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Abstract

Background Patients who have had a negative experience with the health care delivery bypass primary healthcare
facilities and instead seek care in hospitals. There is a dearth of evidence on the role of users' perceptions of the quality
of care on outpatient visits to primary care facilities. This study aimed to examine the relationship between perceived
quality of care and the number of outpatient visits to nearby health centers.

Methods A community-based cross-sectional study was conducted in two rural districts of northeast Ethiopia
among 1081 randomly selected rural households that had visited the outpatient units of a nearby health center at
least once in the previous 12 months. Data were collected using an interviewer-administered questionnaire via an
electronic data collection platform. A multivariable analysis was performed using zero-truncated negative binomial
regression model to determine the association between variables. The degree of association was assessed using the
incidence rate ratio, and statistical significance was determined at a 95% confidence interval.

Results A typical household makes roughly four outpatient visits to a nearby health center, with an annual per capita
visit of 0.99. The mean perceived quality of care was 6.28 on a scale of 0-10 (SD=1.05). The multivariable analysis
revealed that perceived quality of care is strongly associated with the number of outpatient visits IRR=1.257; 95%

Cl: 1.094 to 1.374). In particular, a significant association was found for the dimensions of provider communication
(IRR=1.052; 95% Cl: 1.012, 1.095), information provision (IRR=1.088; 95% Cl: 1.058, 1.120), and access to care
(IRR=1.058, 95% Cl: 1.026, 1.091).

Conclusions Service users'perceptions of the quality of care promote outpatient visits to primary healthcare
facilities. Effective provider communication, information provision, and access to care quality dimensions are
especially important in this regard. Concerted efforts are required to improve the quality of care that relies on service
users' perceptions, with a special emphasis on improving health care providers’communication skills and removing
facility-level access barriers.
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Background

Essential health service coverage, which is one of the two
dimensions of universal health coverage, is also an indi-
cator of progress towards sustainable development goals.
The goal of the service coverage dimension of universal
health coverage is that people in need of health services
receive them and that the services received are of suffi-
cient quality to achieve potential health gains [1].

Despite various efforts put in place as part of the main
global agenda to facilitate access and effective coverage,
persistent inequalities in accessing and using essential
health services exist both between and within countries
[2]. A recent global estimate showed that the excess
deaths of 3.6 million people in low- and middle-income
countries were due to the non-utilization of health care
[3]. Essential health service coverage involves receiving
a wide range of promotive, preventative, curative, reha-
bilitative, and palliative health services [2]. Outpatient
visits with primary care providers are for many people
the most frequent contact with health services, and often
provide an entry point for subsequent health care [4].
Outpatient service use, which is measured by the number
of outpatient visits per person per year, is one of the pro-
posed core indicators for health care delivery [5]. The use
of outpatient services can be used as a proxy for essen-
tial services coverage and portray the image of the health
care system. Low rates of outpatient visits are suggestive
of limited access and low quality of care [6].

There has been an increasing emphasis on the impor-
tance of improving health-care quality as a critical com-
ponent of the path to universal health coverage, along
with expanding service coverage and financial risk pro-
tection [7-9]. Low-quality health services, despite their
availability, are a major deterrent to achieving effective
universal health coverage. This is due to the fact that
communities will not use services that they distrust and
are of little benefit to them [7]. In line with the global
trend, the health system in Ethiopia has shifted its focus
from increasing coverage of essential health services to
quality improvement. Parallel to expanding access to ser-
vices, the Ministry of Health identified five priority areas
in its strategic plan that require radical shifts, one of
which is transformation in quality of care [10].

Quality of health care is a broad concept that has been
assessed using various measurement approaches in order
to better understand it [11]. The emphasis on measuring
healthcare quality has shifted away from the perspec-
tives of healthcare providers towards people-centered
approaches that rely on user perceptions [12]. Patients’
perceptions of health-care quality, which are based on
a combination of patient experiences, rumor, and pro-
cessed information, are becoming an important compo-
nent of quality measurement because they are significant
drivers of healthcare utilization [11].
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The literature supports the view that a positive expe-
rience with healthcare services would prompt patients
to revisit the healthcare facility [13-15] and attend for
scheduled appointments [16]. This is based on the view
that patients with negative health-care delivery experi-
ences will lose trust in service providers, and they will
be less likely to use services once more [17, 18]. It was
also documented that a greater number of problems
related to the quality of primary care provisions, as per-
ceived by users, discourages the use of health care [19].
The perception of the quality of care also has an effect on
the choice of healthcare facility. Evidence indicated that
patients who had little faith in primary health care facili-
ties sought treatment elsewhere, preferably in hospitals
[20]. Service users with a positive experience with care
delivery also recommend the service provider to oth-
ers. A nationally representative survey conducted in 14
low-income, middle-income, and high-income countries
showed that high ratings of user-reported quality of care
is a positive predictor of patients’ recommendations of
the healthcare facility to a friend or family member [21].

