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Background: Planning for health care services provision depends on the morbidity profile, 
health-seeking behavior (HSB), and its predictors. Thus, this study aimed to identify the level 
of self-reported morbidity, HSB and its predictors.
Patients and Methods: A community-based cross-sectional study was conducted among 
the geriatric (≥60 years) population in West Shoa Zone. A multi-stage systematic sampling 
technique was employed to select the study participants. After testing for collinearity, 
variables with p-value <0.25 on binary logistic regression were entered into backward 
multivariate logistic regression analysis with statistical significance at p-value <0.05.
Results: With a response rate of 98%, 779 study participants were recruited. The median 
(IQR) age of the respondents was 70 (70–78) years. Five hundred eighty-four (3/4) of the 
study participants reported that they experienced morbidity at least once in the year before 
interview. Of 584 study participants, 53.9% had poor HSB. Living in village (p-value = 
0.034), being housewife (p-value = 0.048), wealth index [being rich (p-value = 0.033), being 
in moderate economic status (p-value= 0.001), and being poor (p-value= 0.049) relative to 
richest], being head of polygamous household (p-value= 0.019), non-smoker (P-value = 
0.012), not having community-based health insurance coverage (CBHI) (p-value< 0.0001), 
having ≤3 times number of illness (p-value <0.0001), self-medication (p-value < 0.0001), not 
having hypertension (p-value=0.016), not having diabetes mellitus (DM) (p-value=0.012), 
and not having oro-dental problem (p-value= 0.043) were positively associated with poor 
HSB. Nevertheless, self-perceived mild severity of illness (p-value= <0.0001), good health 
status (p-value= 0.001), and not having musculoskeletal problem (p-value< 0.0001) were 
negatively associated with poor HSB.
Conclusion: There was a high prevalence of self-reported morbidity and poor HSB. There 
should be an effort to improve the HSB and CBHI utilization of the geriatric population by 
all stakeholders. Moreover, modifiable predictors of HSB needs to be improved.
Keywords: self-reported morbidity, geriatrics, health-seeking behavior; HSB, predictor, 
Ethiopia

Introduction
Aging is a natural process, which is associated with physiological and biological 
changes. It is associated with diseases, the cumulative effect of multiple exposures to 
psychological, physical, and social conditions that are frequently unfavorable and 
increase the risk of health problems. Morbidity rates are highest in the aged 
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populations, due to lack of availability and accessibility of 
health services related to the older population.1

Globally, the proportion of the elderly has been rising 
steadily, more than the number of people in all younger 
age groups. It increased from 7% in 1950 to 11% in 2007 
and is expected to rise by 22% in 2050. In the same 
manner, between 2017 and 2050, the number of elderly 
living in developing countries is expected to rise from 
652 million to 1.7 billion.2 This projection indicates that 
nearly 80% of the world’s elderly populations will live in 
developing countries in 2050.2 Moreover, in Ethiopia, the 
elderly population accounts for about 5% of the total 
population in 2007 and is expected to rise to 7.3% of the 
total population by 2037.3

The rise in the number of elderly people increases the 
burden of providing social services, including health care 
services for these populations.4 However, inequality in 
health, education, and income levels of older people is 
increasing between developed and developing countries. 
Policies that support the elderly such as pensions, free 
health care, and treatments of chronic disease have been 
slow to evolve in developing countries compared with the 
fast rise in the numbers of those people.5 A similar situa
tion was found in Ethiopia as most have no constant 
sources of income, no adequate public sector pension for 
employed,6 and absence/lack of social security system 
among unemployed rural elderly people.7,8 This might 
affect health-seeking behavior (HSB) of the elderly popu
lation; thus, they could be obliged to visit alternative care 
rather than seeking modern health care.9 HSB has been 
defined as any action performed by individuals to search 
for remedy owing to manifestation of symptoms for self- 
perceived health problems or illness.10

There is increasing literature on HSB and its determi
nants in many developing countries. These studies 
revealed that the determinants for HSB were not similar 
for all elderly populations. It may vary based on the 
cultural belief and practice as well as the economic status 
of the countries.11–13 As we understand from the above 
literature, the factors that determine the HSB of the ger
iatric population were different for different nations. Thus, 
country or community-specific data is mandatory for plan
ning health intervention for those populations.

However, in Ethiopia, there is limited literature on the 
level of morbidity, HSB, and its determinant among geriatric 
populations. Even the limited literature had its own limitation 
to identify the level of morbidity and HSB among the ger
iatric population. For instance, a study done in the Wolaita 

zone, Ethiopia, included only the elderly who experience 
illness in the month before the survey. This may fail to 
address the level of self-reported morbidity and the time 
duration is too short.14 Again, this study was conducted in 
the South Nation Nationalities and People (SNNP) region of 
Ethiopia where the socio-economic and cultural beliefs of the 
study participants were different from the current study par
ticipants. Another two studies conducted in Ethiopia were 
done in a very small study area and on a small sample size, 
which may be difficult to generalize the result for a large 
community. Again these studies failed to clearly define HSB 
among the study participants in relation to the number of 
their illness in a specified period of time.15,16

Planning for health care services provision depends on the 
morbidity profile and HSB of the population. Data on HSB is 
essential to provide need-based health care services to the 
population. A community-based study reflects the HSB and 
its determinant. Thus, this study aimed to fill the literature gap 
and identify the level of self-reported morbidity, HSB and its 
determinant among the geriatric population of Western 
Ethiopia. The results of this study will be used as baseline 
information for the researcher and for policymakers to make 
decisions and use available evidence-based interventions to 
improve the HSB of the elderly population in the country.

