001). This information is based on the deaths reported to the Ministry of Health
hospitals in 1999, coded as specified in ICD-10 coding scheme, which is provided in the
following table. It is worth noting that male deaths are higher than female deaths from all
causes for Saudi nationals as well as non-Saudis, and male deaths form 64% of all deaths

reported in Saudi Arabia.

Table 2.17.Deaths reported to MOH hospitals by cause of death and nationality, 1999

Cause of death Saudi Non Saudi

Total Percentage Total Percentage

Illdefined

symptoms,
signs and
conditions 4748 19.5 3815 34.1

Diseases of the
circulatory
system 4606 18.9 1662 14.9

Conditions
originating
during the

perinatal period 3716 15.2 1041 9.3

Neoplasms 1615 6.6 434 3.9

Diseases of the
blood & blood
forming organs 160 0.7 42 0.4

Diseases of the
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respiratory
system 1311 54 522 4.7

Congenital
anomalies 1099 4.5 324 2.9

Endocrine,
nutritional and
metabolic
disorders 933 38 259 2.3

Infectious and
parasitic
diseases 887 3.6 386 35

Diseases of the
digestive
system 602 2.5 296 2.6

Diseases of the
genitourinary
system 496 2 127 1.1

Diseases of the
nervous system 429 1.8 140 1.3

Diseases of the
skin and
subcutaneous
tissue 201 0.8 19 0.2

Pregnancy,
child birth and
puerperuim 19 0.1 19 0.2

Diseases of the
musculoskeletal
system 12 6 0.1

Mental
disorders 2

Injury,
poisoning and
external causes 3545 14.5 2093 18.7

Total 24,381 100.0 11,185 100.0

Source: The Ministry of Health Statistical Year Book, 2001

This classification of Saudi Arabia in the third stage of the epidemiologic transition is
not a clear exact fit since the population is predominately young. This is largely
influenced by culture and religion which lead to the preference of large family sizes, and
thus a high fertility rate, in addition to infant, under five and maternal mortality rates

which are higher than that in developed countries.
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2.7. CHAPTER’S SUMMARY

The Saudi health care system has developed substantially in the last three decades, and
the Saudi Arabian health care system is in the 26th place world wide, in terms of its
overall evaluation. Mortality rates have continuously declined, as has the prevalence of
infectious diseases. This was a result of the interplay of several factors, including the
development of the health care system. Chronic diseases are starting to emerge, but they
do not present a major challenge to the health care system, since the popuiation is
predominately young. Saudi Arabia can be considered at the start of the third phase in the
epidemiological transition, as indicated by the epidemiological profile of the Saudi
population. Aside from the developments in the Saudi health care system and the
improvements in the population’s health, future challenges remain in order to improve
the health care system and to further decrease mortality rates and improve the health
status of the population.
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Chapter 3

Literature Review

3.1. INTRODUCTION

In order to understand the factors relevant to health care use, a substantial amount of
literature has been written throughout the years, making reference to different traditions
of social sciences, including economics, sociology, psychology and epidemiology. These
studies have demonstrated the effects of various factors on health service utilisation, such
as sociodemographic characteristics, health beliefs, social obligations and support,
accessibility factors and, most important of all, the need to use health services. In this part
of the thesis I will briefly describe the main theoretical models that are used in studying
health services utilisation. Since the sociobehavioural model will be applied in this thesis,
the literature regarding the use of ambulatory health services will be approached
according to the model’s organisation of individual determinants of the utilisation of
health services that is predisposing, enabling and need factors, including studies from
both developed and developing countries. This is followed by a brief general critique of
studies of utilisation. The last part of the chapter will include the studies carried out on

the utilisation of ambulatory services in Saudi Arabia.

3.2. MODELS OF HEALTH CARE UTILISATION BEHAVIOUR

3.2.1. The health belief model

This model was developed independently by Hochbaum (1958), Kas! and Cobb (1966
a,b), and Rosenstock (1966,1974). It was originally developed to explain preventive
behaviour (Kasl and Cobb, (1966 a,b)). It is hypothesised that people will be motivated to
carry out preventive health activities in response to perceived threat to their health. Two
classes of variables were identified: ‘(1) the psychological state of readiness to take a
specific action, and (2) the extent to which a particular course of action is believed to be
beneficial in reducing the threat’ (Rosenstock, 1966). Both variables were argued to be

two dimensional. The individual’s readiness to act is determined by perceptions of
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personal susceptibility or vulnerability to a particular health threat and perceptions of the
severity which its threat might affect their life. The extent to which a course of action is
considered to be beneficial is a result of weighiﬂg the beliefs about the benefits to be
gained by a particular action against the costs or barriers to the health action. Thus, in
addition to the variables mentioned a cue to action is also considered, which serves as a
trigger to action, such as recent media attention to the issue. Within this context it is
assumed that demographic, personal, structural and social variables are to work primarily
on individual health motivations and subjective perceptions, rather than functioning as a

direct cause of action (Becker and Haefes, 1977)

The health belief model was adapted later to explain illness behaviour and help seeking
(Mechanic, 1978; Aday et al., 1980; Rogers et al., 1999). It takes into account the
following four groups of variables for the explanation of help seeking behaviour:

(1) Readiness to take a particular set of actions.