The quality of healthcare must be assessed and
improved on a regular basis to foster optimum health
care utilization and health outcomes. A recent study in
Ethiopia investigated the perceived quality of medical
services at public hospital outpatient units [22]. However,
the quality of outpatient services in primary health care
facilities is not well addressed from the perspective of the
service users. Furthermore, while some studies looked at
the effect of perceived quality of care on behavioral inten-
tions [13—-15] and the choice of health facility levels [20,
23], there is little scientific evidence on the relationship
between perceived quality of care in primary care facili-
ties and the frequency of outpatient visits in the same
facility. Therefore, the purpose of the current study was
to examine the association between service users’ per-
ceptions of the quality of care and the number of outpa-
tient visits to nearby health centers among households in
two rural districts of Ethiopia.

Improving the quality of health care is among the top
priorities of Ethiopia in its health sector strategic plan
[10]. The findings of this study will inform health authori-
ties, service providers, and other relevant actors on the
role of service users’ perceptions of the quality of care in
their choice of health facility, which can be a proxy for
the performance of the larger health system. It will also
provide useful information to identify areas of focus that
require the attention of relevant stakeholders striving to
improve the quality of care.

Methods

Study design and setting

A community-based cross-sectional study was conducted
in rural parts of two neighboring districts in northeast
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Ethiopia, Kalu and Tehulederie. Kalu has nine health
centers serving a population of around 235,000, of which
89% live in rural areas. In Tehulederie, there are five
health centers and one primary hospital designated to
provide services for a population of more than 145,000,
of which 88% are rural dwellers [24].

In Ethiopia, health services are provided by a network
of health facilities arranged in a three-tier health care
delivery model: primary healthcare units, general hospi-
tals, and specialized hospitals. A primary healthcare unit
consists of health posts, health centers, and primary hos-
pitals. A health center is attached to five satellite health
posts to provide both preventive and curative services to
approximately 25,000 people, while a health post delivers
preventive, promotional, and selected curative interven-
tions at the community level. Health centers are assumed
to be the first level of outpatient service delivery points
in the three-tier system. Primary and general hospitals
both offer inpatient and outpatient services, but to vary-
ing degrees. The third-tier system includes a specialized
hospital dedicated to providing tertiary-level health care.
The population is free to choose between health care
facilities without being constrained by a gatekeeping pol-
icy; however, patients are encouraged to use the lower-
level health facility first before proceeding to the next
higher level via upward referral [10].

Sample size and sampling

The data used in this study comes from a research proj-
ect examining the sustainability of a community health
insurance (CHI) scheme in Ethiopia. As part of this proj-
ect, a sample size of 1257 was calculated for a compan-
ion article [25], of which 1081 eligible households took
part and provided complete data relevant to the current
study. The study population of interest consisted of rural
households that had been enrolled in the CHI scheme.
This includes households that were active members at
the time of the study and those that dropped out of the
scheme. Households that had not visited health centers
for outpatient services in the 12 months period prior to
the study were excluded to minimize recall bias in mea-
suring the perceived quality of care.

A three-level multistage sampling was used to recruit
study participants. First, 12 clusters of Kebeles orga-
nized around a health center catchment area were
selected. Then, 14 rural Kebeles were drawn at random
proportional to the number of Kebeles under each clus-
ter. Accordingly, nine Kebeles from Kalu and five from
Tehulederie were included. A list of households that have
ever been enrolled in the CHI was obtained from each
Kebele’s membership registration logbook. Using ran-
dom number generator software, the required sample
was generated randomly from each Kebele, proportional

Page 3 of 11

to the number of households that have been enrolled in
the scheme.