Patients and Methods
Study Area, Design, and Period
A community-based cross-sectional study was conducted 
from April 1 to June 1, 2018. The study was conducted at 
Oromia regional state, West Shoa Zone using a multi-stage 
random sampling of geriatric (≥60 years) populations. The 
West Shoa zone is located in west Ethiopia and covers 
14,921.19 km2 with a total population of 2,058,676 
(Ethiopian 2007 census report). The geriatric population 
was estimated to be 102,934 depending on the proportion 
set by the Central Statistical Agency of Ethiopia.3 West 
Shoa Zone has 23 woredas and 526 kebeles of which 486 
are rural. Out of 23 weredas, eight woredas (Ambo, Bako 
Tibe, Dandi, Ilu Gelan, Jibat, Ilfeta, Ambo, and Toke 
Kutaye) and 26 kebeles were included in the study.

Source Population
All elderly ≥ 60 years who were residents in the West Shoa 
zone were the source population.

Study population:All elderly in the West Shoa zone who 
were selected by systematic random sampling technique.
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Exclusion criteria: Elderly with the following 
impairments will be excluded from this study.

● Elderly who were severely ill and unable to respond
● Elderly who were unable to speak and hear
● Elderly who were away from home during data col

lection for three consecutive visits
● Elderly who were diagnosed with dementia or mem

ory loss (to avoid recall bias).

Study Variables, Sample Size, and 
Sampling Technique
Dependent variable: HSB of the geriatric population.

Independent variable: Socio-demographic variable; 
gender, residence, occupation of respondents, wealth 
index, family size, head of the household, decision-maker 
on how to use the money earned in the household, deci
sion-maker on health service utilization, the pattern of 
cigarette smoking, living conditions, educational status, 
ownership of land, availability of bank accounts, owner
ship of the living house, age and marital status, and deci
sion-maker on a household major purchase, seeking 
medical care, and how to expend money earned in the 
household. Health care and morbidity related variable: 
availability of health insurance, self-rating health, number 
of illnesses in a year before the interview, distance from 
the health facility, self-rating severity of illness, self- 
medication, and morbidity profile.

The minimum sample size (n) required for estimation 
of true proportion was calculated by using a single popula
tion proportion formula as follows,

n ¼ ðZ
α2

2
Þ � Pð1 � PÞ=W2 ¼ 1:962 � 0:496 �

0:504
0:052 ¼ 384

(1) 

Where
P=0.496, the proportion of elderly who utilize health 

service17

Z= is the standard normal score = 1.961 at 95% CI
Considering the design effect of 2 and non-response 

rate =3%,

nf ¼ ðn � design effectÞ þ non � response rate ¼ 791
(2) 

A multi-stage sampling technique was employed to select 
the study participant. The first eight woredas were selected 
by the lottery method from 23 woredas in the West Shoa 
zone. Then 26 kebeles were selected randomly after 

proportional allocation for each selected woreda. Then 
the final sample was allocated to each kebeles proportion
ally to the size of the study participants in each kebeles. 
A systematic sampling technique without a sampling 
frame was used to identify the study participants. The 
data collector makes the Kebeles office as the center of 
the kebeles and goes to the four directions of the kebeles. 
They contact any household and count the first house that 
they got geriatric population as one. They continue the 
same procedure until they reach k value for each kebeles. 
The first household with the geriatric population to be 
included in the study was selected by the lottery method 
from the first household to k for each kebeles. Then they 
interview the study participant in the household in every 
kthvalues for each kebeles. K values vary for each kebeles. 
If there are two or more geriatric people in the same 
household, one of them was selected by lottery method.

Data Collection Tool, Process and 
Quality Management
A semi-structured questioner was used for collecting data 
from the study participants. The questioner has two main 
parts socio-demographic part adopted from Ethiopian 
Demographic and HealthSurvey18 and health care- and 
morbidity-related questions were adopted from a previous 
study conducted for a similar purpose with slight modifica
tion, which was available elsewhere.12,14,15 The interview 
tool was prepared first in English, then translated into Afaan 
Oromo, and re-translated to English to maintain its consis
tency by different persons. It was pre-tested on 40 elderly 
who were comparable with actual study participants in one 
non-sampled kebele. Ten graduating medical students after 
training were given on the purpose, objective, and the con
tent of the questioner for three days did data collection.

A face-to-face interview was employed with the study 
participant at their residence on socio-economic factors, 
health status, morbidity status, HSB and decision-making 
status. Data on health status, morbidity pattern and HSB 
were collected through self-reported history. To reduce 
recall bias, a local calendar was used with memorable 
occasions to probe number of illnesses and any health 
care seeking in the previous year. Those participants who 
visit the health facilities reported the morbidity pattern 
they told the facility. For the participant who does not 
seek medical care, the morbidity pattern was assessed 
through the provisional diagnosis of diseases based on 
reported symptoms and clinical evaluation by 
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investigators. The elderly who reported that they had 
health problems were asked for HSB. The principal inves
tigator and supervisor rechecked for completeness and 
consistency of the questionnaire immediately after the 
interview at the field level and during submission.