(2) Perceived benefits from using health care.

(3) Internal and external cues to action (e.g., internal cues such és pain, external cues

such as interference with daily activities).

(4) Modifying factors (e.g., gender, age, ethnicity, class, personality).

3.2.2. The rational choice model

The theoretical starting point of the rational choice model is that individuals make their
choices according to their preferences and the constraints they are confronted with
(Lindenberg, 1985). It views decision making as purposive and made by individuals who
weigh up costs and benefits of particular actions in situations with variable
characteristics, constraints and opportunities. It is prominent in the health economics
literature and has been used most extensively in examining decisions made by health
professionals (Rogers et al., 1999). It is useful in examining the utilisation of specialised
services in which costs and benefits are easier to identify, while it is less powerful and
relatively distant to the understanding of decision making for general services (Rogers et
al., 1999). However, it has been argued that both the health belief and the socio-
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behavioural models begin with economic psychology of a rational choice perspective,

and is then overlaid by modifications from social sciences (Pescosolido, 1992).

3.2.3. The social process, help seeking model

The social process approach to utilisation focuses on the interaction of patients with
others, and views motivations and determinants of decision making as subject to the
influence of a wide range of factors which are present in the individual’s environment
(Rogers et al., 1999). When people become ill they usually interpret and respond to
illness conditions based on their social and economic circumstances, personal
biographics, health beliefs, self-concepts and through reinterpreting present, past and
expected future of their health condition (Haug, 1981). Such illness experiences are seen
to be shaped by sociocultural and socio-psychological factors, irrespective of their
biological basis (Mechanic and Volkart, 1961). When applying this approach the primary
frame is illness behaviour; that is, “the way in which symptoms are perceived, evaluated
and acted upon by a person who recognises some pain, discomfort or other signs of
organic malfunction” (Mechanic, 1961). The time period in which the same deviations of
normal health occur is called an illness episode. These deviations necessitate decisions to
be made and actions to be taken (Laumann and Knoke, 1987), and under the social
process approach actions are seen to take patterns, combinations or sequences of choices

and decisions over the course of an illness episode.

One prominent approach that views help seeking as a social process is the illness career
approach, which is “a sequence of actions related to the attempt to rectify a health
problem” (Pescosolido, 1992). The illness experience is viewed as a set of logical, critical
decision points in which alternative decisions at any time can lead to further decisions to
be made or to reconsider earlier ones (Twaddle and Hessler, 1977). Its stages are
described as a combination of a set of changes to self identity, stages in the medical
condition, psychological and personal response to the social environment, and contact

with institutions and their personnel (Roth, 1963).
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The Social Organisation Strategy (SOS) framework as described by Pescosolido (1991,
1992) provides a dynamic, network-centred, illness event-based approach. It focuses on
patterns, combinations, or sequences’of a wide range of lay and professional sources of
consultation during illness. In the SOS approach illness careers start with an event that
sets into motion a process of attempting to cope with a physical or emotional problem,
given ongoing structured systems of social relations. These attempts of coping are created
in negotiation with others and constrained by the surrounding social structure. The
connection between action, interaction, and structure through networks is elaborated at
four levels: the relationship between network structure and (a) effect and interaction, (b)
social characteristics, (c) ideas of context, (d) the nature of institutions and organisations.
This orientation provides freedom to isolate a single decision. It also emphasises ideas
such as timing, spacing, duration, and order of choices and that the use of official medical

care practitioners is, like any choice, embedded in a wider pattern of help seeking.

3.2.4. The sociobehavioural model

The model was initially developed by Andersen (1968) to assist in the understanding of
why families use health services, to define and measure an equitable access to health
care, and to assist in developing policies to promote equitable access. He used the data
from the 1964 national survey of 2,367 families. But due to difficulties of developing
measures at the family level, taking into account the potential heterogeneity of the
utilisation of health services by different family members, Andersen and Newman (1973)
shifted the focus to individual use as the unit of analysis. In their study of the societal and
individual determinants of medical care utilisation in the US over time, they found that
the level of illness as perceived by individuals and evaluated by physicians was
consistently important in the utilisation of health services, including physician visits, and
that it is the most immediate cause and the major determinant of health service utilisation
(Andersen and Newman, 1973).

Ever since the model has been very popular, and it is the most widely used model in

utilisation research of different types of health services in different contexts, including
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both developed and developing countries. The model developed by Andersen and

Newman is shown in the following figure.

Figure 3.1. The sociobehavioural model

SOCIETAL _ HEALTH SERVICES
DETERMINANTS ", SYSTEM
Technology Resources
Norms Organization
INDIVIDUAL
DETERMINANTS
Predisposing
Enabling

Illness level

l

HEALTH SERVICES
UTILISATION

Type
Purpose
Unit of analysis

Source: Andersen and Newman, 1973

The societal determinants of health service utilisation are: technology, which includes a

set of principles and techniques useful to bring out change toward a desirable end, and
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norms which correspond to social control as representing the spectrum of modes whereby

social systems induce or insure compliance of the society members.