Data collection and variables

The data were collected from February 4 to March 21,
2021, through face-to-face interviews with household
heads at their homes using a structured questionnaire
via an electronic data collection platform. Data was col-
lected on characteristics of the household head, includ-
ing age, gender, current marital status, and educational
attainment. Data was also collected on place of residence,
family size, economic status, household CHI member-
ship status, presence of chronic illness in the household,
perceived health status of the household, perception of
the quality of health care received from the nearby health
center, and number of outpatient visits to the nearby
health center by any member of the household (see Sup-
plementary file). The data collectors submitted the com-
pleted forms to a data aggregating server on a daily basis,
allowing us to review them and simplify the supervision
process. Health extension workers assisted data collec-
tors in tracking the sampled households because they are
primarily responsible for providing home-based health
services in rural areas and are familiar with each house-
hold’s location.

The outcome variable of interest is the number of
outpatient visits to nearby health centers. It refers to
a household’s outpatient trips to a nearby health center
for curative health care in the year preceding the study.
It is a count data with all observations greater than zero
because households that had not used health care in
the previous 12 months prior to data collection were
excluded from the study. This was done to reduce recall
bias on some of the items designed to measure perceived
quality of care. Per capita outpatient visit, which is the
average number of outpatient visits to nearby health cen-
ter made by a household member during the one-year
period preceding the study, was also calculated to allow
comparison across covariates.

The number of outpatient visits was assumed to be
influenced by the perceived quality of care and other
household characteristics, which were included as
covariates. The perceived quality of care, which is the
main independent variable of interest, was assessed
using a 17-item scale developed following a thorough
review of validated tools for outpatient visit encounters
in low- and middle-income settings including Ethiopia
[26-30]. Respondents were asked to rate how much they
agreed on a set of items relating to their experiences with
health services received in the outpatient departments of
a nearby health center, which is thought to be the usual
source of health care. Each item was designed with a
5-point response format, with 1 representing strongly
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disagree, 2 disagree, 3 neutral, 4 agree, and 5 strongly
agree.

To allow for comparisons of summary scores of overall
perceived quality of care, quality dimensions, and mea-
surement items on a common scale, the 5-point response
was converted to scores of 0, 2.5, 5.0, 7.5 and 10 respec-
tively, and mean scores were arithmetically transformed
to a continuous scale of 0 to 10 [31, 32]. A mean score of
the overall perceived quality of care was calculated from
the total items and was handled as a continuous variable.
The scores for the 17 items were translated into five qual-
ity dimensions using exploratory factor analysis. A mean
score is also computed for each dimension based on the
items that load in that dimension.

The covariates in this study are based on Anderson’s
behavioral model of health service use, which contends
that people’s use of health services is driven by their
predisposition, enabling factors to access services, and
their needs for care [33]. Based on this framework, the
following characteristics were considered to control for
potential confounding factors in the association between
perceived quality of care and choice of health facility
for outpatient visits: predisposing characteristics (age,
gender, marital status, educational attainment, place of
residence, and household size); enabling factors (wealth
index and health insurance coverage); and the need for
care (chronic illness and perceived health status).

The wealth index was created using the principal com-
ponent analysis method. The scores for 15 different types
of assets were converted into latent factors, and a wealth
index was generated using the first factor that explained
most of the variations. Based on the index, the study
households were categorized into three wealth tertiles:
poor, middle, and rich. Perceived health status was rated
as poor, moderate, or good based on a household head’s
subjective assessment of the household’s health status.

The questionnaire was pre-tested on 84 randomly
selected participants prior to data collection. A cognitive
interview on selected items was conducted as part of the
pre-test with eight respondents using the verbal probe
method to determine whether the items and response
categories were well understood and interpreted by the
potential respondents. As a result, six quality measure-
ment items were removed and the wording of some items
was modified on the translated local language.