Statistical Analysis
Ahead of data analysis using Statistical Package for Social 
Science (SPSS) version 21, the data were cleaned, coded, 
and entered into the Epi data 3.1 version. Continuous 
variables were presented using mean with standard devia
tion (SD) or median with inter-quartile range (IQR) after 
testing for normality using the kurtosis test. Categorical 
variables were presented using frequencies and percen
tages. Moreover, variables with collinearity coefficients 
of ≥ 0.8 were excluded from the model. Then variables 
with a p-value of < 0.25 on binary logistic regression were 
entered into backward multivariate logistic regression ana
lysis with statistical significance atp-value <0.05 to search 
for independent predictors of HSB.

The wealth index was assessed to estimate the eco
nomic status of the participant. It was calculated using the 
household assets and ownership of farm animal data via 
a principal component analysis (PCA). All variables used 
as an indicator of wealth Index were transformed into 
dichotomous (0, 1) indicators. The variables were coded 
no if the respondents have no particular variable and yes if 
they have. After transforming all variables into 
a dichotomous indicator, it was examined using a PCA 
to produce a common factor score for each household. 
Variable with zero variance were dropped. After comple
tion of PCA, the component that accounts for the largest 
proportion of the variance is used as the wealth index. 
Finally, the ranking of this component was made to obtain 
wealth quintile.

Operational Definition
Morbidity: is defined as having any type of illness or 
perceived health problem and/or informed by a physician 
ahead of data collection period.

Self-rating health status: The participants were asked to 
rate their current health status as very good, good, moder
ate, bad, and very bad. Then very good and good were 
recorded as good and very bad and bad were recorded 
as bad.

Self-rating severity of illness: The participants were 
asked how they rate the severity of their illness using 
a scale of very severe, severe, and mild.

Seeking modern medical care: Choosing to use any 
modern health service resource, i.e., government hospitals, 
private hospitals or clinics, health centers, or health posts 
to get a remedy for their illness.

Seeking alternative care: Choosing non-modern medi
cal care services like a religious place/holy water, tradi
tional healer, herbal medication, and home remedies to get 
remedy for their illness.

HSB has been defined as any action performed by 
individuals to search for a remedy due to the manifestation 
of symptoms for self-perceived health problems or 
illness.10 In previous studies,11–16 it refers to visiting mod
ern medical care for any of their need at least once in 
a given period. However, this may overestimate HSB 
because somebody may have ten needs (illness), but may 
visit only once. Thus, these individuals did not seek med
ical care for nine of his/her illness but were labeled as he/ 
she sought medical care for his/her illness. In this study, 
HSB is estimated by the ratio of the number of times that 
the participants seek medical care for the number of their 
illnesses (need) in the year before the interview. Then, an 
individual’s score was labeled as having good HSB if the 
ratio is above the median and poor HSB if the ratio is 
below the median.

Ethical Considerations
Ethical clearance was obtained from Ambo University, 
Research, and Ethics Committee with the reference num
ber of AU/T1035/2/17/018 on 21February 2018. 
Confidentiality was kept and informed verbal consent 
was obtained from each study participants after explaining 
the purpose of the study. Verbal informed consent was 
approved by the Ambo University Research and Ethics 
Committee. This study was conducted in accordance with 
the ethical guidelines of the Helsinki Declaration.

Results
Socio-Demographic Characteristics of 
the Respondents
A total of 779 participants were included in the study with 
a response rate of 98%. The median (IQR) age of the 
respondents was 70 (70–78) years. The majority of them 
were male (53.4%), follow orthodox religion (70.0%), 
Oromo ethnic group (93.2%), married (52.8%), and had 
no formal education (91.7%. About 44.5% of the respon
dents were farmers and 34.4% of them were retired).
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About 23.5% of the respondents were in the medium 
wealth quintiles followed by the richest and poorest 20.0% 
each. About 88.0% of the respondents were living with 
their family, 52.9% were from the rural areas and 83.0% 
were living in their own house during data collection. 
About 64.1% and 32.2% of the study participant had farm
ing land and a bank account, respectively (Table 1).

Decision Making of the Study Participant
About 49.8% of the geriatric population included in this 
study had final say on how to spend money earned in the 
household. Half (50.7%) of the respondents can decide on 
their own health service utilization and 47.8% of them can 
decide on household major purchase (Table 2).

Health Care and Morbidity-Related 
Characteristics
The median ratio of HSB (number of times health seeking 
compared to number of illness) was 0.5 with minimum of 0 to 
1. The majority (62.6%) of the respondents were in good 
health status (per-self-rating health status) during data collec
tion. Five hundred eighty-four of 779 (3/4) of the participants 
reported that they experienced morbidity at least once in 
the year before the interview. Of 584, more than half 
(53.9%) had poor HSB for their illness. About 45.2% and 
24.0% of the respondents had co-morbid conditions and prac
ticed self-medication, respectively. A few (14.5%) of the 
respondents had community-based health insurance (CBHI) 
coverage. Among those who had the CBHI coverage, 11.5% 
did not use the insurance for the health service costs (Table 3).

