Health Seeking Behaviour
and Out-of-Pocket
Expenditure on Maternal,
Child and Adolescent Health

FINALREPORT

Submitted to NaNA and MHSW, Banjul The Gambia
April 2014

Coordinator 7 KEBBA M. NJIE
Associate Consultants  : Cherno Jallow & Edrissa Ceesay
Kaira ba Ave, KMC , The Gambia
Tel: (220) 9290121 / 7792732




Acknowledgement

We are grateful to the constant sugpand advice we received from NA and Ministry of
Health to carry out this study. Specifically, we are indelvethe RBF Project Implementation
Committee Members (Modou C. PhallMalang N. Fofana, Musa B. Loum, Bakary Jallow,
Lamin Njie, Alhagie Saine, Dr Abdou Jammeh, Matty Njie, Ousman Ceesay, Modou Lamin
Darboe, Haddy Badjie and Dr Modou L. Waggeh).

We alsothank the World Bank TeaMennoMulder-Sibanda (Task Team elader)Ronald
Mutasa, Rifat Hasan, Ali Asubandoro andaji S. Gopalafor their constant guidance and
technical support for this work. We specifically acknowledge Dr Saji S. Gopalan for

herexenplary guidance and constant encouragement throughout the study.

We take this opportunity to express a deep sense of gratitude to our Associate Consultants Mr.
Cherno Jallow and Edrissa Ceesay who worked tirelessly to ensure the successful realization of

the assignments and helping in preparing the reports.

An efficient andtimely completion of this study waslso enabled by our committed field
coordinators and enumerators. We are also obliged to all our respondents who provided valuable
information dumg the course of the studye appreciate the timely provision of data and

information by the Health Facilities during the study.

[ii]



Acronym
ANC
CHN
CRR
EA
FGD
GBA
GBOS
HIV
IDI
LGA
LRR
MCH
MDG
MoHSW
NaNA
NBR
PHC
PNC
RCH
TBA
TCs
URR
VDC
VHW
VSG
WCR

Antenatal Care

Community Health Nurse
Central River Region
Enumeration Area

Focus Group Diagssion
Greater Banjul Area

Gambia Bureau of Statistics
Human Immunodeficiency Virus
In-depth Interview

Local Government Area
Lower River Region

Maternal and Child Health
Millennium Development Goal
Ministry of Health and Social Welfare
National Nutrition Agency
North Bank Region

Primary Health Care
Postnatal Care
Reproductiveand Child Health
Traditional Birth Attendant
Traditional Communicators
Upper River Region

Village Development Committee
Village Health Worker

Village Support Group

West Coast Region

]



