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Background: Health services utilization and responsiveness is a variable that can be affected by the location of habitat. This must be 

considered in planning and employing a system of proper service delivery. The aim of this study was to compare health care 

utilization and responsiveness between Akhmaqaya Slum Region (ASR) and Tabriz Representative Sample (TSR), Iran. Methods: A 

cross-sectional household study, using cluster random sampling, (n= 582 households) was conducted in 2015. Akhmaqaya slum 

region and Tabriz city were selected for data collection. A validated questionnaire was used for data collection. Data were analyzed 

by STATA 13. Results: Household’s socio-economic status was significantly high in Tabriz. Moreover 7.2% of Akhmaqaya slum 

households were not able to use health services especially medication in their last year due to the high costs when compared with 

3.3% in Tabriz. Results showed that 18.5% of Akhmaqaya slum households and 6.4% of Tabriz households had no insurance 

coverage. Services quality was rated to be average and bad by 40% of households. Responsiveness level in both regions was low 

and significant difference was not observed between the two regions. Conclusion: it was concluded that socio-economic differences 

seem to contribute in the health services utilization inequities between Akhmaqaya slum region and Tabriz as a sample. As well as 

low insurance coverage and financial protection, led to more refuse in health services utilization in slum households. It sounds that 

health policy in Iran must concentrate more on redesigning health provision structures to eliminate inequities originated by the 

difference in regions of living. 

 

INTRODUCTION 

Most developing countries including Iran are experiencing rapid growth 

in urban population. It is expected that by 2030, the urban population in 

developing countries would reach 3949 million resulting in higher levels 

of poverty (1). On the other hand, urbanization has been identified as an 

involving factor in improvement of health status due to higher 

accessibility to health services (1, 2). Hence, the governments decided to 

provide required facilities and possibilities for primary healthcare 

services (3). Health systems have the task to provide health care for the 

whole population of country. Furthermore, as World Health 

Organization(WHO) defined every health system has three basic goals: 

responsiveness, improving health outcome and fair financial 

contribution (4). 

Health services utilization is affected by different variables. 

Perceived health status was introduced to be a predictor of health 

services utilization (5-7). Studies had showed that socio-economic 

status, access to health facilities, education, insurance and place of 

residence affect healthcare utilization (8-13). Moreover, existing 

literature reveal that slum residents (urban) (define slum for this study), 

compared with households living in non-slum regions are less 

advantageous in health services utilization (1, 14). An Indian study 

showed that health services utilization was poor in urban slums (15). 

Autonomy, choice, clarity of communication, confidentiality of personal 

information, dignity, prompt attention, quality of basic and access to 

family and community support are defined to be the dimensions of 

responsiveness (16). Based on WHOs 2008 health system 

responsiveness survey, prompt attention and dignity, were respectively 

the most important domains in Iran (17). The same results were reported 

by Karami-Tanha et al (2014), (18). Unlike these results, Also, a study 

of responsiveness in17 countries by WHO revealed that responsiveness 

score in Iran were 75.4% and 71.9% for outpatient and inpatient 

services, respectively (17). The overall responsiveness of health care 

system was reported to be 84% by patients who suffered from heart 

failure (18). Appropriate level of responsiveness would lead to increase 
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in health services utilization by population in various socio-economic 

situations. It improves patients’ adherence to the health care providers’ 

recommendations and leads into the improved population health (19). 

Health services utilization and responsiveness necessary to have the 

baseline data to evaluate the reforms effectiveness. APHC reform plan 

called “Health Complex” will be run in East-Azerbaijan Province PHC 

system in close future, and to measure its effectiveness a comprehensive 

study will be conducted (20). The aim of this study is to describe and 

compare baseline data on health services utilization and responsiveness 

in Akhmaqaya Slum Region (ASR) and Tabriz Representative Sample 

(TRS). 