Number of Morbidities, Seeking 
Alternative Care, and Seeking Medical 
Care
The median (IQR) number of morbidity was 3 (3–5) times in 
the year before the interview. The mean ± SD number of time 
that the participants sought medical care for their illness was 
1.85 ± 1.8. The median (IQR) number of time that participant 
choose alternative care to treat their illness was 0 (0–1)

Morbidity Profile of the Geriatric 
Population in West Shoa
Most (230) of the study participants experience musculoske
letal-related health problems in one year before the inter
view; followed by neurologic problems (100). A few (5) 
study participants complain oro-dental problem (Figure 1).

Table 1 Socio-Demographic Characteristics of Geriatric 
Population in West Shoa Zone, Ethiopia, 2018 (n=779)

Characteristics Frequency Percent

Sex Male 416 53.4
Female 363 46.6

Religion Orthodox 546 70.0
Muslim 62 8.0
Protestant 141 18.1

Catholic 3 0.4
Wakefeta 27 3.5

Ethnicity Oromo 726 93.2
Amhara 50 6.4

Gurhaghe 3 0.4

Marital status Married 411 52.8
Widowed 275 35.3
Divorced 90 11.6

Separated 2 0.3

Single 1 0.1

Educational status Diploma and 

above

24 3.1

Secondary 

school

12 1.5

Primary 
school

29 3.7

No formal 

education

714 91.7

Occupation Employed 18 2.3
Private 

business

48 6.2

Farmer 347 44.5
Housewife 59 7.6

Local drink 

seller

29 3.7

Retired 268 34.4

Other* 10 1.3

Age (in completed year) Mean ± SD 73 ± 7.72

Median (IQR) 70 (70, 78)

60–64 32 4.1
65–70 257 33.0

71–75 206 26.4

76–80 100 12.8
81–85 102 13.1

86–90 41 5.3

>90 41 5.3

Wealth quintiles Richest 156 20.0

Rich 139 17.8
Medium 182 23.5

Poor 146 18.7

(Continued)
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Predictors of Health-Seeking Behavior
Binary and backward multiple logistic regression analysis 
were done to assess the predictor of HSB among the 
geriatric population. Accordingly, gender (p-value = 
0.242), religion (p-value= 0.69), head of household 
(p-value = 0.038), residence (p-value = 0.119), having 
health insurance (p-value <0.001), self-rating severity of 
illness (p-value <0.001), self-medication (p-value = 0.002) 
hypertension (p-value =0.070), DM (p-value = 0.022), 
musculoskeletal problem (p-value = 0.004), oro-dental 
problem (p-value = 0.104), genitor-urinary problem 
(p-value = 0.147), wealth index (p-value= 0.206), family 
size (p-value = 0.107), self rating health (p-value < 0.001) 
number of illness (p-value < 0.001), and occupation of the 
participants (p-value = 0.145) were found to be the candi
date variable for backward multivariate logistic regression 
analysis (Table 4).

The residence of the participants was found to be the 
independent predictor of HSB. Living in the village con
tributes to poor HSB among the geriatric population by 
two times (AOR= 2.076 at 95% CI 1.057 to 4.077, p-value 
= 0.034) relative to living in urban. Being a housewife 
increases the chance of poor HSB by five times (AOR= 
5.312 at 95% CI 1.017 to 27.741, p-value = 0.048) relative 
to employed. The wealth index is an economic status that 
was found to be an independent predictor of HSB; [being 
rich increase the probability of poor HSB by two times 
(AOR=2.238 at 95% CI 1.066 to 4.699, p-value = 0.033), 
being in moderate economic status increase chance of poor 
HSB by four-time (AOR= 3.573 at 95% CI 1.672 to 7.632, 
p-value= 0.001), and being poor increases chance of poor 
HSB by two times (AOR= 2.156 at 95% CI 1.003 to 
4.632, p-value= 0.049)] as compared to richest. 
Moreover, being head of a polygamous household 
increases the chance of poor HSB by six times (AOR= 
5.741 at 95% CI 1.337 to 24.661, p-value= 0.019) relative 
to being a male-headed household (Table 4).

Non-smokers were four times more likely to have poor 
HSB (AOR= 4. 306 at 95% CI 1.379 to 13.473, P-value = 
0.012) as compared to smoker. Not having CBHI coverage 
increase the probability of poor HSB by four times (AOR= 
3.480 at 95% CI 1.846, 6.561, p-value< 0.001) relative to 
having health insurance coverage. The study participants 
with good health status (per self-rating scale) were less 

Table 1 (Continued). 