Table of Contents

o 0] )Y/ 1 SRR iii
EXECULIVE SUMIMIAIY. ... iiiiieee i e e e et e e ettt reeeeeeeeeeaaaeaaaaaaaeeeeestaaaessnnns e smmns Vi
1 INTRODUGCTION ....uttiiiiiitieeeeieieitvieensssreeeeeeeeeeesssasssssannnssssseseeeeeeesssassssssannnsssssseeeaaeesssnssssnnes 1
1.1. Anoverview of the Gambian Health System................oooiiiieeeiiiiici e, 1
O o - (o] o 1= PP PRSPPI 3
TG O O o] [Tt 11V U PP PPPPPPPPRPPP T PPRR 4
P R O TV T o1 1] ¢= LAV Y=Y 4
P2 T ST 11 4 1T E PSP PP PSSP PPPPPPPRTPPPR 4
2.1.2. SAMPIE SIZE... ettt e e e anneas 5
2.2.1 Survey Questionnaires, Qualitative guidelines andeBte...............cvvveiiiiiiccceeeeeieeeeeeeeeeeee 6.
2.2.2Training and FIelAWOIK...........ooooii e ae e e 7
2.2.3 DAta POCESSING ....cciiieiiiiiiiiiiie et ieeeee et e e e e s s st e e s eeer et e e e e e e s s s nnnrrereeesememreeeeeseaannnnnnnneeeeess s
I 11 U I8 TP 10
3.1 HOUSENOI SUMNVEY.....uuuutiiiiiiiccimmme ettt ee e s e s s s s e e s e e s e e e e e e e s e e e s e smesssassssssseenrnnes 10
SECTIONL: BASIC SOCIO-ECONOMIC AND DEMOGRAPHIC PROFILE OF HOUEHOLDS.............coe..... 10
3.2 FOCUS GroUP DiSCUSSIONS. .....ciiuiutiiiiiiieeeieameeeees s sttt e e e s s smmme e e e e e b e e e e e e e e e s ammne e e e 30
3.2.1 1] 0o [1 o 1 o] o WP RRPRR PP 30
3.2.2  Common ilinesses and health conditions that affect pregnant women, newly delivered
LYo L= T = o I 0] =T o S PPPP 31
3.2.3  Actions that a pregnant woméakes on discovery of pregnancy..............cc.cccvveveeeen. 31
3.2.4  Knowledge on maternal and NEW DO Care............ccccoevvivieeeiiiiciiieccece e 32
3.25 CRild WEITAre SEIVICES ... . uuuiiuiiiiiiiiimmmr ettt e eeees s a s e e e s e smmeeeees 38
3.2.6 Place women usually go for pregnancy care, new born care and care fofivesler...39
3.2.7  Source of information on pregnancy careytmrn care and Nutritian....................... 40
3.2.8 Factors deciding a womands health seeki
(0] 0= 1LY o T 1 o SRS RPPP” X |
3.2.9  Services received from the coOmmuUNIty groUPS..........eeeiiciiiiiccceee e 41

ng,

3.2.10 Role of money in receiving timely and appropriate care for pregnant women, new born and

infants 42

3.2.11 Emergency transport options available in the community for pregnant women and babies

43
3.2.12 Community structures and community providers gupport maternal and child health,
and Nealth ProMOTION.........coiiiii e eeeee e e e e e e e e nneeees 43
3.3 IN-DePLh INTEIVIEWS.... ..ottt rrer e e e e e e e e e e e e e enesrnnnnennnennen 44
3.3.1 11 oo 18X (o o PR 44
3.3.2  Common health issues Of adOIESCENTS..........cccuiiiiiiieeeiii e 44
3.3.3 Healthcare seeking DENAVIOUI.............iiiiiiii e 45
3.3.4  HIV and AIDS KNOWIEAQE........ccooei i reme e e e e e e e e e e e e e e e e e e e e e e 45
3.3.5  ANGEMIA PrEVENTION. ... ..utiiiiiiiiee e iieeee ettt e e e e e e r e e e e e e e e e s e beneasneeees 46
3.3.6 Factors that make people fat........cccccovvvvviiiiiieec e 4D
3.3.7 DT o] =T £ o[- 1o = Y EERRSRSRRY”. ¥ 4
3.3.8 Family planning knowledge and practiCe...............ccccuvvivieesiiiiiiieeeeeenssiiiieeeeeeeenne . 48
3.3.9 Menstrudpractices (for females Only)...........oeiiiiiiiii e 48
3.3.10 Smoking and SUDSANCE @bUSE..........oeiiiiiiiieee e A8
3.3.11 Opinions on formal and traditional health carevE®@s...........ccccceeieiiiiiiiiicccnieeeeee.. . 48
3.3.12 Source of information on health ISSUES...............oooiiiiiieceie e 49
3.3.13 Views on current health education for the youth.............ccoovviiccciicii e, 49

[iv]



3.3.14 Suggestions for IMPrOVEMENL..........coiiiiiii e e e e e e e eaeed 49

DISCUSSION ...ttt e et e e et e eneea s s s s s s s s s s s s e e e e e e s e e e s s smmme e e e e seensnensnennnnnnnrsrnnnss 50
CONGCLUSION.....ce ittt e emr sttt eeeeer e mmme e e e e e e e e eeeeeeeeeeeeeeeeenan 56
RECOMMENDATION ...ttt et e e r e e e e 57

V]