Data analysis

Stata Statistical Software, release 17 was used to analyze
the data. The validity of the measurement scale on per-
ceived quality of care was assessed using exploratory fac-
tor analysis. The details on the factor analysis procedures
and its results are thoroughly described in another com-
panion article [34].
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Since the outcome variable of interest is a count data,
that is the annual number of outpatient visits made by
the household, Poisson regression was considered as a
standard analysis model. Because the number of outpa-
tient visits is a count response variable with all obser-
vations greater than zero, the analysis would employ
either zero-truncated Poisson regression (ZTP) or zero-
truncated negative binomial (ZTNB) regression mod-
els. Poisson model assumes that the variance is equal to
the mean. A test of goodness of fit was performed and
it showed an overdispersion (the variance of outpatient
visits was more than twice its mean). The Negative Bino-
mial model is appropriate when the dependent variable is
over-dispersed [35]. In addition, the Akaike information
criterion (AIC), Bayesian information criterion (BIC)
and Deviance Information Criterion (DIC) statistics were
computed to select the best fitted model. Accordingly,
the values of the AIC, BIC and DIC statistics of the zero-
truncated negative binomial model were substantially
lower than those of the zero-truncated Poisson model,
indicating a better fit to run the multivariable regression
analysis.

The basic Poisson model is given by a regression equa-
tion of the form [36],

In(r)= 0o+ biX1+HhXo+ - +5X,..., (1)
where P, is the intercept, B;, By. . P; are the Poisson
regression coefficients of i explanatory variables whose
values are at X, X,..., X, and, r is the incidence rate.

When interpreting results, it is preferable to use the
incidence rate ratio (IRR) rather than the regression coef-
ficients to investigate the effect of predictor variables on
the count response variable. By taking the exponent of
the coefficient, we obtain the incidence rate ratio (IRR) as
follows,

r= €(x30+e31X1+x32X2+'"+53erz)7 . 2)
The estimated IRR for the individual covariate ¥; is
defined as:

IRR; = ¢, ..., (3)

where Bj is the /" estimated regression coefficient.

After adjusting for the confounding effect of covariates,
the measures of association estimated the association
between the perceived quality of care and annual num-
ber of outpatient visits. The existence of a statistically sig-
nificant association was determined at p-values of <0.05.
The degree of the association was assessed using inci-
dence rate ratio (IRR), and their statistical significance
was determined at a 95% confidence interval. In the mul-
tivariable regression analysis, two models were estimated.
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Model I demonstrated the association between overall
perceived quality of care and the number of outpatient
visits, whereas Model II showed the link between the
dimensions of perceived quality of care and the number
of outpatient visits, both after controlling for covariates.

Results

Background characteristics of the study participants

The study included 1081 participants who had visited a
health center at least once in the previous 12 months.
The study participants’ average age was 49.25 years,
with slightly more than half (51.3%) between the ages
of 45 and 64, and 12.7% being 65 and older. among the
total study participants, 938 (86.8%) were male, and 1003
(92.8%) were currently married. One-fifth of the study
participants (20.9%) had a formal education, and 62.7%
had a household size of five or above.

Nearly nine out of ten households (87.1%) were active
members of the CHI scheme at the time of the study. A
quarter of households (25.7%) had one or more individu-
als with a known chronic illness who had been informed
by a healthcare provider. One-third of respondents
(33.6%) rated their household health status as good, while
511 (47.3%) and 207 (19.1%) rated it as moderate and
poor, respectively (Table 1).
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Perceptions of the quality of care

The exploratory factor analysis extracted five dimen-
sions of quality of care: technical care, patient-provider
communication, information provision, access to care,
and trust in care providers. On a scale of 0-10, the
mean score of the overall perceived quality of care was
6.28 (SD=1.05). Provider communication had the high-
est mean score (M=7.23, SD=1.27) of the five quality
dimensions, while information provision had the lowest
score (M=5.58, SD=1.73). The mean score of the quality
dimensions and each measurement item is displayed by
Table 2.

Frequency of annual outpatient visits

Frequency distribution of outpatient visits showed that
more than half of the study households (52.4%) had two
or three outpatient visits per year, with other counts hav-
ing a smaller percentage. The maximum distribution
of outpatient visits was 18 visits (0.2%) over one year. A
typical household makes roughly four outpatient visits to
health centers per year. The variance of outpatient visits
was 8.47, which was slightly more than twice the mean
of 4.10, indicating data overdispersion. Figure 1 depicts
the frequency distribution of outpatient visits. Health-
care utilization as measured by the number of outpatient
visits per household member was 0.99 visits per person

Table 1 Per-capita outpatient visits compared across respondent characteristics

Variables Categories Total (n=1081) Percent Per-capita OPD visits F-test/t-test
M sD

Age in years 25-44 389 36.0 0.77 0.58 32.22%*
45-64 555 513 0.99 1.06
65+ 137 12.7 1.58 1.61