Characteristics Frequency Percent

Poorest 156 20.0

Family size 1–4 464 59.6
≥5 315 40.4

Living condition live with 

family

686 88

live alone 62 8.0
live with non- 

family people

31 4.0

Residence Urban 239 30.7
Rural 412 52.9
Village 128 16.4

Ownership of living 
house

Private 
property

647 83.1

Government 

property

65 8.3

Rented 40 5.1

Relative 

property

27 3.5

Ownership of farming 

land

Yes 499 64.1
No 280 35.9

Number of hectar 

(n=499)

≤2 hectar 266 53.3
>2 hectar 233 46.7

Availability of bank 

account among family 
member

Yes 251 32.2
No 528 67.8

Note: *Begging, daily laborer.

Table 2 Decision Making of the Respondent (N= 779)

Decision-Making Parameter Frequency Percent

Decision-maker on how 
to use the money earned 

in household

Participant 388 49.8
Husband/wife 61 7.8

Both husband 
and wife by 

agreement

194 24.9

Caregiver 136 17.5

Decision-maker on 

health service utilization

Participant 395 50.7
Husband/wife 59 7.6

Both husband 

and wife by 
agreement

191 24.5

Caregiver 134 17.2

Decision-maker on 

major household 

purchase

Participant 372 47.8
Husband/wife 58 7.4

Both husband 
and wife by 

agreement

206 26.4

Caregiver 143 18.4
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likely to have poor HSB by 72% (AOR=0.273 at 95% 
CI 0.127 to 0.586, p-value= 0.001) relative to those with 
poor health status. Having ≤ 3 times the number of ill
nesses was less likely to incur poor HSB by 91% (AOR= 
0.089 at 95 CI 0.045 to 0.174, p-value <0.001) relative to 
those who had ≥4-time illness per a year before the inter
view. Self-perceiving mild severity of illness increases the 
likelihood of poor HSB by eight times (AOR=7.911 at 95 
CI 3.598 to 17.396, p-value= <0.001) relative to very 
severe. Self-medication increase chance of poor HSB by 
three times (AOR= 2.965 at 95% CI 1.732 to 5.076, 
p-value < 0.001) compared to their counterpart (Table 4).

Not having hypertension contributes for poor HSB by 
two times (AOR= 2.310 at 95% CI 1.169 to 4.567, 
p-value=0.016) as compared to a hypertensive participant. 
Not being diagnosed with DM contributes for poor HSB 
by six times (AOR= 6.370 at 95% CI 1.513 to 26.26.815, 

p-value=0.012) relative to DM participant. Not having 
oro-dental problem increases the likelihood of poor HSB 
by twelve times (AOR= 12.307 at 95% CI 1.078 to 
140.555, p-value= 0.043) relative to their counterpart. 
Participants with musculoskeletal problem were less likely 
to have poor HSB (AOR= 0.323 at 95% CI 0.205 to 0.507, 
p-value< 0.001) compared to their counterpart (Table 4).

Discussion
This was a community-based cross-sectional study with 
the primary aim of assessing the level of self-reported 
morbidity, HSB and its determinant among the geriatric 
(≥60 years) population in West Shoa zone, Ethiopia. 
Accordingly, this study identified a high prevalence of 
morbidity among the geriatric population. Similar to this 
study, other studies conducted in the rest of the world have 
shown,the majority of the geriatric populations face illness 
with different prevalence. For instance, a community- 
based study conducted in Nepal identified that 86.5% of 
participants included in the study experience illness.19 

Another community-based study conducted in India iden
tified the prevalence of morbidity among the geriatrics 
population from 84% to 93.3%.20,21 Moreover,studies con
ducted in different parts of Ethiopia also reported moder
ate to the high prevalence of morbidity.7,16 The highest 
prevalence of morbidity might be a result of physiologic 
change contributed by the aging process.

As compared to the study conducted in Bedele town, 
Ethiopia,17 this study identified the low level of HSB; 
because only less than half had good HSB (46.1%). 
Similarly, the finding of this study was lower than the 
study conducted in the urban slum of Assam where HSB 
was 56.1%.22 However, the proportion of elderly who had 
good HSB in this study was higher than the study con
ducted in Nigeria; only one-third of the elderly visit 
a health service even for an ordinary checkup.13 The 
variation may be due to the difference in socioeconomic 
status because a study has shown that socio-economic 
factor affects the HSB of people.23

Nevertheless, the finding of this study was lower than 
the finding of other studies conducted in other parts of 
Ethiopia.14,15 This discrepancy maybe because of the fact 
that the current study assed HSB in relation to any infir
mity happened to elderly (the ratio of visiting health care 
facilities to the number of illness) in the year before data 
collection, unlike other studies that identified HSB at least 
once in a year visiting health care, irrespective of the 
number of illnesses.17 This may overestimate the HSB, 

Table 3 Health Care and the Pattern of Self-Reported Morbidity 
Characteristics

Characteristics Frequency Percent

Morbidity in the last 

one year before the 

interview (N=779)

Yes 584 75.0
No 195 25.0

Availability of health 

insurance (N=779)

Yes 113 14.5
No 666 85.5

Utilization of CBHI 
(n=113)

Yes 100 88.49
No 13 11.51

Self-rating health status 
(n=779)

Good 487 62.6
Moderate 146 18.7

Poor 146 18.7

Self-medication (779) Yes 187 24.0
No 592 76.0

Health care-seeking 

behavior (n=584)

