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Background: The health care utilisation of a population is dependent on their health seeking behaviour
which is determined by their physical, political, socio-economic and socio-cultural aspects. Objectives:
This particular study is conducted to identify the determinants and the patterns of health services
utilisation by the postgraduate students of Allama Iqbal Open University in Pakistan. It was a crosssectional study and conducted from December 2008 to April 2009 in Allama Iqbal Open University
Islamabad. Methods: A non-probability convenience sampling was done in post graduate students who
were enrolled for Masters Degree at Allama Iqbal Open University Islamabad. Data was collected on a
self administered, pre-tested questionnaire to identify the pattern of utilisation of health care services by
this educated class. Data was labelled and entered in SPSS version 16. Chi-square test is applied as a
test of significance with fixing the p value at 0.05 as significant. Results: Only 129 students 32 males,
97 females) out of 250 responded to the questionnaire with the response rate of only 51.6%. The sociodemographic profile of the participants shows that 71 (55%) belong to age group 20–29 years, followed
by 43 (33.3%) in age group 30–39 years. The marital status of the participants had a significant
association with selection of health care services (p=0.04). Twenty-four (75%) of the males and 67
(65%) of the females were using private sector facilities. Age, marital status and income of the study
subjects had significant association with selection of the provider with p values of 0.000, 0.047 and
0.051 respectively. Conclusion: The health care system in Pakistan comprises the public as well as
private health facilities. In Pakistan vast majority of doctors resides in urban area and attracts the
educated class towards private sector. Utilisation of public health care facility is not the main priority of
the educated class of the country. Government officials should pay attention to make it more convenient
for general public.
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INTRODUCTION
th

Pakistan ranks 7 in the category of most populous
countries of the world, and by the year 2050 will be
one of the largest countries of the world with an
estimated population of 285 million.1 Already the
existing population, with a growth per annum of
2.4% poses a challenge to the government vis-a-vis
jobs, education and provision of health services.2 The
health care system of Pakistan is composed of the
public and the private sector. The public sector
delivers health care through three tiers; primary,
secondary and tertiary. The primary level includes
rural health centers, basic health units, primary health
care centers, dispensaries, first aid posts, mother and
child health centers, and lady health workers. The
secondary level includes the district and the Tehsil
Headquarter Hospitals whereas the tertiary level care
is delivered through the teaching hospitals.3 The total
expenditure on health as percentage of GDP is 2.4,
with 8 physicians and 3 nurses/midwives available
per 10,000 population.2 The private sector consists of
a few accredited hospitals where as, majority is
constituted by unregulated hospitals, general
practitioners,
homeopaths,
spiritual/traditional
healers, bonesetters, quacks and hakims.4
The health care utilisation of a population is
dependent on their health seeking behaviour which
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has many determinants: physical, political, socioeconomic and socio-cultural.5 The literature review
identifies different reasons affecting the utilization of
health services between the developed and the
developing countries. According to a Canadian study
the number of contacts with a doctor by adults in
America was influenced by their financial status and
health insurance coverage and in Canada women are
more frequent users of health services as compared to
men.6,7 In contrast to the Canadian women, a woman
in Pakistan is unable to travel alone to a close village
and has to be accompanied by her mother in law,
husband or a relative in order to access a health
facility which forms a barrier to their health status
improvement.1 The unavailability of female health
staff at health facilities and the lack of knowledge
among women regarding their health are also seen as
an impediment in females’ health utilisation
behaviour.8 Other determinants of health services
utilisation in our part of the world are: socioeconomic
status, physical accessibility, cultural beliefs and
perceptions, women’s autonomy, literacy level of
mothers, family size, disease pattern and the health
care system itself .4
The public health sector is under-utilised
due to political interference, lack of managerial
decentralisation, absence of human resource
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management and a lack of integration.9 It is seen that
70–80% of the people in Pakistan, especially those
living in rural and tribal settings use complementary
and alternative medicine given their easy access,
affordability, family pressure and community
acceptability.10 The consequences of seeking
inappropriate and delayed health care includes
undesirable
health
outcomes
and
medical
emergencies.11 Therefore, in order to improve the
health status of the population, it is important to
integrate the modern and traditional health care
systems prevalent in the country, after providing
proper training to the traditional sector.9 This study
was undertaken to describe the patterns of health care
utilisation by the postgraduate class of Allama Iqbal
Open University and to identify the determinants of
health services utilisation.