 

MATERIALS AND METHODS 

A cross-sectional household survey was conducted in 2015 in Tabriz, 

Iran. Tabriz, a city in northwest of Iran, is the 6th populated city with 

1558639 dwellers. Representative samples of households were enrolled 

from Akhmaqaya region and the rest parts of Tabriz.  

Akhmaqaya is located in south-western Tabriz (7th district of Tabriz 

municipality), capital of East Azerbaijan Province, Iran. Its socio-

economic status is relatively low compared to the other parts. This area 

was categorized as slum in province development plan. In Akhmaqaya 

1200 households were enrolled in 60 clusters (with each cluster 

containing 20 households). We used random cluster sampling based on 

the census forms completed in 2014. 

In Tabriz, the representative sample included sixty clusters each 

containing 20household. Tabriz clusters were selected based on the 

selected clusters of the Demographic Health Survey framework 

(national survey in 2011).In both studied areas, households number 6-10 

households (totally 600 households) in each cluster were selected to 

response health services utilization and responsiveness questionnaire 

(rest of the households were answered to other survey instruments in the 

main study).Finally, 300 households in each studied area were enrolled 

in the study as shown in Figure 1. Head of households or housewife 

were interviewed by a trained questioner. Each household was 

approached for data 3 times. Household with a residential time of less 

than 6 months in each area was excluded.  

Finally a 17-item questionnaire was developed for health services 

utilization and responsiveness. The questionnaire was validated based on 

the experts (n=12) opinion (Kappa =1). Kappa coefficient was 

calculated using the formula reported by McHuge, 2012 (21). 

 

𝐾𝑎𝑝𝑝𝑎 =
𝑃0 − 𝑃𝑐

1 − 𝑃𝑐
 

 

Where: Po is the proportion of observed agreements and Pc is the 

proportion of agreements expected by chance. 

 

Reliability of the whole questionnaire was approved by conducting a 

test-retest pilot study (n=30) with a two week break (ICC (95% CI) = 

0.76(0.49-0.88). 

The questionnaire included items about households health needs, 

households’ utilization of health services, barriers to health services 

utilization. Moreover household economic capacity questionnaire 

validated (α = 0.95) in Tabriz Clinical Governance Research Project 

(TCGRP) was used (22). Economic capacity of household was a self-

administered questionnaire, measuring the household economic ability 

to pay for basic needs, travels, jewelry and so on (more details in 

Sadeghi-Bazargani et al.(23)). Data were analyzed using SPSS software 

(version 13). 

 

RESULTS 

Totally, 582 households participated in the study (response rate: 98.6%). 

About half of the respondents were in ASR (49.5%). Household 

dimension mode was 4 (32.5% of households) in ASRwhen compared 

with 3 (33.9% of households) in TRS. About 27% and 20.7% of the 

households in Akhmaqaya and Tabriz had an under 5-old-year child, 

respectively. The annual ever-hospitalization rate of a family member, 

for the year before the study time, was 150 per 1000 household in ASR 

versus 201 in TRS. Results showed that 18.5% of ASR households and 

6.4% of TRS households had no insurance coverage. Frequency 

distribution of 4 main health issues is illustrated in Figure 2. 

The mean of households economic capacity was significantly 

different in ASR (Mean= 30.05± 17.2 (95% CI: 28.07-32.03)) and TRS 

(Mean= 42.34± 16.82 (95% CI: 40.42-44.27)) (sig =0.001). Findings 

showed that 53.6% and 54.2% of households’ members in ASR and 

TRS had used health services in last 30 days, before study time. The 

reasons to utilize health services in the last referral to health facilities are 

given in Table 1. 