Good health 

seeking

269 46.1

Poor health- 

seeking

315 53.9

Median 

(minimum to 

maximum)

0.5(0 to 1)

IRQ (0.2 to 1)

Co-morbid condition 

(n=584)

Single case 320 54.8
≥2 cases 264 45.2

Distance from the near 

health facility (n=779)

≤3 km 481 61.7
>3 km 298 38.3

Abbreviation: CBHI, community-based health insurance.
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because people may seek medical care for one of their 
illnesses even though they may have more than one epi
sode of illness. Another study conducted in southern 
Ethiopia assessed HSB over one month.14

The most prevalent health problem among the elderly 
in West Shoa zone was a musculoskeletal problem. 
A similar finding was reported by other studies conducted 
in different developing countries including Ethiopia, 
which reported the prevalence of musculoskeletal pro
blems (33% to 86.4%).13,17,21,24 This may be because of 
the physiologic effect of aging on the component of the 
musculoskeletal system. Walter R Frontera reported that 
aging is associated with significant losses of structural and 
functional properties of tendons, ligaments, bone, and 
cartilage.25

In this study, we assessed the predictors of HSB among 
the geriatric population. Similar to the national sample 
survey conducted in India,26 this study identified residence 
as an independent predictor of HSB among the elderly. 
Living in a village increased the likelihood of having poor 
HSB by two times relative to urban areas. This may be 
because of access to health facilities, quality and avail
ability of health service in Urban than in Village. Thus, 
physical access to health service, quality and availability 
of health service negatively affects the HSB.13,14,17,21,27

Occupation (being a housewife) of the elderly was an 
independent predictor of poor HSB relative employed 
elderly. This may be because of the financial dependency 

of the housewife as compared to employed elderly. There 
was a report that financial dependency has a positive asso
ciation with poor HSB.11 On the other hand, women’s 
autonomy on their own HSB may contribute for not seek
ing medical care during their illness. This study identified 
health service utilization was decided by another (care
giver/husband) for 34% of women, unlike males that were 
15%. Babar T. Shaikh and Juanita Hatcher reported that 
women have less autonomy in seeking medical care as 
compared to males in developing countries.28 Similar to 
the previous studies conducted in developing 
countries.12,13,26,29 Lower economic status was found to 
be a factor that was positively associated with poor HSB. 
Being in lower economic status increases the odds of poor 
HSB among the elderly in West Shoa. This could be 
because of un-affordability of modern medical care ser
vices for economically disadvantaged populations. Thus, 
they may rely on alternative care. A study conducted in 
Bangladesh also reported that poverty was an important 
predictor of HSB among elderly.30

The behavior of the elderly (smoking status) was also 
identified as an important determinant of HSB. This might 
be because of the severity of illness among smokers as 
compared to a non-smoker. The study done in the Turkish 
Republic of Northern Cyprus also identified that smoking 
increases the odds of HSB.31

Having CBHI coverage plays an important role in the 
HSB of the elderly. Hence, not having CBHI coverage 
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Figure 1 Morbidity profile of the study participant. 
Notes: Other: HIV, TB, Hemorrhoid, and unspecified symptoms like loss of appetite and abdominal discomfort. Cardiovascular problems include anemia and heart-related 
problems. Musculoskeletal problems includes pain or illness related to joint, skin, muscle, bone, or back pain.
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Table 4 Determinant of Health-Seeking Behavior Among Geriatric Population in West Shoa, 2018

Variables Categorical HSB COR (95% CI) AOR (95% C.I) P-value*

Good 
HSB, 
N (%)

Poor HSB 
N (%)

Gender Male 132(45.2) 160(54.8) 1 1

Female 137(46.9) 155(53.1) 0.653(0.32, 1.333) 0.658(0.351, 1.234) 0.192

Residence Urban 117(60) 78(40) 1 1

Village 39(40.6) 57(59.4) 2.322(1.040, 5.184) 2.076(1.057, 4.077) 0.034

Rural 113(38.6) 180(61.4) 1.693(0.737, 3.890) 1.429(0.789, 2.587) 0.239

Occupation Employed 9(75) 3(25) 1 1

Private business 18(64.3) 10(35.7) 1.324(0.183, 9.557) 1.903(0.321, 11.280) 0.478

Farmer 99(42.5) 134(57.5) 1.975(0.348, 11.217) 2.610(0.575, 11.848) 0.214

Housewife 29(58) 21(42) 3.974(0.621, 25.423) 5.312(1.017, 27.741) 0.048

Local drink seller 8(38.1) 13(61.9) 5.824(0.832, 40.750) 5.875(0.967, 35.695) 0.054