Gender Male 938 86.8 0.93 0.93 -4.55%%
Female 143 132 1.35 143

Current marital status Unmarried 78 7.2 2.09 222 10.15%%
Married 1003 92.8 0.90 0.83

Attend formal education No 855 79.1 1.04 1.14 3.61%*
Yes 226 209 0.77 045

Place of residence Rural 622 575 1.13 1.17 5.39**
Semi-urban 459 425 0.79 0.79

Household size < Five 403 373 143 146 11.45%*
> Five 678 62.7 0.72 053

Wealth tertile Poor 361 334 1.28 1.35 23.93**
Middle 360 333 091 1.00
Rich 360 333 0.77 0.56

Current insurance status Ex-member 139 129 0.76 0.64 -2.80%
Active member 942 87.1 1.02 1.08

Chronic illness No 803 743 0.81 0.71 -9.87%%
Yes 278 257 1.50 1.55

Perceived health status Poor 207 19.1 1.68 1.69 63.68**
Moderate 511 473 0.86 0.63
Good 363 336 0.77 0.85

*P<0.01, **p<0.001
OPD: Outpatient department
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Table 2 Mean score of perceived quality of care, its dimensions
and measurement items (0-10 scale)

Factors and items Mean SD 95% Cl
Technical care 6.04 191 5.93,6.16
The necessary laboratory tests were 6.15 230 601,629
performed

Health care providers perform the neces-  6.03 236 589,6.17
sary physical examinations

Health care providers make good 595 221 582,608
diagnoses

Patient-provider communication 7.23 1.27 7.15,7.30
Health care providers actively ask ques- 7.55 146 746,764
tions to understand your situation

Health care providers listened to you care- 745 137 737,753
fully what you had to say

Health care providers treated you with 6.69 209 656,681
courtesy and respect

Information provision 5.58 1.73 5.48,5.69
Health care providers clearly explained the 5.36 248 521,551
use and side effects of medicines

Health care providers clearly explained the 5.31 243 517,546
results of tests and examination

Health care providers explain things in a 6.17 218  6.04,6.30
way you could understand

Health care providers spent sufficient time  5.49 252 534,564
examining patients

Access to care 6.18 147 6.10,6.27
Patients do not wait long in the health 537 252 522,552
center to receive treatment

All prescribed medicines are availableon 544 255 529,559
the spot

Health center assistants are friendly and 6.67 201 655,679
helpful to patients

The health center serves all patients fairly ~ 7.26 199 7.14,738
Trust in care providers 6.65 1.38 6.57,6.73
Treatment is effective for recovery and 6.56 185 645,667
cure

Health care providers prescribe appropri- ~ 6.93 161 684,703
ate medicines for patients

You have confidence in the competence  6.46 1.79 635,657
of health care providers

Overall perceived quality of care 6.28 1.05 6.22,6.35

SD: Standard Deviation; Cl: Confidence Level

per year. Table 1 presents the per capita outpatient visits
across different respondent characteristics.

Multivariable analysis using zero-truncated negative
binomial regression model

The results of the multivariable zero-truncated negative
binomial regression are presented in Table 3. In model I,
the overall perceived quality of care was included in the
regression analysis after adjusting for the confounding
effect of the covariates. Accordingly, a positive percep-
tion of the quality of care is significantly associated with
an increase in the annual number of outpatient visits.
As the mean score of perceived quality of care increased
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by one unit, the number of outpatient visits to a nearby
health center increased by 25.7% (95% CI: 1.210, 1.306;
»<0.001).

Model 1II included the five quality of care dimensions
while controlling for the confounding effect of covari-
ates. Three quality dimensions, namely provider commu-
nication, information provision, and access to care, were
found to be significantly correlated to the number of out-
patient visits. The number of outpatient visits increases
by a factor of 1.052 as the mean score of provider com-
munication rises by one unit (95% CI: 1.012, 1.095;
p=0.011). For a one-point increase in the mean score
of the information provision and access to care dimen-
sions, the number of outpatient visits increases by a fac-
tor of 1.088 and 1.058, respectively (95% CI: 1.058, 1.120;
»<0.001 and 95% CI: 1.026, 1.091; p<0.001).