Most of the households in ASR (83.6%) and TRS (92.6%) had 

received they needed health services. About 5.2% of households (7.2% 

ASR and 3.3% TRS) who were not able to get the health services, had 

stated high cost of services to be the main reason. Majority of the 

households had referred to the private clinics to receive the services 

(41.3% in ASR and 54.7% in TRS). Only 0.3% of TRS households had 

used home care services. Majority of the households believed that using 

home care services was not a possible issue. Households (79.6% in ASR 

and 68.3% in TRS) identified high costs of home care services as the 

main obstacle. In their last referral to health provider facilities Drugs 

were prescribed for 82.5% of Akhmaqaya Slum Region households and 

90.6% of TRS households. Considering this, 7.1% and 1.2% of 

households in ASR and TRS were not able to take their drugs, 

respectively. 52.5%of ASR households had mentioned that financial 

problems were the main reason. Getting better and feeling well was the 

main reason to not to take the drugs in TRS households (58.7%). Most 

of the households in ASR and TRS were fairly satisfied with health 

services (62.9% and 61.5% respectively). There was a significant 

difference between ASR and TRS households health services quality 

rating (sig=0.032). About 40% of households had rated the services 

quality as average and bad (36% in ASR and 44.5% in TRS). As uttered 

by the households, about a quarter of households’ members (24.5% in 

ASR and 19.3% in TRS) felt no change in their health status after 

treatment. The mean of health system responsiveness was 33.79±16.13 

and 34.09±14.79 in ASR and TRS, respectively. The mean cost of the 

last outpatient health services (total and out of pocket costs) used by 

respondents are given in Table 2. 

 

DISCUSSION 

Health services utilization was different in ASR and TRS. As reported in 

results, ASR household had used preventive services such as 

vaccination, child care and maternal health more than TRS. On the other 

hand TRS households had more used tertiary services such as heart 

failure and hypertension services. Rewardingly, households' satisfaction 

was not differing but the quality of services was significantly different 

from respondents’ perspective in ASR and TRS. Moreover, health 

system responsiveness was in low level in both regions. 

Literature revealed that slum residents, had disadvantage over the 

use of health services  when compared to residents of the city (1, 14). It 

was cleared that hospitalization rate was higher in TRS region versus 

ASR. This may not be due to less need of ASR people to the  
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Figure 1 Flowchart how to choose a household from study population 
 
 
 

 
 
 
Figure 2 Frequency distribution of 4 main health issues in studied regions 
 
 
 
Table 1 (%) of household who had used various health services in last referral to health facilities 

services ASR (% of households) 
TRS (% of 
households) 

Total (% of 
households) 

Dentistry 7.2 7.4 7.3 

Vaccination 8.9 4 6.4 

Pregnancy care 2 1 1.5 

Child care 6.5 3 4.7 

Workplace health control 0.7 0 0.3 

Injuries 1 0.3 0.7 

Mental health 6.8 4.7 5.7 

Arthritis 7.5 8.7 8.1 

15 12.3 18.4 3.49 18.1
32.1
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Asthma 0.7 1 0.8 

Diabetes 3.4 3.7 3.5 

Thyroid Disease 1 1 1 

Maternal health 16 9.4 12.7 

Stroke 0 0.3 0.2 

Heart failure or hypertension 7.8 12.4 10.1 

Febrile and infectious diseases 2.7 2.3 2.5 

Cancer 0 0.3 0.2 

Outpatient surgery 1.4 0.3 0.8 

Hospitalization 2 0.7 1.4 

Laboratory 5.8 6.7 6.3 

Taking drug 3.1 7 5.1 

Rehabilitation Services 0.7 0 0.3 

Emergency services 2.4 0.3 1.4 

Imaging services 3.1 2.7 2.9 

other 31.1 42.8 37 

 
 
 
Table 2 Mean total cost and out of pocket payments in ASR & TRS 

N Service 
Mean Total cost (Rial) Mean Out of pocket (Rial) 

ASR TRS ASR TRS 

1 Physician examination 
280090  
(9.3 $*) 

245970 (8.2$) 163450 (5.4$) 702550 (23.4$) 

2 Drug 519060 (17.3$) 1059090 (35.3$) 355720 (11.8$) 1211510 (40.3$) 

3 Clinical analysis 640000 (21.3$) 
628330  

( 20.93$) 
562360 (18.7$) 732280 (24.4$) 

4 Transportation 95540 (3.2$) 134570 (4.4$) - - 

5 Other costs 3776250 (125.8$) 1805230 (60$) 3029350 (101$) 1303900 (43.4$) 

*The base for USD$ calculation was the informal market of Iran and may vary through the time 
 

hospitalization. But it may be a matter of inaccessibility especially due 

to low insurance coverage in ASR. As it was concluded in previous 

studies in Shiraz slum areas, it can be confessed that insurance system 

coverage was lower in slum regions (24). 