List of Tables

Table 1: Distribution of households interviewed by LGA, residenceespbnse rate....................... 10
Table 2: Sample household CharaCteriStiCS............uuviiiiiii e 11
Table 3: HOUSING fEALUIES... ..o rrmr e e e e e e e e e e e e e e e e e e e e e s eee e s e e e s 12
Table 4: Percentage distribution of household heads by education and industrial sector indicat®@s
Table 5: Percentage distribution of households as per the suigeking water................oocvvvveee. 15
Table 6: Household members seeking treatment for illnesses in the past 4 weeks,-greogi@phic

(0] 0 F= T = T3 (] 1S3 (o PP PR PPPRR 18

Table 7: Percentage distribution of household members by preferred providers and residence.19
Table 8: Mean household per capita health expenditure (in Dalasi) by broad sereiaedybackground

(0] 0 F= T = T3 (=] 1S3 £ o= PP PPPRR 19
Table 9: Annual total expenditure of households by expenditure items,.2013.................ceeeeveee. 21
Table 10: Samle characteristics of mothers who delivered last year (12 months before the surv2$)
Table 11: Time Of firSt ANC VISIt.......oiiiiiiiiiiiiiiee ettt s bbb e e e e e e s smmme e e e e e e 23
Tale 12: Maternal Care ULIlIZAtION. ..........ooiiiiiiiiiii e s e e e 24
Table 13: Time of first poStnatal Care VISIL.............uuuiiiiiiiieenieee e 25
Table 14: Utilization of ANC and PNC servicby sample characteristiEsror! Bookmark not defined.
Table 15: Percentage distribution of women on the place of delivery........cccccvvvvvieeeeeiienn, 26
Table 16: Place of antenatal care UtiliZatiOn...............iiiiiicceiiiiceeeceeeeeeeeeeeeeeeeer s 27
Table 17: Providers of maternal Care SEIVICES..... ... iiiiiiiiei i eeee et eee e rrns s n e naaaeeas 27
Table 18: Treatment procedur@sd complications during pregnancy........cccccceeeeeeeeesicmeeeeeeeeeeeeenes. 28
Table 19: Time when food/water was first given to infant................. Error! Bookmark not defined.
Table20: Newborn health CheCk Up...........oo e 29
Table 21: Place of iMMUNIZALION...........ooiiiiiiiiii et e e e e e s ermre e e e e e e 29
Table 22: Oubf-pocket expenses on healthCare.............uuiiiiiiccciii e, 29
Table 23: Main source of funds for Maternal and child care MiSILS.........ccccooeeiiviccceiiiiiiieeieeceeeeee, 30
List of Figures

Figure 1: Ethnic group of sehold heads................oooiiiii e 12
Figure 2: Wealth index quintiles among surveyed households............ccccoivcciiiiiiiiiiiiiie e 15
Figure 3: Reasons for visiting a healthcare giek;iin the past four Weeks............cccooevvviiieecinnnnen. 17
Figure 4: Annual total household eXpenditlia. ... e 22
Figure 5: Breastfeeding immediately after deNVE....... ..., 28

[vi]



ExecutiveSummary
Introduction

The Gambia is a small country Wit population of 1.9 million. Currently, the health system of
the country faces many challenges especially due to the weak service delivery mhéghto
indicators. For instance, the expected life at birth is 58 years and maternal deaths pee 360
100,000 live birthsAbout 25% of children are chronically malnourished or stuntd.these
grounds,he countryds progr ess 5anddchhas eentcdngderdtis&Ss (N
slower than expected. One of the major reasons for poor health indicators is the low utilization of
health services and inappropriate health seeking behavior attributed by variousutoicad and
economic barriers. Iris contextthe government of fe Gambias keen to introduce many
strategiedo address the demassile barriers. These demaside initiatives are expected to
bring in an optimum synergy between the demal supplysides so that service utilization

can be enhanced optimally. The propodédternal and Child Nutrition and Health Results
(MCNHR) project by NaNA, MoFsW andWorld Bank is one such initiative in this regard. This
rapid demandide assessment was expected to generate evidence to suppu@sigimeof the

RBF project onReproductiveand Child Health (RCH), adolescent health and nutritional
practices of pregnant women and unfiee. The study specifically assessed the current
knowledge and practice as well as the community provider preferamtBCH, adolescent
health and nutritional practices. It also examined the various barriers and facilitators of the
current health seeking pattennsthis regard. The other major objective was the Hooiseout

of-pocket spending on®H and other healtlace.

