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Determinants of Seeking Needed Outpatient Care in Iran: Results
from a National Health Services Utilization Survey
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Background/Objective: To assess the inequity in seeking needed outpatient services in Iran
and to investigate its influential factors.

Methods: The data were taken from a nation-wide Iranian_health survey conducted in 2003.
This study is based on individuals aged 15 years and over.who had mentioned their need to seek
outpatient care within two weeks prior to the day of the interview. The outcome was seeking
needed outpatient care. The independent variables included respondents' age, gender, marital
status, education, occupation, index of household economic status, health insurance status and
residential place (urban vs. rural).

Results: Sixty-nine point five percent of those in need sought outpatient care. The rich (OR:
2.38, 95% CI: 1.64 — 3.43) and the health insured (OR: 1.62, 95% CI: 1.25 — 2.08), the pensioners and
the retired (OR: 2.26, 95% CI: 1.22 — 4.20), the housewives (OR: 1.77, 95% CI: 1.07 — 2.95) were more
likely to seek outpatient care than other occupations. On the other hand, people living in remote
rural areas (OR: 0.40, 95% CI: 0.28 — 0.57) were less likely to seek their needed outpatient care than
those living in main rural areas and urban areas.

Conclusion: As in different parts of the world, differences in seeking needed healthcare still
exist across different groups in Iran. Indeed, seeking outpatient care in Iran is related not only to
health system functions—like health insurance and health facilities—but also on factors beyond

the scope of health authorities such.as economic status and occupation.
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Introduction

any factors potentially influence the
differential access to healthcare
facilities across different groups.'
They can be categorized into three broad groups:
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“predisposing factors” including age, gender,
education, and ethnicity, “enabling factors,” and
“factors related to the need for health care.”> *
Enabling factors exist at both individual levels,
e.g., health insurance coverage, regular source of
care, economic status and at community level, e.g.,
availability of healthcare delivery system and the
distance to and conditions of care providers.
According to a frequently-used definition, health
systems are said to be equitable if use of health
services is based on people's needs for services,’
irrespective of individual or social differences.

The constitution of the Islamic Republic of
Iran guarantees all citizens, particularly people in
poor and rural areas, the right to access healthcare
facilities.” © This resulted in the health network
development, guaranteeing primary healthcare
(PHC) for 100% of urban population and about
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85% of the rural population.” However, it is
believed that, despite intended universal provision,
inequities still exist in healthcare utilization.
Furthermore, there has been limited information on
how demographic, socioeconomic, health needs
and other factors affect health service utilization in
the country.

The health sector reform which is proceeding in
Iran is currently supposed to provide more
equitable access to health services for different
groups of people.® This study, to the best of our
knowledge, is the first systematic assessment of
equity in utilization of outpatient services in Iran
aimed at investigation the influential factors of
seeking needed outpatient care in Iran.

The Iranian health system

While the Ministry of Health and Medical
Education finances and delivers the PHC, the
secondary and tertiary cares are increasingly
financed through the compulsory public sector and
private insurance schemes. The Ministry of Health
and Medical Education is, nonetheless, responsible
for regulating both the private and public sector
healthcare delivery.®

An elaborate network of facilities for delivering
the PHC at district levels is completely decentra-
lized. General health and medical polices are made
at national level but the District Health Networks
are free to implement these programs as deemed on
otherdesertion suitable. The Network Management
Unit plans and manages healthcare services in the
urban and rural areas of the district.”

Health houses provide .PHC in rural areas.
Every health house covers one or more villages.
Each health house is staffed by.two trained health
workers. Patients, who tequire a higher level of
medical attention than primary care, are referred to
the local Rural Health Center where can, in turn,
refer them to the District Hospital. Specialized care
is provided by university-affiliated hospitals in
provincial capitals. In urban areas, there are urban
health centers’ and health posts—equivalent to
respectively rural health centers, and rural health
houses. Health posts provide PHC mainly in slum
areas.” The District Health Center is the headquar-
ters of health promotion activities.

Iran has a well-developed private health sector,
primarily concentrated in urban areas and playing a
major role in the provision of secondary and
tertiary cares. It also controls almost the whole
pharmaceutical industry and drug distribution and
accounts for a large share of laboratory facilities.®

Determinants of seeking needed outpatient care in Iran

There are four major health insurance
organizations namely a) Medical Service Insurance
Organization covering government employees,
rural households, and students; b) Social Security
Organization covering formal sector employees,
self-employed and their dependents; c) Armed
Forces Medical Services Organization covering
military members and their dependents and d) the
Emam Khomeini Relief Committee covering the
poor and destitute prople.®

Materials and Methods

Sample and procedures

This study was based on the Utilization of
Health Services in IR Iran, a national health survey
conducted in 2003. Systematic sampling method
was used to choose the 3,514 households using the
sampling frames of Iranian households available at
Health Network Development Center.’