The charactertistics of the health services system consist of two main dimensions,
resources and organisation. Resources include the volume and distribution of the health
system components. Organisation includes the structure of health services and its

accessibility.

Individual determinants include three major sets of factors as the basis for an individual
rational decision regarding the utilisation of services. These factors are as follows:

(1) Predisposing factors: These refer to the predisposition to use services as suggested by
demographic factors, which include age, sex, marital status; social structure, which
includes education, race, occupation, family size, ethnicity, religion and residential
mobility and beliefs which include values concerning health and illness, attitudes toward

health services and knowledge about disease and treatment.

(2) Enabling factors: These include factors related to the accessibility of resources,
including financial, geographical and organisational access. This includes two sets of
factors: family level factors which include income, health insurance, type of regular
source of care and access to health care and community level factors which include the
ratios of health personnel and facilities to the population, price of health services, region

of residence in a country, and urban-rural character.

(3) Need variables: These relate to the nature of illness. It includes perceived and
evaluated illness. Perceived illness level is detected by lay individuals, and it includes the
biophysical, social and psychological aspects of illness. Evaluated need includes the

health professionals’ identification of a disease, including symptoms and diagnoses.

Health service utilisation can be characterised by the type of service used, which includes

primary, secondary or tertiary health care, purpose and the unit of analysis, such as the
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number of contacts made with a physician in a certain period of time or the number of

services received in a given period of time.

The model has recently been revised by Andersen in (1995) when he added
environmental variables, including:

(a) The characteristics of the health care delivery system: These include policies,
resources, organisation, and financial arrangements influencing the accessibility,
availability, and acceptability of medical care services.

(b) External environmental factors: These reflect the economic climate, relative wealth,
politics, level of stress and violence, and prevailing norms of the society.

They also include health behaviour, adding personal health practices to the model, and
outcomes, including perceived health status, evaluated health status and consumer
satisfaction, with the incorporation of multidirectional feed back loops, which reflects
the dynamic nature of the variables included (Andersen, 1995; Andersen et al., 1998).
See the figure.

Figure 3.2. The revised sociobehavioural model

Environment Population Characteristics Outcomes
Health Care 4 Personal Perceived
System Predisposing —» Enabling—» Need Health Health

P Characteristics Resources Practices P Status
External A Evaluated
Environment Health Status
Use of
Health Consumer
Services Satisfaction
A A

Source: Andersen, 1995
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But this model encounters several methodological complexities in its application, due to
the need to extensive data regarding the wide diversity of variables, and analytical
difficulties, due to the inclusion of the analysis of both aggregate-level and individual-
level data and multiple feed back loops (Andersen et al., 1998).

3.2.5. A general critique of the models of health utilisation behaviour ,
Regarding the health belief model, although it has long been considered one of the major
frames of reference in health behaviour research (Gochman, 1997) it has some
shortcomings. One of the major deficiencies in the model is that it is focused on cognitive
variables which are not easily measured (Rogers et al., 1999; Rutter and Quine, 2002).
The variables were not operationally defined; therefore researchers used different
methods (Champion, 1984). The influence of different beliefs on each other or how the
explanatory variables combine to influence behaviour was not mentioned (Rutter and
Quine, 2002). The model fails to view the process of help-seeking behaviour, which
involves actions and interactions of many people, and the social context within which
action occurs. It also concentrates on one outcome when considering health service
utilisation; that is, professional health care consultation, which represents only one form
of the actions undertaken during illness (Mckinlay, 1972; Dean, 1986; Rogers et al.,
1999).

The social organisation strategy provides freedom to isolate a single decision with
regards to health behaviour, and it also emphasises ideas such as timing, spacing,
duration, and order of choices, and that the use of official medical care practitioners is,
like any choice, embedded in a wider pattern of help seeking. But several problems arise
when it comes to its practical application, including both the need for extensive detailed
data sets, and methodological complexities, since the SOS framework often needs
analyses outside the widely known standard techniques. This leads such an approach to
be applicable using qualitative research, in which small samples are included, for whom
detailed information can be obtained, and the analysis performe'd without using statistical

techniques.
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Reviewing the literature which applied the sociobehavioural model, it can be noted that
the studies focused on the individual determinants of health-care seeking behaviour, since
the type of data needed for the analysis at this level can be feasibly collected when
compared to community level and state level information. Hence, even the application of
the full original 1973 model is difficult, health care utilisation behaviour is an activity
carried out by individuals, and identifying the individual determinants of health setvices

utilisation is of paramount importance with regards to its policy implications.

The model has been criticised in terms of the validity of the approaches to measuring the
major study concepts. Mechanic (1979) argued, for example, that measures of perceived
need incorporate concepts of psychological distress due to illness that may be influenced
by life events as well as physical illness, but are not interpreted as such in large-scale
quantitative studies and aggregate system-level resource availability. Large areas may not
adequately capture the immediate experiences of individuals in their own local
community; thus caution should be practiced when interpreting the results. In addition,
there is little agreement among researchers about the most appropriate operational
definitions of predisposing, enabling and need factors (Harel et al., 1987). For example
Fosu (1989) had defined the knowledge about the nearest clinic as an enabling factor
while it was considered in the original model to be a predisposing factor. Another
example would be the definition of social support as a predisposing factor in Riley et al.
(1993) study while Andersen (1995) had defined social support to be an enabling factor
and previous health utilisation was considered to be an enabling factor by Préville et al.