Among the covariates, age of the household head, CHI
membership status, wealth index, existence of chronic ill-
ness, and perceived health status were significantly asso-
ciated with the number of outpatient visits, as shown
in Model II. Outpatient visits are 1.275 and 1.156 times
higher in households headed by individuals aged 65+and
45 to 64 years, respectively, compared to those headed
by individuals aged 25 to 44 years (95% CI: 1.123, 1.446;
»<0.001 and 95% CI: 1.058, 1.264; p=0.001). Similarly,
the number of outpatient visits for rich households is
reduced by 17.5% compared to those who belong to poor
households (95% CI: 0.716, 0.950; p=0.008). Households
that were active members of CHI at the time of the study
had 1.199 times the number of outpatient visits as previ-
ous members (95% CI: 1.057, 1.360; p=0.00).

With respect to health status, the number of outpatient
visits among households that had a chronic illness in their
family increased by 18.3% compared to those without a
chronic illness (95% CI: 1.080, 1.296; p<0.001). Further-
more, the number of outpatient visits among households
that rated their health status as good and moderate was
lower by 30.8% and 23.1%, respectively, compared to
those who rated it as fair (95% CI: 0.617, 0.777; p<0.001
and 95% CI: 0.694, 0.852; p<0.001).

Discussion

This study examined how the perception on quality
of care relate to the number of outpatient visits in the
nearby health centers among households. According to
the findings, a typical household makes about 4.10 out-
patient visits to nearby health centers per year. Health
care utilization, as measured by the number of outpatient
visits per household member, was 0.99 visits per per-
son per year. This is lower than the findings of a previ-
ous study in Ethiopia, which reported outpatient visits of
1.77 per person per year [37]. This could be due to differ-
ences in measurement of the outcome variable. Outpa-
tient visits in the previous study refers to the number of
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Fig. 1 Frequency distribution of outpatient visits (number of observations=1081)

health facility visits made by a household for any type of
health services, including curative, follow-up, and health
promotion services, in any health facility during a one-
month period preceding the study, whereas in the cur-
rent study, it refers to the number of outpatient visits to
a nearby health center made by a household for curative
health services during the 12-month period prior to the
study.

The findings demonstrated that the perception on the
quality of outpatient service was a predictor of the num-
ber of annual outpatient visits. This is consistent with
other studies which support the view that positive expe-
rience with healthcare service would prompt patients
to revisit the service provider [13-15] and attend for
scheduled appointments [16]. It was also documented
that a greater number of problems related to the qual-
ity of primary care provisions, including issues related
to access, continuity of care, provider communication
and coordination, as perceived by users, was negatively
associated with health care utilization [19]. A system-
atic review identified that perceived poor quality of care
pushed patients away from the lower-level health facili-
ties, because they did not trust primary level facilities to
address their basic health needs [20]. It was also indicated
that the better the perceived quality of care of a health
facility, the more likely that facility being chosen [23, 38,
39], and the belief that the health system works well and
only requires minor changes was associated with hav-
ing a usual source of care [40]. Moreover high ratings

of user-reported quality of care is a positive predictor of
patients recommendation of the healthcare facility to a
friend or family member [21].

As for the linkage between the number of outpatient
visits and the different perceived quality of care dimen-
sions, a significant association was found for the provider
communication, information provision, and access to
care dimensions. Previous work has indicated to the posi-
tive impact of the provider-patient interaction dimension
of health care quality on patients’ loyalty [41]. The assur-
ance dimension of perceived quality of care, which refers
to care providers’ knowledge and courtesy, and their abil-
ity to inspire trust and confidence has a positive effect on
use of outpatient services [42] as well as behavioral inten-
tions of patients [14]. Likewise, the empathy dimension
of perceived quality of care showed a significant associa-
tion with the use of outpatient services [42]. This involves
the attention given to clients by service providers, includ-
ing ease of making relationships, good communication
and understanding their needs. Effective provider com-
munication is a fundamental clinical skill that facilitates
the establishment of a relationship of trust between the
health care provider and the patient, contributing to an
increase in the prestige of the medical unit and the grow-
ing interest of patients in it [43].