Methodology

This study was a rapid demansile assessment on the health status, expenditure, care seeking
and its determinants on maternal and child health, nutrition and adolescent health. It was
conducted by using mixedmethod approach i.e. @mbination ofquantitative and qualitative
methods. The quantitativestudy consisted of a survey involving 1,618 household$he
gualitative study was made up of focus group discussions among pregnant women and mothers

of underfives; andin-depth interiews with adolescent males and females.
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Results

Household Survey

The number of persons listed in the 1,618 households during the survey was II3)240ain

ethnic groups of the heads of households surveyed were Manéinleaand Wollof Literacy

was better among urban compared to rural household heads. Over 10% of urban household
heads had tertiary education compared to 3.3% rural household hdaddy 9% of urban
households werelassified among the richest compared to 7.6% rural househddsund 90%

of households hadsafe source of drinking water.

Out of the 13,240 household membhet3.2% (2,283) visited a healthcare provider in the past
four weeks most of which was for illness reason& significant number of health care seekers
(87.8%) both in rural and urban areas, would prefer to seekfoame a public health facility.

During the last four weeks preceding the survey, a household on an average spent D208.50 to
treat any type of iliness for its member®n average households sp®53 on maternal health

care in the past four weeksThe mean per capita household spending for all health issues

(including maternal health care) was D168.50.

Among the women aged #® years475 of them wereeported to have given birth within one
year preceding the surveyn the urban areag2.8%womenwent toa clinic in their 4™ month

of pregnancy, while 20.3%vent to a clinic in their § month. In the rural areasthese
proportions were 36.6% and 23.55% respectively. The majority of thieems (71.6%jeported
having made more than four antenatal visits during their pregn@mgng the women who had
any ANC, 85. 2% went to a Government clinic for ANC. Similarly, among the institlitiona
deliveries, 69% occurred &overnment institution Nearly 83% of newborns had received
their first checkup between birth and the first 2 weekdout 6346 of the mothers took their

babies to government health facilities for immunization.
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On an average each maternal health care seeker spent D6@foingecare a month before the
survey. Savings and gifts from relatives were the main source of funds, 40.5% and 23.4%

respectively

Focus Group Discussions
The FGDs were conducted with 28 groligs4 groups comprising a mix of pregnant women and

mothes of infants; and another 14 groups comprising mothers of children under 5 years

Nearly all groups agreed that a woman should report to the clinic or health facility when she
discovers she is pregnanfhe timing was generally by thé?3o the 4" month of gestation.
Women hadfears during pregnancythese being anaenia and undergoing a surgerll
participants wantetb deliver at a health facilityPostnatal care wasot perceived as a routine
service that health facilities offeAll mothers ageed that colostrum igssential for the newborn

and exclusive breastfeeding is good for the chilthere were manyaboosrelated tofeeding

newborns.

Mothersknew that vaccinatiorprevens childhood diseasesMany howeverdid not know the
diseases accines prevent; whilst some hadong views regarding the diseases prevented by
vaccination Personal and food hygiene weegarded aghe common precautions mothers take
to address health and nutrition issues

Women were reported to go the public oiNGO health facility closest to them for services.