MATERIAL AND METHODS
It was a cross-sectional survey conducted on the
postgraduate class of Allama Iqbal Open University,
Islamabad. The sampling technique used was
convenient non-probability sampling. Data was
collected using a pre-formed structured questionnaire,
which was pre tested before adoption of the final
version. Out of the 250 questionnaires distributed to
the class, 129 were returned. The collected data was
analysed using SPSS 16.0. Chi-square test was used
to test statistical significance at p<0.05.

RESULTS
A cross sectional survey was planned in 250 post
graduate students of Allama Iqbal Open University
with administration of questionnaire in them. Only
129 students out of 250 responded to this
questionnaire with the response rate of only 51.6%.
The study subjects comprised 32 males (24.8%) and
97 females (75.2%). The socio-demographic profile
of the participants shows that 71 (55%) belong to 20–
29 years of age group followed by 43 (33.3%) in 30–
39 years. All of them were postgraduate students with
61 (47.3%) having professional degrees. Twentyeight (21.7%) of the study subjects were not earning
any income. We had a varied group of people with
different employment status. In this group, we had 25
females (19.4%) as house-wives, and 17 (13.2%)
students. Majority of the study subjects were teachers
constituting 40 (31.0%) of the total group. Health
care professionals and office workers were also
present in the group as shown in Table-1. The
complete socio-demographic profile of the
participants is shown in Table-1.
The participants were asked about the
utilisation of health care services and their selection
of private or public sector for this. The utilisation of
health care services was cross tabulated with socio-

demographic profile of the participants and Chisquare test was applied to see the association between
them. It was observed that the marital status of the
participants has a significant association with
selection of health care services as shown in Table-2.
Table-1: Socio-demographic profile of the
participants
Socio demographic profile
Gender
Males
Females
Age in years
20–29
30–39
40–49
50–59
60–69
Education
Graduation
Professional
Income (PKR)
No income
<10,000
10,000–30,000
30,000–60,000
>60,000
Employment
House wives
Teacher
Health care
Office workers
Others
Students
Marital status
Married
Unmarried

Frequency

%

32
97

24.8
75.2

71
43
12
2
1

55.0
33.3
9.3
1.6
0.8

68
61

52.7
47.3

28
50
34
10
7

21.7
38.8
26.4
7.8
5.4

25
40
12
28
7
17

19.4
31.0
9.3
21.7
5.5
13.2

68
61

52.7
47.3

Majority of the participants were using
private sector for health care services. Out of 129
participants, 24 (75%) of the males and 67 (65%) of
the females were using private sector. Regarding age
group and utilisation of public and private sector, it
was noticed that those participants who were of age
group between 20–29 years, 50 (70.42%) of them
were using private sector and only 20 (28.16%) were
referring towards the use of government hospitals.
Only a small fraction 1 (1.40%) reported use of both
sectors. It was noted that use of private health care
facilities was considerably more in the other age
groups as well which constituted 30 (69.76%) in age
group of 30–39 years, 10 (83.33%) in age group 40–
49 years and 1 (50%) in 50–59 years. It is also
evident from Table-2 that regardless of the income
participants mostly opt for private health care
facilities.
The participants were also inquired about
the selection of the provider of health care which
include general practitioner (GP), specialist, hakeem,
dai and other spiritual healers. The results of
selection of provider of health care services were
cross tabulated with socio demographic profile of the
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consumers and it was analysed by the application of
Chi-square test by taking p≤0.05 as significant. It was
noted that age, marital status and income of the study
subjects have significant association with the
selection of the provider with p values of 0.000,
0.047 and 0.051 subsequently as shown in Table-3. It
was evident that with advancing age more people opt
for specialists and more married people opt for
specialists. Those participants who have no income
has shown pattern of selection of general
practitioners and hakeems instead of specialists.
It was observed during this study that
majority of males, i.e., 18 (56.25%) opt to go to a
general practitioner while majority of females, i.e., 47
(48.45%) opt for specialists. Only 5 (5.15%) of the
females have reported selection of Dai as a health
care provider. With advancing age, more participants
have opted to go to a specialist as in age group 40–49
years, 5 participants out of 12, (41.66%) have
reported it. With professional education, use of
specialist has shown increased trend (32, 52.45%)
and those who have simple graduation have opted
more for a general practitioner constituting 33
(48.52%).
The results of this study show that
unmarried mostly (29, 47.54%) go to GPs and most
of the married participants (35, 51.47%) opt for
specialists. It is evident from this Table-3 that those
who have income less than 10,000 (28, 56%) or have
no income at all (14, 50%) select GPs more than
specialists while with increasing income the selection

of health care provider changes to selection of
specialists.
The study participants were asked about the
reason for selection of particular health care service
provision and it was noted that 28% of the
participants are influenced by the parental advice for
selection of health care services followed by about
10% of the participants admitted that they get
influenced by spouse for selection of health care
provider.
Figure-1 represents the reasons for selection
of health care services by gender difference in which
the most important factor is availability of the
service.