Data on‘all members of sampled households—
about 17,000 individuals—were gathered using a
previously precoded and pretested questionnaire.’
Sampled households were visited at a maximum of
five times during the survey. By the end of the
survey, 3,339 out of 3,514 households were
interviewed, yielding a 95% response rate.® The
survey sample was representative for the last
population census.® As data for individuals under
15 years old were obtained from the parents, they
were not interviewed, and thus this group was
excluded from the study. This study uses data on
2,720 individuals aged 15 years and older who had
mentioned their need to seek outpatient care within
two weeks prior to the interview.

Variables

The outcome was defined as seeking outpatient
care—a binary variable—within two weeks prior
to the interview. Independent variables included
the respondents’ demography like age, gender,
marital status, education, occupation, index of
household economic status, health insurance status
and residential place (urban vs. rural).

Index of economic status for each household
was constructed using principal components
analysis.'” The variables used in the analysis
included number of rooms per capita, having a
separate kitchen, having a bathroom, type of
cooking device, and type of heating device, having
a car, having a motorcycle, having a fridge, having
a TV, having a mobile phone, having a microwave
oven and having a washing machine. The first
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principal component, which is assumed, be a proxy
for household wealth, explained near 20% of the
total variance. Economic status quintiles were used
as a categorical independent variable in the model.

Statistical analysis

The association between seeking outpatient care
and its potential influential factors was assessed
using “robust logistic regression analysis” taking
into account the clustering effect at the household
level. In the bivariate analysis, odds ratios of
seeking outpatient care were calculated for each
independent variable. In the multivariate analysis,
adjusted odds ratio was derived through regression
of seeking outpatient care on independent
variables. Goodness of fit was checked using
Hosmer-Lemeshow and linktest.'' All statistical
analyzes were performed using Stata version 9.0."

Results

Sixty-nine and a half percent (1,891 out of
2,720) of adults in need sought outpatient care.
Ninety-eight percent of the group seeking
outpatient care also managed to find it. Table 1
shows the summary statistics of independent
variables among those who sought outpatient care:
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It also summarizes the bivariate associations
between explanatory variables and seeking
outpatient care.

The females, the married, the more educated,
the retired, those with low-economic status,
pensioners, economically troubled persons,
individuals with health insurance, and those living
in urban areas were more likely to seek outpatient
services. Age had no significant effect.

Table 1 illustrates the results of the multivariate
logistic model as well. Hosmer-Lemeshow and
linktest were non-significant (P values=0.99 and
0.94, respectively) indicating the appropriate
“goodness of fit” of the model. Occupation,
household economic status, health insurance and
residential place were significantly associated with
seeking <outpatient. services controlling for the
explanatory variables mentioned in Table 1. These
associations are illustrated in Figure 1.

Discussion
According to a commonly-used definition,
health systems are equitable if the people’s use of
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services is primarily based on their needs, ™
irrespective of individual or social differences.
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The associated factors with seeking outpatient care

Figure 1. The factors associated with seeking outpatient care controlling for each other and individual's age, sex,

marital status and educational level, Iran, 2003.
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Table 1. Summary statistics, crude and adjusted association between seeking outpatient care and explanatory

variables, Iran, 2003.