The few who could afford it use privater-profit health facilities, which are mainly in the urban

areas. There were mixed responses when participants were askeddtisfied they were with

the servicefrom the facilities As per the mothers, privafacilities had better quality of care
compared to that in public facilitie§/omen recognised the role of VS@sd other community
groupsin promoting exclusive breastfeeding and child cafeee maternadnd chid care was
available in allpublic health facilities. However, not having adequate liquid funds with them

was considered as an important barrier to seek care. This was due to the persistent need to spend

on drugs and transportation and sometinreab tests.
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In-depth InterviewqIDI)

The IDIs were conducted with 32 adolesceintsomprising 16 males and 16 femaleBarly
marriage and teenage pregnancy were mentioned by adolescent males and females in most
regions; whilst STIs was mentioned byodebcents in all regionsAdolescents were reported to
seekhealthcare when they are ill or notice something abnormal with their bodlespublic

health facility wasthe preferred place to go to, primarily because it is cheaper and accessible.
Most adlescents kng about HIV and the sexual route of transmissi@wlolescentsvere aware

that eating too much with little physical activity makes one gain weigfény of them also

knew about family planning, both modern and traditionaRegarding menstrligpractices

female adolescents reported that they s@mitarypads, clean cloth, old clothesd napkin.

Only 2 out of the 32 adolescents were smokers, 1 male and 1 femaleti@néad tried
marijuana in the past.

With respect tathe formal and tratlonal healthcare servicespme believed that thiermal

health service was always available, nurses were friendly, and one gets quality. service
Traditional healthcare servicegere reported to beasily accessible and available, but with less
guality and effectiveness. Their sources foinformation on health issues veefrom the radio,
television, peer groups, health workers, parents, grandmothers, peer health educators and friends
Adolescents we keen to raise their awareness of health issueaghrsensitization meetings

and workshops with health worke’ss per many of them, increasirtige availability & drugs

and health workers wilimprove health careegking; andupgrading health facilities and

facilitating transportation would improve acsé#slity to healthcare.

Discussions

Preference for public health faciliti@gas well reportedn the FGD and IDI sessions; and in the
household surveyThe unavailability of drugs in public health facilities, distance between some
communities and the higda facility, attitude of staff and the unfriendlis® of the services to the
youth, were cited as serious concerns faceth both the quantitative and qualitative studies

preference for traditional healers was very low.

X



Findings from the FGDs and thHeousehold survey show that women seek antenatalatare
public health facilities when they are pregnaltost women would report tthe antenatatlinic
6after 3 mon tThisswas conkistegtevghtfiadings innhe household d&talivery

in public health facilities is free for Gambians. Whilst most would like to deliver at a health
facility, nearly onefifth of all women who got any ANC hadelivered at home In the public

health facilitiegpostnatal car@PNC)is not offered as a routirservice by health staff. The FGD
sessions indicate that women would only go for PNC if they have a health problem after
delivery. Infantsare put to the breast immediately after birth. Mothers recognize the value of
colostrum Kknown aMost indthers kndwabowsd exclusivel bkeastfeeding.
Children are taken to clinic regularly, once a moribr child welfare services, including
immunizationsand growth monitoring.Infant and young child feeding practices directly affect
the nutritional satus of children and, ultimately, impact child survival. Mothers start introducing
ot her foods early in the babyds |ife, except

are still taboos around what foods a child can or cannot take

Outof-podket expenditure on health are borne directly by the patients or their househbkls.
average per capita household expenditure per illness is.BR0&ith the richest quintile
spending nearly 4 times on health than the poorest, D436.20 as opposed.®0DThBE pattern

of expenditure observed shows higher per capita expenditure per illness and a lower per capita

expenditure on maternal care.

Conclusions

This study has showed that public health facilities are the preferred choice by most people.
There are several bottlenecks to accessing and utilizing public health services, key among which
is the shortage of drugs3Vomen knowthey shouldseek antenatal care, which is free at public
health facilities, when they are pregnahtewborns are put to tHareast immediately after birth
thereby feeding them colostrunmfant and young child feeding practices areattesser degree

still affected by culture and tradition.
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Household expenditure on health is 1.2% of total household expenditure. Thisotrsgem

high but with the level of poverty especially in the rural areas families would increasingly find it

difficult to meet the cost of health.

Recommendations

The study recommends the following strategies to impepgopriate health seeking foCRI,

nutritional practices and adolescent health:

T

Increase the community level sdimation on RCH, nutrition and adolescent health. It is
essential to enhance the awareness on early ANC, PNC and exclusive breast Eseaing.

in urban areas, more sensitipatis neededo ensure the use of treated lmeds for pregnant
women and children to prevent malariehe community level participation needs to be
built-in for a sustained community empowerment and awareness.