Availability
Reputatio
Females

Location

Males
Fee
Side effects
Religion
0

10

20

30

Figure-1: Reasons for selection of health care
services by gender difference

Table-2: Utilization of health care services
Socio demographic
profile
Public sector
n
%
Gender
Males
Females
Age in years
20-29
30-39
40-49
50-59
> 60
Education
Graduation
Professional
Marital status
Married
Unmarried
Income
No income
Less 10,000
10,000-30,000
30,000-60,000
> 60,000
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Health care service utilization
Private sector
n
%

p value
Both
n

%

8
25

25
25.7

24
67

75
69.0

0
5

0
5.1

0.316

20
9
2
1
0

28.16
20.93
16.66
50
0

50
30
10
1
0

70.42
69.76
83.33
50
0

1
4
0
0
1

1.40
9.30
0
0
100

0.653

20
12

29.41
19.67

43
48

63.23
78.68

5
1

7.35
1.63

0.156

14
18

20.58
29.50

50
41

73.52
67.21

4
2

5.88
3.27

0.04

7
16
8
1
1

25.0
32.0
23.52
10.0
14.28

19
32
25
9
6

67.85
64.0
73.52
90.0
85.71

2
2
1
0
0

7.14
4.0
2.94
0
0

0.512
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Table-3: Selection of health care provider
Selection of provider

Socio demographic
profile
GP
Gender
Males
Females
Age in years
20-29
30-39
40-49
50-59
> 60
Education
Graduation
Professional
Marital status
Married
Unmarried
Income
No income
Less 10,000
10,000-30,000
30,000-60,000
> 60,000

Specialist
n
%

Hakeem
n
%

n

%

n

56.25
38.14

10
47

31.25
48.45

2
7

6.25
7.21

0
5

0
5.15

2
0

6.25
0

0.132

31
21
3
0
0

43.66
48.83
25
0
0

34
17
5
1
0

47.88
39.53
41.66
50
0

4
1
2
1
0

5.63
2.32
16.66
50
0

0
3
0
0
1

0
6.97
0
0
100

2
1
2
0
0

2.81
2.32
16.66
0
0

0.000

33
22

48.52
33.33

25
32

36.76
52.45

6
2

8.82
3.27

0
4

0
6.55

4
1

5.88
1.63

0.191

26
29

38.23
47.54

35
22

51.47
36.06

2
6

2.94
9.83

0
2

0
3.27

3
2

4.41
3.27

0.047

14
28
11
3
1

50
56
32.35
30
14.28

11
18
18
6
4

39.28
36.0
52.94
60.0
57.14

3
2
3
0
0

10.71
4
8.82
0
0

0
1
0
1
2

0
2
0
10
28.57

0
1
2
0
0

0
2
5.88
0
0

n

%

18
37

DISCUSSION
Health care utilisation is the use of health care
services by people. Health care utilisation is effected
by several factors. Among them the most important
ones are: structural (location, and its relationship to
access for public transport), administrative (how
efficiently the facility is being managed), cost of
health care, and the health care seeking behaviour of
people.12 Inappropriate or delayed health careseeking could lead to medical complications and
significant economic burden. The health care system
in Pakistan comprises the public as well as private
health facilities. In Pakistan the vast majority of the
country’s doctors resides in and serves urbanized
areas, and this is especially true of women doctors.4
In studies done by Jnajua et al it was noted
that in Pakistan, more than 80% of the health care is
provided at general practitioners’ clinics. Most of
these clinics consist of a small, single room structure
where consultation, injection administration and drug
dispensing is performed.13 Our comparative literature
review was limited because of difference of health
care systems in different countries.
In our study it was observed that majority of
the participants 91 (70%) preferred using private
sector for health care services. It is also noted in our
study that regardless of the income or age participants
mostly opted for private health care facilities. This is
similar to another study done by Janjua et al14 which
showed that 66.8% of respondents in their study
preferred private medical doctors. Our results are
consistent with a survey done by Sheikh et al15 in