Crude odds ratio Adjusted odds ratio

% Seeking care

and 95% Confidence

and 95% Confidence

(nsought/nin need) Interval Interval
Odds Lower Upper Odds Lower  Upper
ratio limit limit ratio limit limit
Age 15-30 69.09 (684/990) 1 1
30-44 70.51 (562/797) 1.07 0.87 1.32 1.00 0.77 1.30
45-59 66.6 (335/503) 0.89 0.71 1.12 0.85 0.61 1.17
>60 72.09 (310/430) 1.16 0.89 1.50 1.15 0.76 1.74
Sex Female 71.73 (1223/1705) 1 1
Male 65.81 (668/1015)  0.76™  0.65 0.89 1.05 0.77 1.45
Marital status Married 70.59 (1390/1969) 1 1
Divorced/Widow  67.12 (147/219) 0.85 0.63 1.14 0.81 0.57 1.16
Never married 66.54 (354/532) 0.83 0.67 1.02 0.94 0.68 1.29
Education Iliterate 65.22 (572/877) 1 1
Primary school 70.99 (526/741) 130" 1.05 1.62 1.27 0.97 1.67
high school 71.37 (683/957) 1337 1.09 1.63 1.19 0.86 1.64
University 75.86 (110/145) 1.687" 142 2.52 1.14 0.67 1.95
Occupation Employed in 62.86 (66/105) 1 1
private sector
Employed in 74.85 (122/163) 176" 103 3.01 1.28 0.72 2.28
public sector
Self-employed 60.96 (267/438) 0.92 0.60 1.43 1.01 0.64 1.62
Unemployed 60.19 (127/211) 0:89 0.55 1.45 1.03 0.62 1.73
Pensioner/Retired ~ 81.45 (101/124) 259" 1.42 4.73 226" 1.22 4.20
Housewife 72.53 (985/1358)«" 11.56".  1.04 235 177" 1.07 2.95
Student 71.88 (161/224) 1.51 0.91 2.49 1.44 0.82 2.53
Household economic  1* Quintile 59.13 (353/597) 1 1
index 2" Quintile 66.78 (408/611) 139"  1.05 1.84 1.30 0.97 1.75
3" Quintile 70.47 (401/569) 1.65° 123 221 1.42” 1.03 1.97
4™ Quintile 74.66 (333/446) 204" 1.49 2.79 1.79% 1.25 2.57
5" Quintile 80.97 (366/452) 294" 2.16 4.01 238" 1.64 3.43
Health insurance  Not insured 63.13 (363/575) 1 1
status Insured 71.24.(1528/2145) 1457 1.15 1.82 1.62° 1.25 2.08
Location Urban 73.33 (1166/1590) 1 1
Rural (Main ) 68:85 (599/870) 0.80 0.65 1.00 0.98 0.75 1.27
Rural 48.46 (126/260) 034" 025 0.46 0.40° 0.28 0.57
(Satellite/Mobile )
*P <0.001, P <0.01, **P < 0.05 compared with the baseline group
2, 13 - 16

To the best of our knowledge, this is the first
study investigating seeking outpatient services in
Iran using a .recent national health survey.
Utilization of outpatient 'care in Iran is made up of
the probability to seek care which is 69.5% and the
probability to find care which is 98% when seeking
for it. Because of the latter high probability,
seeking care can therefore be used as a proxy for
healthcare utilization. We found evidence of
inequities: in particular, the rich and the health
insured, the pensioners and retirees, and the
housewives were more likely to seek outpatient
care than other occupations. On the other hand,
people living in remote rural areas were less likely
to seek their needed outpatient care than main rural
areas and urban areas.

These findings are consistent with other studies
reporting significant associations between seeking

outpatient services and health insurance,
living in rural areas,” ' '® having flexible daily
schedules'® and economic status’ '° and non-
significant associations of seeking outpatient care
with age," gender'® and education.'® " Previous
studies in the US, Brazil and Iceland found that
individuals with limited or no insurance make
fewer visits to physicians.> * = '® From a health
sector reform point of view, achieving universal
health insurance coverage will not only increase
the health services utilization, but also lead to
reduced household catastrophic health expen-
ditures.”® Of specific interest is the effect of
insurance after controlling for the socio-economic
status, indicating that being insured affects the
average level of seeking care, irrespective of the
socio-economic status. We also found no dif-
ference in seeking outpatient care between urban
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areas and main rural areas, after adjusting for other
factors indicating the impact of the health network
in the rural areas. This indicates health network has
done an excellent job in the rural areas where at
least health houses—the first level of health care
delivery network—exists. On the other hand, the
people in need who are living in satellite and
mobile rural areas, where there is no health houses,
have the least probability of seeking outpatient
care. These rural areas are covered by health
houses which are in main villages. People in
satellite and mobile rural areas mention (more than
ones in urban and main rural areas) that distance to
health houses in the main villages is one of the
reasons for failing to seek care.” So an expansion
of rural health care facilities would answer a direct
health need.”' Lack of roads with good quality and
poor public transit leading to an inconvenient and
costly seeking health services might be as other
impeding factors at community. Other studies
showed the influence of distance to care provider
on health care utilization for rural residents.'” Some
studies also indicated that distance might be a
surrogate for location in a richer web of relations
between residents and their local communities.'
Kirby and Kadena found that living in disadvan-
taged areas is associated with reducing the likeli-
hood of obtaining recommended preventive
services and increasing the likelihood of having
unmet medical need, even after” controlling for
individual-level characteristics.” They. suggested
that when those who are disadvantaged are
concentrated into specific areas, disadvantage
becomes an “emergent characteristic” of those
areas that predicts the ability of residents to obtain
healthcare. This is supported by-a study in the US
showing that communities matter, even after
adjusting for f{individual 'need and enabling
characteristics. Access to medical care was better
for those living in communities with more
federally-funded health facilities.