Provision of information to patients has an important
bearing on repeated visits of a health facility. Users’ per-
ception on the quality dimension that related to physi-
cian description of illness, causes, and treatment plan has
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Table 3 Multivariable analysis using zero-truncated negative binomial regression model on predictors of outpatient visits to health

centers
Explanatory variables Model | Model I
IRR (95% Cl) p-value IRR (95% Cl) p-value

Technical care 1.021 (0.995, 1.048) 0.119
Provider communication 1.052 (1.012, 1.095) 0.011
Information provision 1.088 (1.058, 1.120) <0.000
Access to care 1.058 (1.026, 1.091) <0.000
Trust in care providers 9(0.987,1.053) 0.250
Perceived quality of care 1.257 (1.210, 1.306) <0.000
Age in years

25-44 1 1

45-64 1.160 (1.060, 1.268) 0.001 1.156 (1.058, 1.264) 0.001

65+ 1.305 (1.151, 1.480) 0.000 1.275(1.123, 1.446) <0.000
Gender

Male 1 1

Female 0.974 (0.848,1.118) 0.705 0.973(0.847,1.117) 0.695
Current marital status

Unmarried 1 1

Married 0.863 (0.727,1.024) 0.092 0.870(0.733, 1.034) 0.113
Attend formal education

No 1 1

Yes 0.951 (0.860, 1.052) 0.334 0.939 (0.848, 1.039) 0.220
Place of residence

Rural 1 1

Semi-urban 0.958 (0.848, 1.081) 0.485 0.986 (0.872,1.115) 0.825
Household size 1.010 (0.985, 1.036) 0441 1.012 (0.986, 1.038) 0.377
Wealth index

Poor 1 1

Middle 0.922 (0.837,1.016) 0.101 0.932 (0.846, 1.027) 0.153

Rich 0.817(0.710,0.941) 0.005 0.825 (0.716,0.950) 0.008
Insurance status

Ex-member 1 1

Active member 1.198 (1.056, 1.359) 0.005 1.199 (1.057, 1.360) 0.005
Chronic illness

No 1 1

Yes 1.188 (1.085, 1.302) <0.000 1.183 (1.080, 1.296) <0.000
Perceived health status

Poor 1 1

Moderate 0.760 (0.687,0.842) <0.000 0.769 (0.694, 0.852) <0.000

Good 0.690 (0.616,0.774) <0.000 0.692 (0.617,0.777) <0.000

Cl: Confidence Interval; IRR: Incidence Rate Ratio

a positive effect on the outpatients’ choice of health facil-
ity [23]. A study reported a strong association between
providers’ information provision and patient’s stated
intent to return [44]. That means the caregivers showed
an intent to return to the same facility if the provider told
them the child’s illness, and the symptoms that would
indicate a need for immediate return to the facility, dis-
cussed a return visit, and counselled them on feeding the
child. Similarly, information and communication dimen-
sion, which refers to providing timely information to the
clients, listening to their problems carefully and proper

counselling by care providers has a positive influence on
behavioural intention [45].

In support of the importance of communication and
information provision dimensions, a study documented
that patients’ recommendation of the physician to their
family and friends was influenced by their perceptions of
physicians’ communications, which include asking prob-
ing questions, listening to patients’ problems without
interruptions, giving sufficient time to patients to explain
their problems, clarifying their doubts and advising them
on future course of action by doctors [46].
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Access to care is another quality dimension that is
associated with outpatient visits of health centers. This
includes availability of essential medicines, reasonable
waiting time, fair treatment of patients and friendly
approach of facility assistants. In support if this find-
ing, another study showed that increased waiting time
decreases the probability of a health facility choice [47].
It is also documented that household’s healthcare utili-
zation was positively and significantly associated with
continuous availability of essential medicines [17, 48].
Moreover, limited medicines variety at lower-level health
facilities cause patients to access higher levels [20].

Among the covariates, age of the household head, CHI
membership status, wealth index, existence of chronic ill-
ness and perceived health status were significantly asso-
ciated with the number of outpatient visits. Increased in
the age of the household is associated with higher num-
ber of outpatient visits. This finding is consistent with the
literature, which shows that older age, particularly being
65 or older, is associated with an increase in the number
of outpatient visits [49, 50], first choice of primary health
care facilities [51], and health care utilization [52, 53].
This could be because the occurrence of disease, particu-
larly chronic illnesses, increases with age, resulting in a
greater need for healthcare.