Retired 105(45.3) 127(54.7) 2.719(0.497, 14.865) 3.488(0.764, 15.922) 0.107

wealth index Richest 79(62.7) 47(37.3) 1 1

Rich 44(41.9) 61(58.1) 1.755(0.756, 4.077) 2.238(1.066, 4.699) 0.033

Moderate 42(34.1) 81(65.9) 2.081(0.850, 5.093) 3.573(1.673, 7.632) 0.001

Poor 40(37.4) 67(62.6) 1.580(0.662, 3.772) 2.156(1.003, 4.632) 0.049

Poorest 64(52) 59(48) 0.889(0.372, 1.938) 1.535(0.758, 3.108) 0.234

Family size 1–4 people per house 

hold

166(46) 195(54) 1 1

≥5 people per house 

hold

103(46.2) 120(53.8) 0.651(0.386, 1.098) 0.724(0.459, 1.141) 0.164

Head of the HH Male headed 169(46.3) 196(53.7) 1 1

Head of polygamous 

HH

4(22.2) 14(77.8) 5.431(1.100, 26.806) 5.741(1.337, 24.661) 0.019

Female headed 96(47.8) 105(52.2) 0.951(0.448, 2.018) 1.020(0.642, 1.621) 0.933

The pattern of cigarette smoking (current) Smoker 17(65.4) 9(34.6) 1 1

None smoker 252(45.2) 306(54.8) 4.179(1.012, 17.255) 4.306(1.376, 13.473) 0.012

Availability of health insurance Yes 61(61.6) 38(38.4) 1 1

No 208(42.9) 277(57.1) 4.481(2.113, 9.506) 3.480(1.846, 6.561) <0.001

Self-rating health Poor 136(46.4) 157(53.6) 1 1

Moderate 51(35.2) 94(64.8) 1.214(0.619, 2.381) 1.190(0.657, 2.154) 0.567

Good 82(56.2) 64(43.8) 0.211(0.089, 0.496) 0.273(0.127, 0.586) 0.001

Number of illness in a year before the 

interview

≥4 times 74(32.9) 151(67.1) 1 1

≤3 195(54.3) 164(45.7) 0.079(0.036, 0.170) 0.089(0.045, 0.174) <0.001

Distance from health facility ≤3 km 181(49.5) 185(50.5) 1 1

>3km 88(40.4) 130(59.6) 0.890(0.503, 1.575) 0.994(0.613, 1.611) 0.979

Self-rating severity of illness Very sever 60(62.5) 36(37.5) 1 1

Sever 164(50.6) 160(49.4) 1.501(0.693, 3.250) 1.681(0.870, 3.245) 0.122

Mild 269(46.1) 315(53.9) 8.006(3.167, 20.242) 7.911(3.598, 17.396) <0.001

Self-medication No 202(48.2) 217(51.8) 1 1

Yes 67(40.6) 98(59.4) 2.758(1.460, 5.211) 2.965(1.732, 5.076) <0.001

Hypertension Yes 48(69.6) 21(30.4) 1 1

No 221(42.9) 294(57.1) 2.347(0.934, 5.900) 2.310(1.169, 4.567) 0.016

Diabetes Mellitus Yes 21(80.8) 5(19.2) 1 1

No 248(44.4) 310(55.6) 7.093(1.322, 38.045) 6.370(1.513,26.815) 0.012

(Continued)
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Table 4 (Continued). 

Variables Categorical HSB COR (95% CI) AOR (95% C.I) P-value*

Good 

HSB, 
N (%)

Poor HSB 

N (%)

Musculoskeletal problem Yes 66(28.7) 164(71.3) 1 1

No 203(57.3) 151(42.7) 0.354(0.173, 0.724) 0.323(0.205,0.507) <0.001

Oro-dental problem Yes 3(60) 2(40) 1 1

No 266(45.9) 313(54.1) 9.890(0.622, 157.258) 12.307(1.078, 

140.555)

0.043

Genitourinary problem Yes 42(60.9) 27(39.1) 1 1

No 227(44.1) 288(55.9) 1.948(0.791, 4.799) 1.565(0.793, 3.090) 0.197

Asthma Yes 29(54.7) 24(45.3) 1

No 240(45.2) 291(54.8) 0.799(0.299,2.138)

Visual problem Yes 38(40.4) 56(59.6) 1

No 231(47.1) 315(53.9) 1.018(0.439, 2.359)

Ear problem Yes 7(30.4) 16(69.6) 1

No 262(46.7) 299(53.3) 2.170(0.559, 8.426)

Gastric problem Yes 55(59.1) 38(40.9) 1

No 214(43.6) 277(56.4) 1.358(0.630, 2.932)

Neurologic problem Yes 29(29) 71(71) 1

No 240(49.6) 24(50.4) 0.923(0.405, 2.103)

Acute febrile illness Yes 28(51.9) 26(48.1) 1

No 241(45.5) 289(54.5) 0.996(0.395, 2.512)

Diarrheal disease Yes 18(41.9) 25(58.1) 1

No 251(46.4) 290(53.6) 0.966(0.348, 2.681)

cardio-vascular disorder Yes 13(52) 12(48) 1

No 256(45.8) 303(54.2) 1.624(0.417, 6.317)

Co-morbid condition Single case 156(48.8) 164(51.3) 1

≥ 2 cases 113(42.8) 151(57.2) 1.061(0.467, 2.411)

Living condition Live with family 229(45.4) 275(54.6) 1

Live alone 28(50) 28(50) 0.685(0.284, 1.650)

Live with non family 

people

12(50) 12(50) 1.468(0.405, 5.316)

educational status Diploma and above 10(71.4) 4(28.6) 1

Secondary school 8(72.7) 3(27.3) 0.515(0.033, 8.102)