Dai

Others
%

p value

0.051

which it was noted that in Pakistan women utilise
private medical services far more than men. Zwi A16
in his study also has noted that the under-utilisation
of the health services in public sector has been almost
a universal phenomenon in developing countries. The
private sector has flourished everywhere because it
focuses mainly on antenatal care, immunisation,
family planning services, treatment for tuberculosis,
and malaria. Bhattia et al17 in their study have noted
that the high use of private health care is due to easy
access, shorter waiting time, longer or flexible
opening hours, better availability of staff and drugs,
and better attitude of staff. In Pakistan, the public
health sector by and large has been underused due to
insufficient focus on prevention and promotion of
health, excessive centralisation of management,
political interference, lack of openness, weak human
resource development, lack of integration, and lack of
healthy public policy.18
In our study the participants were also
enquired about the preference of selection of the
provider of health care. It was observed during this
study that majority of males 56.25% used general
practitioner while majority of females 48.45% went
to specialists. Only 5 (5.15%) of the females have
reported selection of Dai as a health care provider. In
similar data noted in Canada it was seen that a higher
percentage of women were using specialist care than
men of the same age group.19 Qidwai et al20 reported
that 99%, 36.4%, 22.7% and 11.6% of the
respondents in their survey done in Karachi, Pakistan
had used services of allopaths, homeopaths, hakims
and spiritual healers respectively. In a another survey
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done in Pakistan by Sheikh S et al9 where it was
noted that
51.7% of respondents
chose
complementary and alternative medicine while 48.3%
chose biomedicine. In our present study we noted that
with advancing age, increase in income and education
more participants opted to go to a specialist rather
than a general physician. We also noted that mostly
unmarried respondents (47.54%) go to GPs and most
of the married participants opt (51.47%) for
specialists. Janjua NZ et al 13 in their study reported
that respondents living in urban areas, with monthly
household income >PKR 2,500, education level >5
years were more likely to visit private general
practitioners. The study participants were also asked
about the reason for selection of particular health care
service provision and it was noted that 28% of the
participants are influenced by the parental advice,
followed by the 22% who get influenced by the
availability of the health care services for its selection
and 14% cited the reputation of the provider as a
reason for their selection of a particular provider. In
studies done in USA several geographic and spatial
behaviour factors, including having a driver’s license,
distance for regular care, predisposing (age, gender,
ethnicity), enabling (household income), and need
(physical and mental health measures, number of
conditions) were significantly related to health care
utilization.21 In other studies family size and parity,
educational status and occupation of the head of the
family are also associated with health seeking
behaviour besides age, gender and marital status.22
Cost has also been undoubtedly been a
major barrier in seeking appropriate health care in
Pakistan.4 Consequently, household economics limit
the choice and opportunity of health seeking.12
Shaikh et al4 in their study noted that the utilisation
of a health care system may depend on sociodemographic factors, social structures, level of
education, cultural beliefs and practices, gender
discrimination, status of women, economic and
political systems environmental conditions, and the
disease pattern and health care system itself. Men
play a paramount role in determining the health needs
of a woman. Since men are decision makers and in
control of all the resources, they decide when and
where woman should seek health care.23 In other
studies done in India it was seen that women’s
access is often governed by their age, education,
earning, occupational status, and role in the family,
coupled with the cost of health care services.21 Sadiq
et al24 in their study in Rawalpindi noted that the type
of symptoms experienced for the illness and the
number of days of illness are major determinants of
health seeking behaviour and choice of care provider.
In case of a mild single symptom such as fever, home
remedies or folk prescriptions are used, whereas with
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multiple symptoms and longer period of illness,
biomedical health provider is more likely to be
consulted.

LIMITATIONS OF THE STUDY
The study was conducted on selected group of post
graduate students which have limited its
generalizibilty to the general population. Our study
was a snap shot survey and does not tell us the trends
in utilization of specific health care services. Overall
utilization rates do not tell exactly what services are
being provided to specific persons and cannot serve
as proxies for either access to specific services or
quality of care.

CONCLUSION
The health care system in Pakistan comprises the
public as well as private health facilities. In Pakistan
the vast majority of the country’s doctors resides in
urban area and attracts the educated class towards
private sector. Utilisation of public health care
facility is not the main priority of the educated class
of country. Government officials should pay attention
to make it more convenient for general public.
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