(1998) while it was considered to be a predisposing factor by Andersen.

Health beliefs do not appear to be appropriately conceptualised and measured in the

studies applying the sociobehavioural model (Andersen, 1995).

The sociobehavioural model has failed to address the decision-making process of service
use, since the model fails to consider circumstances within which usage occurs (Strain,
1991; Rogers et al., 1999). It does not pay enough attention to social networks, social
interactions and culture (Bass and Noelker, 1987, Guendelmah, 1991; Portes et al., 1992
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Rogers et al., 1999). But these disadvantages can be balanced by the virtue of its
applicability to large data sets using quantitative techniques, as compared to the social
process model which considers the surrounding social circumstances and interactions, but
can only be feasibly applied to small detailed data sets using qualitative techniques,
which limits the findings’ generalisability.

The model is also limited in explaining delays in seeking care and reasons underlying
referrals between different levels of care in the system (Andersen and Newman, 1973;
Eraker et al., 1984).

Besides, the model has been criticised in that the rates of illness appear to be the basis of
assessing need, which suggests that symptomatology is the primary focus of the analysis
(Rogers et al., 1999). But the use of acute health services should be mainly determined by
the presence of illness episodes. Thus, when studying this type of utilisation the focus on
symptomatology is not considered to be a weakness, and the wide range of variables
included in the model render it useful to study other types of health service utilisation, -

such as the utilisation of preventive health services.

According to the data available in the 1996 Saudi Arabia Family Health Survey and the
research question of the thesis, and contrasting that to the sociobehavioural model
characteristics, it is found that the sociobehavioural model can be applied to large data
sets on which quantitative analysis techniques can be applied. The variables included in
the 1996 Survey are included in the sociobehavioural model, organised in a systematic
fashion that makes variable organisation and interpretation an easier task, rendering the
relationship between these variables and health services utilisation clear and more
defined, compared to other utilisation models. Therefore, it has been adopted in the

thesis.
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3.3. FACTORS THAT AFFECT THE UTILISATION OF AMBULATORY
HEALTH CARE SERVICES

In the next part of the literature review, factors which affect an individual’s use of
ambulatory health care will be summarised according to the sociobehavioural model
approach, since this is the model adopted in the thesis’ analysis. Thus, the variables will
be arranged as predisposing, enabling and need factors, for the general ambulatory health
services utilisation, children’s health services utilisation and preventive health services
utilisation, including prenatal care and children’s immunisation. Prenatal care utilisation
is considered to be preventive since it is a scheduled routine of visits that should be made
by pregnant women without the presence of any health problems or complications and is
useful for screening for possible complications and can help in avoiding them, or dealing
with them before their occurrence. The effect of these variables will be mentioned based
on studies carried out in the context of both developed and developing countries. This is
done since Saudi Arabia is a high middle income country with health care system
characteristics similar in some aspects to developed countries, but a more culturally
traditional society which fits into the category of developing countries. Since this is the
first nation wide study of this magnitude having a nationally representative sample,
comparison is done including countries of various income levels to verify Saudi Arabia’s

position with regards to health services utilisation.

3.3.1. Predisposing factors

The predisposing factors consist of demographic factors and social structure factors. The
demographic factors include age, sex and marital status. These factors are known to
influence ambulatory health service utilisation in both developed and developing
countries having various effects. Social structure factors, which are the other component
of predisposing factors, include education, occupation, socioeconomic status, family
structure, and ethnicity and religion. They have various and important effects in both
developed and developing countries, in addition to the effect of health beliefs including .

the self-rating of health status, stress and previous health service utilisation.
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3.3.1.1. Age

General health services utilisation:

It was reported in the United Kingdom that physician consultation rates were higher for
young children and the elderly; thus consultation rates showed a U distribution for the
population (RCGP, OPCS and DH, 1995; Campbell and Roland, 1996; Smaje and Le
Grand, 1997). In Italy, Mapelli (1993) found that consultation rates took a J shape, with
the oldest age groups showing the most utilisation, and children showing more use of
medical services than adults. In general, it was found that older individuals, compared to
other adults, made more physician visits in several countries such as the United States
(Holman et al., 2000) and in the Netherlands (Alberts et al., 1997). Older age was also
associated with frequent visits such as in the study done by Blaxter (1985) in the United
Kingdom and the study carried out by Baez et al. (1998) in Spain. Women between the
ages 16 and 40 years were found to have higher consultation rates than other adult
women (Evnadrou et al., 1992). In the United States, women were found to have made
the highest number of doctors’ visits in the reproductive years (Falik & Collins, 1996).
These age differentials were mainly explained by increased health care need by the very

young, the elderly and women in the reproductive age.