This study demonstrated that the number of outpatient
visits of households who belong to the poor wealth class
was higher than that of the rich class. This finding mir-
rors prior study which showed that higher and middle
wealth class households were less likely to seek outpa-
tient services from primary health centers compared to
the lower class [54]. With respect to the choice of health
facility, higher income is also inversely related to the use
of primary health care facilities [20, 51], as the better off
families may have the demand to use better equipped and
advanced health facilities. In contrary, it is documented
that increased income is associated with higher probabil-
ity of using health care, as it removes the financial bar-
rier of access to care [52, 55, 56]. In the current study, the
low number of outpatient visits in health centers among
the rich class might not indicate low utilization of health
care, rather it might be because of their preference to
visit higher level or private health facilities. The poor
might not have the financial means to seek care beyond
the nearby health centers, which are relatively less costly.
This is supported by the evidence that patients who can
afford the cost of care often choose access at higher levels
[20]. Similarly, an increase in hospital price cause patients
to choose primary health care facilities for outpatient vis-
its [57].

Households who were active members of CHI had a
higher number of outpatient visits compared to those
who quitted their membership. Findings of this study
echo earlier evidence which showed that having an
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insurance plan is linked to an increased in health care
utilization [37, 48, 53, 58—60]. While removal of finan-
cial barriers to health care use is a possible explanation
for the observed result, another is the presence of moral
hazard behavior due to having health insurance. In the
latter situation, people with insurance coverage tend to
use more outpatient services because they know that the
scheme will bear the medical bills [61]. Another plau-
sible explanation is the gatekeeping effect of CHI mem-
bership. In the study area, CHI members have to follow
the referral path in order to receive the scheme’s benefit
packages. Member households are required to first visit
the designated health centers and need to get referrals so
as to receive health care at the next higher level health
facility i.e. public hospitals [62]. As a result, their health-
care utilization is limited to the lower-level health facili-
ties until they are referred to the higher level. In support
of this view, a study revealed that patients with gatekeep-
ers were more likely to choose community health centers
first when seeking care, compared with patients having
freedom of choice to seek medical care at any place [63].

The existence of chronic illness within the household
was also linked to an increase in the number of outpa-
tient visits. This is corroborated by the literature that
having at least one chronic disease increased the number
of outpatient visits [50, 52, 58], and promote first choice
of PHC facilities [51]. This is because people with chronic
illnesses have to visit health care facilities frequently for
follow up cares that can be provided by PHC facilities.

The household head’s subjective assessment of the
health status of the family has also an important bearing
on the number of outpatient visits. Those who rated the
health of the household as poor had higher number of
outpatient visits compared to those who rate it as moder-
ate and good. This is consistent with the existing evidence
which showed that perceived poor health status is linked
to more outpatient care utilization [49, 50, 52, 56]. This
may be true for people who perceive their health as poor
to understand and value the need to seek healthcare, and
to visit health facilities when the need arises.

The findings of this study will be an essential input for
quality improvement endeavors as well as addressing
challenges in efforts to attain universal health coverage.
It provides a valuable lesson for Ethiopia and other low-
income countries about the essence of enhancing the
quality of care in order to leverage primary health care
units while reducing the strain on higher-level health
facilities. Despite the study gives an important lesson to
healthcare managers and other relevant stakeholders, it
is not without limitations. The study might be prone to
recall bias in assessing the number of annual outpatient
visits made by the household. Second, response bias is
another possibility, as the head of the household might
not have the full information on the use of outpatient
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services by all family members. Third, households that
had not visited health centers for outpatient services in
the 12 months period prior to the study were excluded
to minimize recall bias. This non-utilization might be due
to prior negative experience with the service providers.
Fourth, the study fails to include some important covari-
ates like the occurrence of acute illness in the last one
year and its severity, which might confound the associa-
tion between quality of care and outpatient visits. Finally,
the study would not be immune to interviewer bias,
despite efforts to minimize it by training data collectors
on the purpose of the study, and how to use the data col-
lection tool.

Conclusions

The current research showed that clients’ perception
on the quality of care delivered at health centers is vital
to attracting patients to the same facility for outpatient
visits. Subscales of the perceived quality of care, partic-
ularly provider communication, information provision
and access to care are strong predictors of the number of
outpatient visits, showing the need to addressing issues
related to quality of care. Unless patients are receiving
a better quality of care, they might distrust and develop
a negative attitude towards the health facility. Hence,
strong efforts are required to improve the quality of care
that rely on perception of clients with a special focus on
improving communication skills of health care providers
and removing facility level access barriers so as to boost
clients’ interest to utilize primary health care facilities.
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