Subject: Community questionnaire for availability of health services
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Suggestion type: Additions

1. What is the information needed?
Community availability of health services

2. What questions will elicit this information?

See attached file for an example of how these data were collected in Bangladesh for health.
Community-level information was also collected in Colombia (1986), Indonesia (1994), and Benin
(2001). I have attached the community questionnaires for these surveys (extracted from the
respective final reports) along with this posting. Some of these surveys also collection information
on availability of schools and sanitation in the community.

Indicate whether or not the questions have ever been fielded or validated.
Community questionnaires

3. How will the resulting information be used?
This information can be used to investigate health service use patterns, i.e. child immunizations,
family planning, antenatal care, curative care visits for both men and women, etc.

Rationale:

Demand for health care is often influenced by the availability and accessibility of health services.
That is, in addition to cultural norms, social network influence, and individual-level knowledge and
preferences, individuals make the decision to seek care for themselves or family members after
weighing the benefits against monetary/financial costs and opportunity costs (time, distance, etc.).
Information on distance, travel time, transportation cost, and price of service is currently not
collected in the DHS.

In the past, absent true community-level data, researchers have created "community” aggregate
measures. Usually the sampling cluster is chosen as the level of aggregation for these
community variables. However, since those aggregate measures are subject to the responses of
sampled individuals, these measures may be biased. In his 2006 paper, Kravdal showed through
simulations that these biases are generally small (<4%) if the level of aggregation has a "large
enough" number of people (>=25) and the intra-cluster correlation (ICC) is "large enough" (>=0.2).
In practice, the cluster sizes in the DHS varies by country. Some countries have clusters that are
on average >=25 people, and others have clusters that are on average much smaller than 25
people. The best way to create these aggregate measures is also disputed. Some researchers
use all observations within a cluster for aggregation, while others favor creating the measures
without the index case. Either way, these measures are unstable when the clusters are very
small, say 3 or 4 observations in the cluster. Asking these questions of community leaders (or
several community leaders, for that matter) removes some of the bias associated with measures
derived from the sample.

Page 1 of 2 ---- Generated from The DHS Program User Forum


https://userforum.dhsprogram.com/index.php?t=usrinfo&id=1385
https://userforum.dhsprogram.com/index.php?t=rview&th=1045&goto=1812#msg_1812
https://userforum.dhsprogram.com/index.php?t=post&reply_to=1812
https://userforum.dhsprogram.com/index.php

Finally, in the DHS, the questions on barriers to accessing care is asked only of those who are not
using the services. Further, the reasons for not accessing services pertain to those services
related to maternal and child health, leaving out men's care-seeking patterns. Although some
have used the proportion of women reporting "cost too much" as the reason for not delivering their
youngest child in a health facility as a proxy measure of "cost as barrier to accessing care," there
are serious methodological issues with creating proxy measures for "barrier to care" based on the
responses of non-users. For instance, since "cost too much" and "too far" are subjective
measures, we do not know what, on average, is an acceptable cost for which people are willing to
pay or distance for which people are willing to travel for care. This has policy implications as well,
i.e., when planning where to build new health posts, when setting user fees, or when developing
community programs to incentivize people to get their children fully vaccinated.

4. What is the priority of suggested additions compared with what is already in the
guestionnaires?

These questions will be asked of community leaders, rather than sampled women or men, so it
should not affect the consistency of responses for the usual respondents, which is a concern
listed in the Power Point presentation accompanying the guidelines for suggesting changes. As
such, it should be a medium-high priority item.

5. If suggesting more than one addition, what is the priority among the suggested additions?
N/A

6. Should the additional data be collected in all countries, or only in selected types of countries
(e.g., countries with a particular type of program, countries with prevalence of a particular infection
>5% or 10%)?

These data should be collected in all countries.
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3) DHS Col onbia 1986 FR8. 163-166. pdf, downl oaded 821 ti nes

4) DHS I ndonesia 1994 FR63. 351-366. pdf, downl oaded 956 ti nes
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