In developing countries, among adults the likelihood as well as the degree of service use
was shown to increase with age. The reverse was observed for children, again giving rise
to a U-shape distribution for utilisation. This was reported by Poland et al. (1990) in
Grenada, West Indies, and in Cairo, Egypt (Ellis et al., 1994). Also, in Sri Lanka children
under five years of age and adults over forty five years old displayed more use of modern
medicine either free or purchased, compared to other age groups (Pieris, 1999). In
Mexico ill people over five years old showed a decreased use of medical care (Levya-
Flores et al., 2001). In Tanzania, Wyss et al. (1996) found that elderly people used
government facilities more often than people between fifteen and forty nine years old,
with this latter group showing the lowest utilisation rates. In rural Kujarat, India,
Vissandjée et al. (1997) found that increased age for women was a significant predictor
of the use of private doctor services, which was partly explained by the increased

autonomy acquired by some rural women as they become older. Older age was also
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found to be predictive of lower health service use in some developing countries settings.
For example, Hotchkinss & Gordillo (1999) reported a negative association between age
and the use of public services in Morocco. This was explained by the fact that the public
sector is better equipped to respond to simple curative health care problems encountered
more frequently by younger individuals, but it is less equipped to respond to chronic
problems that are more common to older persons. Not only the likelihood of seeking
medical care was found to be less among older individuals, taking treatment and
complying with physicians’ advice was reported to be less for some morbidity conditions,
mainly urinary tract infections, abdominal conditions, diarrhoea, dysentery and central
nervous system conditions in Madras city, India (Kachirayan et al., 1987). Older persons
were also found to delay seeking modern health care services longer than younger
persons in Nepal (Subedi, 1989). In an isolated island in Fiji it was found that females in
the reproductive age group had the highest rates of utilisation (Andy, 1990). Thus it can
be observed that age can give various indications for different settings. This can be

attributed to different cultures, resources and health care systems.

Children’s health services utilisation:

Younger children were reported to utilise more acute health services in the Netherlands
(Bruijnzeels et al., 1998), in Catalonia, Spain (Rajmil et al., 1998), and in the United
States ( Horwitz et al., 1985; Newacheck, 1992; McCormick et al., 2000). Being younger
explained use versus no use of health services for children in Ontario, Canada
(Woodward et al., 1988). This young age association with utilisation was explained in
part by the fact that younger children having more illness episodes, parent’s anxiety and
inexperience with very young children, together with the variance of illness severity
according to age (Bruijnzeels et al., 1998). Despite this, in Perth, Australia, older children
were found to have made more visits to doctors than younger children (Ward and Pratt,
1996). Maternal age increase was found to be related to a decrease in children’s
utilisation for a poor minority area in the United States (Kircht et al., 1976). This was

explained by an increase in the mother’s experience with child care.
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In a study carried out by Fosu (1994), analyzing children’s use of health services for six
African countries, he found that the age of the child had significant effects in Kenya and
Botswana, though the effects were in opposite directions. Infants under one year old and
younger children who were one to two years old were more likely to be taken for a
medical visit than older children who were older than three in Kenya. On the other hand,
in Botswana infants were less likely to be taken to a medical facility. This was explained
by the fact that in Botswana there are massive health campaigns which aid mothers in
dealing with child illness at home. In Sri Lanka, Amarasiri de Silva et al. (2001) reported
that younger children suffering from acute respiratory infections were more likely to have
been taken to a health care facility. Maternal age was also found do have an impact on the
children’s health service use in various countries. In Jordan, Obermeyer et al. (1993)
found that mothers aged between fifteen and twenty four years were less likely to take
their children for paediatric care than mothers aged between twenty five and twenty nine
and mothers aged between forty and forty nine. Fosu (1994) reported that in Uganda,
Kenya, and Botswana, children of younger women were more likely to be taken for a
medical visit than children of older women. This was explained by the improved access
to modern health facilities and improved ability of younger mothers to interact with a
modern health care system. In rural Bangladesh the use of a private doctor, the most
highly trained health service provider, was more likely to be used if the mother was

young (Levin et al., 2001).

Preventive care utilisation:

Regarding prenatal care utilisation, being under twenty years of age was reported to be
related to inadequate care for women in Austria, Denmark, Germany, Greece, Hungary,
Ireland, Italy, Portugal, Spain and Sweden (Delvaux et al., 2001). In the United States,
being a teenager was also found to be associated with late, inadequate and no prenatal
care (Cooney, 1985; McDonald et al., 1988; Lia-Hoagberg et al., 1990; Melnikow et al.,
1991; Clarke et al., 1999). In New Zealand the delay in children’s immunisation was
found to be related to mothers’ and fathers’ being under thirty years of age, which can be