As results revealed, the prevalence of depression and injury in ASR 

was more than TRS. This had caused more use of mental health and 

injury services by ASR households (1 and 6.8% of households 

respectively) compared with TRS households (0.3 and 4.7% of 

households respectively). As previous studies illustrated, due to the 

exposure to stress, ongoing life events and weak social support, low 

Socioeconomic Status (SES) is generally  correlated with psychiatric 

disorders (25). Our findings were in accordance with the previous 

studies. An interesting result was the more prevalence of diabetes and 

hypertension in TRS group unlike to the previous studies which 

discussed that  the prevalence of chronic disease were higher among 

groups with lower SES (26). However, In Shiraz slum areas 7.2% and 

10% of participants above 15 years, were diabetic and hypertensive, 

respectively (24). It was higher in ASR accounting for 12.3% diabetic 

and 18.4% hypertensive. This may be due to the environmental and 

cultural differences of Shiraz slum areas and ASR. Unequal utilization 

of health services for different population can increase the risk of certain 

disorders and increase social discriminations in terms of health and 

brings financial burdens (27). 

Our study calculated this to be 15% in ASR and 20.1% in TRS. The 

difference could be as a sample size matter. High cost of services was 

the main obstacle for not using health services in 5.2% of households 

especially medicine. 

There is a negative relationship between the increase in the price and 

the frequency of prescribing a drug, thus making it less affordable for 

households to get the drug they need (28). Saadati et al. (2011) study on 

hospitalized cardiac patients showed that 50% of patients had a delay in 

health services utilization because of high costs (29). 

 

 

However, the majority of households were fairly satisfied with the 

services. The quality issue is an important aspect of services that 

undermines the utilization of health services (30). As indicated in the 

results, most of the households (40%) rated the quality of services to be 

average or bad. Previous studies suggested that public health services 

are commonly perceived by the households to have poor and insufficient 

quality (31, 32). Significant difference of services quality between slum 

and non-slum residents, might be due to the variation in perception of 

quality by different cultural and SES status populations and 

characteristics related to the services provision (33). Due to the high cost 

of out-of pocket to supply medicine in both parts of the study therefore it 

is noted that several factors affect drug administration. Most important 

of them are knowledge of physicians and pricing (28, 34). 

Low quality of services contributes in insufficient responsiveness. 

Lack of proper responsiveness might lead to low level of public trust in 

health system (35). Iranian health system was ranked 100 in 

responsiveness by WHO report in 2000 suggesting that it needs more 

initiatives to be improved (4). However, Iran health services utilization 

survey had reported the responsiveness rate in outpatient as 82.8% and 

inpatient 74.9% (13). Our study results were not similar. The difference 

might be due to the implemented questionnaire, sampling method and 

sample size. There was not a significant difference in health system 

responsiveness between two studied regions. This was discussed in 

previous studies that socioeconomic status had a little effect on 

responsiveness (36). 

 

CONCLUSION 

Results revealed a general association of SES and health care utilization. 

A clear trend was not observed in health services using across ASR and 

TRS. However, results showed that in ASR, financial problems led to 

more refusals of service utilization. Despite promoted national health 

indicators and improved quantity and quality of health services in Iran, 

still there is inequality in terms of health service utilization among 
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populations of different regions. It sounds that health policy in Iran must 

have more concentration on redesigning health provision structures to 

eliminate inequities regarding various residential regions.  

 

Limitations 

All the information was self-reported by households, which are prone to 

recall errors. It is expected that such errors were random and may not 

affect the validity of results. 
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