Ensure routine community health educationgrams. These programs need to be locally
sensitive and their themes should be tailored to various client groups.

Deepen the current services of community health and nutrition structures. Given the limited
transportation services and affordability, maghand children willboenefit morefrom the
community level structures. As TBAs are still being approached for ANC, it is relevant to
enhance theilevel of knowledgeand skillsto support EH. In short,increasedavailability

of preventive services andutine checkupsat community level will be beneficial.

Improve the availability of transportation services at the community level. It may be worth
to establish a community fund toeet the emergency transpeerviceneed of mothers and
newborns, as mosif them lack liquid cash with thenRemote areas need customized
strategies to ensure access to transportation services.

Enhance the availability of trained 8tat health facilities. Stafat public facilities also need

to be sensitized on gentied espectful behaviour towards patidolients

Provide equipment and materials for health facilities to facilitate proper diagnosis of health
conditions and ensure quality cateis essential to refurbish maternity rooms in public and
NGO facilities.

Increase the number of wards and beds in health faciasesurrently they have long

waiting times anananycase loads.
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1 INTRODUCTION

1.1. An overview of the Gambian Health System

The Gambia is a small country in West Africa with a population of approximat@lynillion

(GBOS, 2013).0n an average, the population of The Gambia has been growing at the rate of 3.3
per cent annually during 2003 to 2013 (GBOS, 2013a). At this rate, the current population size
is expected to double in the next 21 years. Accordirthe 2003 censtighe population of fie

Gambia is mainly youngvith more than half (63.55%)elow 25 years. Elderly persons of 65
years and above account for 2.8% of the population. Women in the reproductive age group
constitute around 25% of the popudat, while infants and unddives are 2.1% and 14.3%

respectively. More than half of the population live in urban areas.

The Gambia adopted the Primary Health Catrategy in delivering health services in 1979. It
envisages for basic health servideming universally accessible to the population. PHC is
delivered through three levels of care; 1) the primary level provides the preventive and curative
action through a network of village health posts consisting of volunteer Village Health Workers
(VHWSs) and volunteer Traditional Birth Attendants (TBAs), who are supervised by trained
Community Health Nurses (CHNS), 2) the secondary level provides procedures less complicated
than the tertiary and has a network of major and minor health centres, and withicaore
specialised staff and equipment and 3) the tertiary level provides more specialised services and

interventions and is intended to function as a referral service for the secondary level.

Despite a long history of having a primary healthcdrategy, when it comes to health status
indicators, the current life expectancy at birth is 58 years. As per GBOS 2012, the current Infant
and undei5 mortality rates are estimated at 34 and 54 per 1,000, live ,brgbgectively
Neonatal mortality conifoutes to 65% of total infant deaths. Around 25% of children were

chronically malnourished or stunted (heifbt-age belowi 2 SD), and 8% was severely stunted.

The 2013 provisional census report does not have the population by rural/urban and age group breakdown.
Hence the 2003 census figures are used.




The maternal mortality ratio is still high at 360 per 100,000 live births in 2010, according to
World Bank report published in 2012. This figure is a modelled estimate using information on
fertility, birth attendants, and HIV prevaleric®Vith regard to utilization of services, only 9% of
currently married women use a contraceptive method of army knd only 8% of them use a

modern method.

As per the current evidence, there exisequalities in the utilization of health services between
rural and urban areas and different semionomic groups (DHS 2013). For instance, the
prevalence of anyantraceptive method is three times higher in urban areas (12%) than in rural
areas (4%). Women with secondary or higher education are more likely to use a modern
contraceptive method (%) compared to less educated women (6%). The percentapédvéen

who were fully immunized was higher in rural areas than in urban areas (84% vs. 67%).

As explained above, t he Ga mbnd aurisonrelated MDGs r o g r

can be largely attributed to five main but interrelated factors:

1. Negkct of the primary care:A half of thenational budget remains at therttary level,

while only 20% goes to the decentraliZedel. Asa result, many public subsidies for
health frequently benefit the rich more than the poor.
2. Inadequate availability ofmaternal and child health and nutrition services. The healthcare

delivery system is weak with poor quality of care.