partly explained by their lower levels of experience (Kljakovic, 1997).
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In Kenya women who started child bearing before twenty years of age attended fewer
antenatal sessions than women who started child bearing after twenty years of age
(Magadi et al., 2000). In Peru, Elo (1992) found that women over thirty years of age
seemed more likely to seek maternal care than younger women. The same finding was
reported in Vietnam (Swenson et al., 1993). In Jordan, older age was found to be
associated with better use of antenatal care (Abbas & Walker, 1986; Obermeyer & Potter,
1991). Celik (2000) reported that in Turkey rural women who were over twenty five
years of age were more likely to use modemn prenatal health services. In the Philippines,
Wong et al. (1987) found that older women were more likely to have earlier private visits
and later visits to traditional and public providers. In South India, husband’s older age
was also found to be associated to having more antenatal care visits (Nielsen et al., 2001).
So, generally, increased age is associated with better use of prenatal care, which may
indicate that age may be a proxy for women’s accumulated knowledge of health care
services and the value she places on modern medicine (Elo, 1992). But in Karnataka State
in India, Chandrashekar (1998) reported that mothers’ being over thirty was related to
the lack of prenatal care. Regarding children immunisation, being a child of a younger
mother was found to be associated with a better immunisation status for children in

Nigeria (Akesode, 1982) and in urban Guinea (Cutts et al., 1990).

3.3.1.2. Gender

General health services utilisation:

In developed countries, being a female was related to an increase in the utilisation of
physician services, such as in Britain (Blaxter, 1985; Briscoe, 1987; RCGP, OPCS and
DH, 1995; Campbell & Roland, 1996; Smaje & Le Grand, 1997), in Norway (Fylkesnes
et al., 1992), in Italy (Mapelli, 1993), in Denmark (Krasnik et al., 1997), in the
Netherlands (Alberts et al., 1997), in Canada (Préville et al., 1998) and in the United
States (Tudor, 1986, Falik & Collins, 1996). This was explained by the disadvantageous
social position of women associated with either a relative lack or relative access of health .
information, excess somatic information, as a result of the female reproductive role,
female tendency to attend to bodily cues, a female preference for a somatic attributable

style, a stronger female disposition to somatise, or just merely greater willingness to
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report symptoms they perceive to others (Gijsbers Van Wijk et al., 1997). In addition, the
difference was reported to be greatest for women aged sixteen to forty four, due to

contraception and maternity care (Campbell and Roland, 1996).

In developing countries, gender has two different effects. In China (Henderson et al.,
1994), in Grenada, West Indies (Poland et al., 1990), in Mexico (Leyva-Flores et al.,
2001), and in Cairo, Egypt (Ellis et al., 1994), women were found to make more use of
- health services than men. Females in the reproductive years were found to utilise health
services much more than men in Grenada, West Indies (Poland et al., 1990) and in Fiji
(Andy, 1990). In rural Bangladesh men were found to use modern health services more
than women, while women and children used traditional practitioners more extensively.
Women also waited longer than other family members when sick before they sought
treatment (Feldman, 1983). Women were also found to delay seeking modern health
services than men in Nepal (Subeidi, 1989), and were more likely to visit traditional
practitioners in Sri Lanka, since they were easily accessible to them and women were
more able to follow the various instructions given by them (Pieris, 1999). The women’s
disadvantaged position in some societies and the restriction to their mobility, and their

social obligations may have resulted in their decrease in use of modern health services.

Children’s health services utilisation:

Son preferential treatment was reported in some developing countries, such as in rural
Bangladesh where being a male neonate was related to an increased likelihood of seeking
care from a trained provider (Ahmed et al., 2001). Male children were taken more to
private doctors, who were considered to be the most highly trained providers, than
females (Levin et al., 2001). In Lagos, Nigeria, Akesode (1982) found that a higher
proportion of immunised children were males. This son preferential treatment was argued
to arise when the costs of care are considerable. Thus, families that are under economic
pressure are more likely to follow traditional norms in allocating resources, whereas such
patterns are less apparent in national samples with greater variability in economic status
(Obermeyer et al., 1993).
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3.3.1.3. Marital status

Being unmarried was related to more primary health care use in the United States
(Holman, 2000). In the Netherlands it was found that the widowed and divorced showed
higher utilisation rates because they suffered from more chronic conditions than the
married, while the never married showed less utilisation of health services, compared to
the married individuals (Joung et al., 1995). Being a married female was found to be
associated with having made more visits to primary care in the United Kingdom
(Evandrou et al., 1992) and adequate prenatal visits for women in the United States
(Clarke e al., 1999). Being single was also found to be associated with the receipt of no or
inadequate prenatal care in the United States (Sable et al., 1990; Melnikow et al., 1991).
Being widowed or divorced was associated with making more visits to general
practitioners in the United Kingdom ( RCGP, OPCS and DH, 1995), and was associated
with frequent attendance (Scaife et al., 2000). In Finland being unmarried and divorced

was shown to be higher in frequent users of health care services (Jyvésjarvi et al., 1998)

In Kenya married women were found to attend more antenatal sessions than unmarried
women (Magadi et al., 2000); so were women in rural Southern India (Nielsen et al.,
2001), and in a peri-urban area in South Africa married women used more private health

care facilities than unmarried women (Hoffman et al., 1997).