Our study indicated that seeking outpatient care
is also related to factors beyond the scope of health
system. Table 3 shows an ascending trend in
seeking outpatient services in those with higher
economic status, as also reported by others.”
Policy initiatives to improve this trend include the
reduction of unemployment, the development of
poor rural areas and poorest provinces, identifying
and tackling demographic and socioeconomic
characteristics of especially poor and vulnerable
groups and designing taxation and pricing policies
to help redistribute income from rich to poor.”

A. R. Hosseinpoor, M. Naghavi, S. M. Alavian, et al

“Poverty Reduction and Targeted Subsidies Plan”
and “Social Safety Net National Program” ratified
by Council of Ministers in 2005 are two examples
of the Government's plans to reach the poor.

This study showed that the employed people in
public and private sectors and the self-employed
people were less likely to seek outpatient care than
the pensioners, the retirees and the housewives
who have flexible daily schedules and who do not
have to get away from work. This is consistent
with a study from Iceland showing that the
difficulty of getting away from work results in a
delay/cancel of the doctor visit.'"® More flexible
opening hours at the. community health facilities
might improve this situation.

The nonsignificant pure association of
individuals’ education observed in our study sug-
gests that it is of limited importance for explaining
seeking outpatient care which is in keeping with
the literature,'® ' although it may be more
important when understanding seeking the specific
types of outpatient services, like specialist and
preventive services as well as explaining variations
in seeking inpatient services. For instance, one
study in Canada showed that the less educated
Canadians visit specialists at a lower rate than
those with higher levels of education, after
adjusting for differences in health need.' Another
study in Netherlands found that individuals with a
high educational level had a higher probability of
outpatient contacts with a specialist, but a lower
probability of general practitioner contacts,
compared with those with a low educational level
controlling for their health status, age, gender and
marital status.”

After adjusting for other variables, our study
did not find any significant associations between
seeking outpatient care and individuals’ demo-
graphic characteristics like gender, age and marital
status which is in agreement with observations in
Iceland.'® There was a higher level of health
services utilization in women without adjusting for
other variables. This may be explained by
housewives seeking more care and controlling for
occupation therefore makes gender nonsignificant.
Other studies indicated that female gender is
positively correlated with physician utilization but
none of these studies adjusted for occupation. '
#°2 Some studies showed no correlation between
visiting a doctor and age controlling for other
factors,” ' '® but others found that younger
individuals were less likely visit a doctor although
they needed.” '® Few studies have assessed marital
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status differences in access to healthcare facilities.
For example, the Iceland study found that the non-
widowed were more likely than others to postpone
or to cancel their physician visits.'®

It should be noticed that the design of our study
might lead to recall bias and causality problems.
The recall bias was probably minor as the outcome
was measured in a dichotomous way and for a two
week period only. Furthermore, a concordance
between self-reported and registered utilization of
health care has been reported.”® Secondly, in a
cross-sectional survey, no cause and effect
relationship can be established and the inference
about the associations mentioned should therefore
be considered with care. However, evidence from
longitudinal studies supports the direction of
causality suggested in this paper.”’

Having a regular source of care or doctor,
which might be associated with having better
access to health services,” '® ' 2® was not included
in this survey. Previous studies found that it is
directly associated with socioeconomic factors.”
The poor people are more likely to lack a regular
doctor because of financial barriers.”” The
promotion of having a regular source of care may
therefore improve health care quality and health
services access, particularly in the poorest groups.
This idea has developed under the health sector
reform in Iran as important for the development of
a family medicine system. The current. study
focused just on seeking outpatient carerand did not
appreciate the difference in. types of outpatient
services like visiting a doctor or just providing an
over-the-counter drug form.a pharmacy. It would
be of interest and policy relevance to distinguish
the specific kinds of health care;'e.g., primary vs.
specialist care, in future research.

Our study implies;the despite great successes in
achieving universal provision and access to the
health system, there are still some degree of
inequities; the poorest and non-insured group as
well as residents in satellite/mobile rural areas still
use the health services to a lesser extent. The
Iranian government has made a priority of
reducing poverty and increasing employment.
Furthermore, Iran has boosted their health
insurance policy. In addition, those people living in
remote rural areas will benefit from the newly-
installed health insurance program covering the
whole rural areas. A universal approach linking the
Ministry of Health and Medical Education with
other ministries, may speed up reducing inequali-
ties in social and health system determinants of

Determinants of seeking needed outpatient care in Iran

seeking healthcare and therefore further improve
healthcare utilization.
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