3. An absence of a comprehenshweman resourcstrategy that enables recruiting, training,
deploying, maintaining and monitoring sufficientimbers of providers in primary health
care (PHC) facilities and communities. As a result, the health sector is experiencing high
rates of attrition of skilled workers and inequitable distribution of providers.

4. Inadequate (or inconsistent) suppliesequipment, drugs, fuel and commodities in both

health facilities and in communities, including electricity, clean water, cold storage

capacity for blood; delivery kits; new growth reference charts; service manuals;

2 Sourcehttp://www.tradingeconomics.com/gambia/maternahortality-ratio-modeledestimateper-100-000-
live-births-wb-data.html
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consumables including birth control; trangation means for supervision as well as

emergency evacuation; and needs forecasting.

5. Sociceceultural barriers and limited community mobilization: The prevailing cultural

practices result in a plethora of harmful practices, delayed treatment seekingféexctive
first contact with health personnel at the community level. However, community structures

are not fulifledged to enhance community level mobilization.

6. Uneven access to and utilization of nutrition and health seragesbcioeconomic statusa@n

by geographic region, with urban and coastal regions faring much better than rural and more

remote regions, and underutilization of services by adolescents.

These factors point to an operationally weakened and #indded PHC system and inadequate
linkages between communities and or health sector. The Gambia relies on external aid for health
sector financing with 67% coming from donors and 21% from the Government. The out of
pocket expenditure constitutes 12% of overall health expenditures accorditige 8007
National Health Accounts. Verticalization of externally financed programs and a decline in
government financing of PHC has contributed to a gradually ypeléorming PHC system,

whose structures are not well positioned to provide preventiverative care.

1.2. Rationale

Given the unmet health related MDGs (1c, 4 and 5) and the weak health care delivery system,
the Government is committed to improve the primary healthcare system and nutrition structures.
There is also a growing realization that deckaide barriers need to be addressed to improve the
service utilization on MCH and nutrition aspects. In this contést,proposedMCNHR project

by NaNA andMOH with support from th&Vorld Bank is expected to synergize the dermand
supplysides to impove the service utilization towards key health indicators optimally. Given

the scanty evidence on the community level determinants on healthcare, this rapid assessment
had atempted to explore the same ofIR, nutrition and adolescent the health to suppoe

design of MCNHR project. This demandide assessment will: (a) inform overall design of

incentives for therojecton both the demand and supply sides; (b) inform how best to address
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demandside bottlenecks to service provision and utilization; af@ inform how best to
capitalize on and strengthen existing idtekages between theommunity and other health and

nutrition structures at the community level.

1.3. Objectives

The overall objective of this study was to generate evidence on the vanmessast demand
side for the design of the proposed project. In particular, the study focused on maternal and child
health, nutrition and adolescent health. Its specific objectives were the following.

i.  To understand the current health issues and care ggekiters and its determinants on
maternal and child health, nutrition and adolescent health
ii. To explore the client satisfaction on community health and nutrition structures and
various healthcare providers
iii. To assess the household health expenditure oernahtand child healthcare

2 METHODOLOGY
This study was a rapid demansiie assessment on the health status, expenditure, care seeking
and its determinants on maternal and child health, nutrition and adolescent health. It was

conducted by using both quéative and qualitative study methods.

2.1 Quantitative survey

This was a natiowide household survey through a{pested questionnaire.

2.1.1. Sampling
The sampld households were selected throughktmatified twastage samplinggrocedure The

strata onsisted of allLocal Government Areas (LGAdpgether with their urban and rural
residenceto provide a nationally representativeudy. The LGAs were Banjul, Kanifing,
Brikama, Mansakonko, Kerewan, Kuntaur, Janjanbureh and Ba&gart from Banjul and
Kanifing which are purely urban residence the other LGAs were further stratifieduratand

urban areas. In thieg'st stage sampling EAs were selected by systematic probability proportional

(4]


































































































































