3.3.1.4. Education

General health services utilisation:

People with lower educational levels were found to have made more use of general
practitioners in Italy (Piperno et al., 1990), in Finland ( Karlsson, 1994; Jyvésjarvi et al.,
1998), in the Netherlands (Van der Meer & Mackenbach, 1997), in Canada (Mclsaac et
al., 1997) and in Australia (Wiggers et al., 1995). While being referred and seen by a
specialist was associated with having higher educational attainment. This was reported by
Mc Isaac et al. (1997) and Dunlop et al. (2000) in Canada, by Piperno et al. (1990) in
Italy, by Fylkesness (1993) in Norway, and by Van der Meer & Mackenbach (1997) and
Alberts et al. (1997) in the Netherlands. These differentials may be due to the high

accessibility of primary care while visiting a specialist needs referral. Since the highly
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educated have better communication skills, have more knowledge about the available
services and how to work the system and are socially nearer to medical professionals, this

gives them the advantage of seeing specialists.

In developing countries, it was found that having higher educational levels is related to
the use of modern health services rather than traditional health care. This was reported by
Coppo et al. (1992) in Mali, by Subeidi (1989) in Nepal, by Jianghui et al. (1997) in rural
China, by Vissandjée et al. (1997) for women in Gujarat, India, and by Pieris (1999) in
Sri Lanka. This may be due to the increased familiarity with western medicine, the
increased value given to health and increased female autonomy in traditional societies,
which empowers them with decision making and taking action according to the acquired
and learned information. Not only the educated went to modern sources of medicine for
their care for illnesses, higher education was also related to the use of private sources of
health care, as compared to public sources, where the choice of higher quality private
care is available, such as in Cairo, Egypt (Ellis et al., 1994), in Dakar, Senegal (Fassin et
al., 1988) and in Dar es Salam,Tanzania (Wyss et al., 1996).

Childrens’ health services utilisation:

Maternal higher educational levels were associated with the utilisation of health services
for children in the United States (Gortmaker & Eckenrode, 1982). Parental college
education was also found to be associated with the high use of children’s services in the
United States (Newacheck, 1992). Maternal higher education explained use versus non
use of ambulatory health services in Canada (Woodward et al., 1988). In a study of
children’s utilisation of health services in five Nordic countries, Halldorsson et al. (2001)
found that differential service use was more marked in Denmark, Finland, Norway than
in Iceland and Sweden. The largest difference was related to the education of the mother,
rather than that of the father, or family income. On the contrary, Campion and Gabriel
(1985) reported that the use of general practitioners in Scotland for children’s illness
tended to be less with higher educational levels. This was explained by the increased
ability of educated mothers to obtain medical information available from the media and

their greater ability to learn from previous experiences. In addition, this study did not
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include the use of specialist services, which may have favoured children of educated

mothers.

In Jordan, women who had formal education were found to take their children to
paediatric care more than women with no education (Obermeyer et al., 1993). The same
finding was also reported by Fosu (1994) for Ghana and Botswana. Being a child of an
educated mother in rural Marrakech was associated with being treated by formal medical
care for acute respiratory tract infections (Maynard-Tucker, 1998). Mothers having no
formal education were found to have a suppressive effect on the probability of taking a
child for medical consultation in Honduras (DeClerque et al., 1992). Father’s schooling
for one to five years in rural Bangladesh was also found to be positively related with
taking a sick child to a trained medical health care provider (Ahmed et al., 2001) and
education of the mothers and heads of households was associated with using physicians’
and paramedics’ services during children’s illnesses in Indonesia (Chernichovsky &
Meesook, 1986). In rural Bangladesh, contrary to the previous findings, Levin et al.
(2001) found that mothers who had more years of education were less likely to seek care
for their children during illness episodes. This was explained by the increased confidence
in mothers who are better educated in their ability to treat their children effectively; thus

less likely to take their children to public health care providers.

Preventive health care utilisation:

Higher educational levels were found to be related to adequate prenatal care utilisation in
the United States (McDonald et al., 1988; Lia-Hoagberg et al., 1990; Sable et al., 1990;
LaVeist et al., 1995; Clarke et al., 1999). The association between younger age and non
white race with late or no prenatal care was mediated by education (Cooney, 1985). In
Europe, Delvaux et al. (2001) reported in their study of prenatal care in Austria,
Denmark, Germany, Greece, Hungary, Ireland, Italy, Portugal, Spain and Sweden, that
less education with no professional qualification was related to receiving inadequate
prenatal care. Early initiation of prenatal care was reported to be associated with higher
educational levels in an earlier study in Italy (Ouagliata et al., 1991). These findings are

as expected, since antenatal care is a preventive health care activity and the perceived
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need for such care is much more likely to be dependent on knowledge and health
awareness, which are better acquired by educated women. Regarding children’s
immunisation, in Sydney, Australia, Skinner et al. (1995) reported that children of
mothers who were more highly educated were less likely to be fully immunised. This was
explained by the possibility of response bias, having women with lower education under

represented in the sample.