Primary school 14(63.6) 8(36.4) 1.023(0.141, 7.418)

No formal education 237(44.1) 300(55.9) 2.004(0.363, 11.049)

Ownership of land Yes 153(41.1) 219(58.9) 1

No 116(54.7) 96(45.3) 0.86(0.440, 1.682)

Availability of bank account among family 

member

Yes 103(52.6) 93(47.4) 1

No 166(42.8) 222(57.2) 1.278(0.693, 2.2.356)

Ownership of the living house Private property 221(46.3) 256(53.7) 1

Government property 24(46.2) 28(53.8) 1.660(0.669, 4.119)

Rented 16(47.1) 18(52.9) 1.572(0.555, 4.449)

Relative property 8(38.1) 13(52.9) 0.882(0.239, 3.258)

(Continued)
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increases the probability of poor HSB by four times. 
Previous studies conducted in Ethiopia also reported that 
being a member of CBHI increases the utilization of health 
service.32,33 This might be because of the fact that those 
who have CBHI coverage can utilize health services free 
of charge once they pay an annual insurance. Thus, having 
health insurance increases their affordability of medical 
care. This calls that the government should increase the 
coverage of CBHI for those vulnerable populations.

Self-perceived severity of illness is a morbidity condition 
that was found to be an independent predictor of HSB. The 
same finding was reported by a similar study done in Nigeria 
that reports the nature of the illness is the major factor that 
was associated with HSB.13 Self-medication is also an inde
pendent predictor of HSB among the geriatric population. 
This could be because people may get relief for their illness 
if they take medication especially anti-pain; as the majority 
of the study participant included in this study reported that 
they were suffering from musculoskeletal problems like 
arthralgia and myalgia. On the other hand, people may 
choose self-medication than seeking medical care from 
a physician because of poor economic status, lack of health 
insurance, for mild illness and prior use of medication.34–36

The presences of chronic disease (hypertension, DM, 
and Oro-dental problems) were the morbidity pattern identi
fied as positive independent predictors of good HSB. 
A similar finding was reported by the study conducted in 
Bedele town, Ethiopia.17 However, the current study identi
fied that those who had musculoskeletal problems more 

likely to have poor HSB. This may be because this problem 
is not acute and it is not a life-threatening problem. Again, it 
may manifests with the same symptom of previous illness, 
thus they might learn how to manage it through self- 
medication. Thus, people may practice self-medication, as 
this study also identified self-medication was positively 
associated with poor HSB. On the other hand, the elderly 
may associate the musculoskeletal problems with aging.

This study was interpreted with the limitation of being 
self-reported morbidity or provisional diagnosis and HSB 
assessment; however, the authors believe that under or 
over-reporting may balance each other. Even though the 
authors tried to reduce recall bias using memorable local 
calendar, still there might be a recall bias. Moreover, some 
of the diseases may not have any symptom or 
signs (undiagnosed at time of data collection) which con
tributes for under reporting of the morbidity level.

Conclusion and Recommendations
There was a high prevalence of morbidity and poor HSB 
among the geriatric population in the West Shoa Zone of 
Ethiopia. Residence, wealth status/index,occupation (being 
housewife), and being the head of a polygamous household 
were the socio-demographic factors that were significantly 
associated with HSB. There should be an effort to improve 
the social structure of the geriatric population to improve 
their HSB.

This could be improved through offering free health care 
services or reduction of health care costs for geriatric 

Table 4 (Continued). 

Variables Categorical HSB COR (95% CI) AOR (95% C.I) P-value*

Good 

HSB, 
N (%)

Poor HSB 

N (%)

Age group (in completed year) 60–64 14(43.8) 18(56.3) 1

65–70 92(52.6) 83(47.4) 1.291(0.426, 3.908)

71–75 76(47.5) 84(52.5) 1.354(0.440, 4.170)

76–80 29(42) 40(58) 1.894(0.542, 6.618)

81–85 33(42.9) 44(57.1) 1.331(0.389, 4.556)

86–90 10(29.4) 24(70.6) 2.319(0.478, 11.245)

>90 15(40.5) 22(59.5) 1.176(0.260, 5.313)

Marital status Married 131(45.5) 157(54.5) 1

Divorced 34(50.7) 33()49.3 0.891(0.342, 2.324)

Single 1(100) 0(0) 0.000

Widowed 103(45.2) 125(54.8) 0.772(0.352, 1.69)

Note: * p-value of multivariate analysis. 
Abbreviations: HSB, health-seeking behavior; HH, household; COR, crude odds ratio; AOR, adjusted odds ratio; CI, confidence interval.
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populations. Besides, improving their income may also 
improve their HSB. Thus, health policymakers should con
sider making geriatric health care free of charge or cost 
reduction to avoid health care disparity owing to low 
income. Other stakeholders working on the economy of 
the community should also consider improving the eco
nomic status of the geriatric population or any possible 
alternative. For instance, the availability of CBHI is one of 
the health system factors that were found to be the indepen
dent predictor of HSB in the study area. Thus, the West Shoa 
health sector administration should strengthen CBHI for the 
geriatric population as one alternative to improve their HSB.
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able request.
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