In developing countries, education was found to be one of the most significant variables
with regard to prenatal care utilisation. In Vietnam (Swenson et al., 1993) and in the
Philippines (Becker et al., 1993) it was found that education was the most significant
predictor of using modern prenatal care. In Jordan, Abbas and Walker (1986) reported
that antenatal care use was positively related to education. Being literate and having gone
to school was associated with having prenatal care in Nepal (Subedi, 1989), in Benin
(Bichmann et al., 1991), in Peru (Elo, 1992), in Vietnam (Swenson et al., 1993), in
Northern Transvaal (Uyirworth et al., 1996), in Turkey (Celik, 2000; Celik & Hotchkiss,
2000), in rural Bangladesh (Rahman, 2000) and in India (Chandrashekar et al., 1998;
Nielsen et al., 2001). Also being literate was found to be related to the adherence to most
of the components of prenatal care in India (Chandrashekar et al., 1998), and having a
higher educational level was found to be associated with receiving some prenatal care in
Guatemala (Pebley et al., 1996). Higher educational attainment was associated with an
earlier first visit to prenatal care in the Philippines (Wong et al., 1987), and in Ecuador
(Eggleston, 2000). More years of schooling was also related to having more visits to
prenatal care in the Philippines (Wong et al., 1987), in Jordan (Obermeyer & Potter,
1991), in Peru (Elo, 1992), in Ecuador (Eggleston, 2000), in Turkey (Celik, 2000), in
rural Bangladesh (Rahman, 2000) and in Southern India (Nielsen et al., 2001). The
choice of better quality prenatal health care was found to be also related to higher levels
of education in the Philippines, where private care was sought more often than public
health care and traditional care as the education level was higher (Wong et al., 1987), and
in Turkey the private sector was preferred to government hospitals by the highly
educated. Husband’s higher educational level was also related to receiving some prenatal

care in Thailand (Raghupathy, 1996) and to an increased number of prenatal visits in
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Peru (Elo, 1992), which was partly explained by the attitude toward modern medicine
and that education acted as a proxy for the economic well-being of the household.
Husband’s education was also positively associated with a higher number of prenatal
visits in Southern India (Nielsen et al., 2001), and the head of household’s education was
found to be associated with the mothers’ use of physician services during pregnancy in
Indonesia (Chernichovsky & Meesook, 1986). The education effect on the use of
maternal health services can be explained by various propositions. It was argued that
educating women alters the traditional power within the family, leading to changes in the
decision making process and allocation of resources in households (Cladwell, 1979;
Caldwell et al., 1983). Also, education modifies women’s beliefs about health and disease
and, thus, alter the demand for health services (Caldwell, 1979; Caldwell et al., 1983). It
also enhances the women’s knowledge of modern health services and increases her value
of good health, which makes her more able to make better use of available services
(Caldwell, 1979; Caldwell and Caldwell, 1988). Besides, maternal schooling reflects a
higher standard of living and better access to resources, and it increases the chance of

marrying a wealthier husband and increasing their own earnings.

Mothers’ education was found to be positively related to having their children complete
the immunisation series in urban Guinea (Cutts et al., 1991), and the level of maternal
education was the most consistent and important determinant of use of immunisation
services for the Metro Cebu area in the Philippines (Becker et al., 1993). In Guatemala,
Pebley et al. (1996) found that mothers who were highly educated were more likely to
have their children immunised, and fathers who completed at least some secondary
education were much more likely to have their children immunised. In India, acceptance
of immunisation was also found to be higher among mothers who were educated to the
sixth grade or more (George et al., 1990). In Vietnam (1991) the occurrence of BCG
scars in children was reported to be strongly related to their mother’s education.
However, this effect was attenuated in 1994 due to the improvements in living'conditions .

during the time period between 1991 and 1994 (Toan et al., 1996).
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3.3.1.5. Occupation

General and prenatal health services utilisation:

Being unemployed was found to be associated with increased utilisation of general
practitioners’ services in the United Kingdom (RCGP, OPCS and DH,1995; Carr-Hill et
al., 1996), in a primary care centre in California (Holman et al., 2000), and in Finland
female frequent attenders were more often unemployed (Jyvésjérvi et al., 1998).
Individuals in higher occupational classes showed a higher utilisation of specialist
services, compared to labour workers in Italy (Piperno et al., 1990). Being unemployed
was found to be associated with having inadequate antenatal care in low income women

in a sample of women in the United States (Lia-Hoagberg et al., 1990).

In China, being employed in a state-run enterprise was associated with higher patterns of
health services utilisation. This was explained by the presence of clinics in the work place
as well as a comprehensive insurance coverage (Hendersen et al., 1994). In Cairo, Egypt,
the working population showed an increased likelihood to seek medical care when sick,
compared to the non working population, and students were less likely to utilise medical
care when sick (Ellis et al., 1994). In urban Thailand, civil servants were found to have
made more use of public services while the administrative and the professional group
have made more use of private care (Pannarunothai, 1993). In India it was reported that
women’s employment was an important determinant of their use of private doctors and
public health centres and the non-use of traditional healers. This was explained by the
exposure to the outside world, improved awareness levels and better attitudes towards
modern health care (Vissandjée et al., 1997). Being employed was also found to be
associated with the utilisation of private services for women in South Africa (Hoffman et
al., 1997). Not only being employed affects health service utilisation, but being a white
collar worker was also found to be related to seeking prenatal care from private<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>