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ABSTRACT

Objective: Toinvestigate patterns and determinants of health services utilisation by secondary
school students.

Design: A cross-sectional survey.

Setting: Twelve secondary schools located within seven districts of Arusha region Tanzania,
Participants: Three thousand six hundred and three students proportionately selected from
the twelve schools according to enrolment size.

Main outcome measures: Self-reported use of modern and traditional health services within
the past two years.

Results: The majority (77 %) of the students used only modern health services while very few
(1.3%) used only traditional services. Fever was the main reason for seeking health care
during the last visit. Respondents who used traditional services expressed lower level of
satisfaction with the services than those who used modern services. Living situation and
socio-economic status of respondent’s family predicted utilisation of modern health services
whereas self-rated health status and perception that poverty was a threat against one’s
health predicted utilisation of traditional health services.

Conclusions: Since most of secondary school students use modern health services, improvement
of the modern health system is likely to benefit this population. Further work is needed to
elucidate factors that facilitate or impede use of health services by young people in Tanzania.

INTRODUCTION

In Tanzania, modern health services are being provided
largely by government-owned facilities (hospitals, health
centres and dispensaries) and supplemented by private-
for-profit and non-profit voluntary agencies. Attendance
to a fixed health care delivery facility is required, since
limited out-reach services exist. Nationwide, and also in
the Arusha region, it is estimated that there are two health
facilities per 10, 000 people(1). In 1993, user fee was
introduced for services in government-owned hospitals
except for pregnant women, children aged five years or
below, people with chronic illnesses such as tuberculosis
and leprosy and those who can not afford to pay(2).
According to current policy, health services in government-
owned health centres and dispensaries ought to be free of
charge. Private healthinsurance systemis underdeveloped.
Traditional healthservices also existand are being provided
by a wide range of healers including herbalists, spiritual
(faith) healers, diviners, circumcision practitioners and
traditional birth attendants(3,4).

Formal education in Tanzania begins with primary
school at age 7. Primary education lasts for seven years
and is followed by six years of secondary education,
which qualifies for college or University level. Less than

a fifth of the primary school leavers go on to secondary
school.

A study conducted recently among primary school
pupils in Tanzania found that the majority (85%) of
respondents used modern health services, fever being the
mainreason for seeking health care, and that the respondents
by-and-large were satisfied with the services they
received(5). Secondary school students representaselected
and well-educated group of young people. In addition,
secondary school students are older than primary school
pupils and thus they may have different types of health
complaints. Also, they are expected to have developed
greater autonomy with regard to making important
decisions including the use of health services. Hence, their
pattern of health services utilisation may be different from
that of primary school pupils. However, little is known
about how secondary school students utilise available
health services and the determinants of health services
utilisation.

Identification of factors that facilitate or impede
effective use of health services by young people may help
to identify those who may be particularly disadvantaged,
and hence provide information that policy makers can use
to target services to those in greatest need
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A Health Behaviour Model proposed by Aday and
Anderson(6) has been widely used in the study of health
services utilisation. In this model health services utilisation
is seen to be the result of characteristics of the population
(predisposing, enabling, need) and characteristics of the
health care system (health policy, resources, organisation).
Predisposing factors are those existing prior to disease,
including age, sex, family composition, and health care-
related beliefs and attitudes. Enabling factors refer to
conditions that affect one’s ability to access the health care
system, such as family income, health insurance,
availability of regular source of care and physical
accessibility to the health facilities. Need factors are the
most proximal and immediate cause of heaith service
utilisation. They include burden of illness as perceived by
the individual (self-rated health status) and objective
assessment by experts.

Several researchers have used the population
characteristics in examining determinants of modern health
services utilisation among adults(7-10), adolescents(11)
and children(12). Also, some investigators have adapted
the Health Behaviour Model to explain utilisation of other
forms of health services such as traditional healers and
informal drug sellers(13,14). Ryan and colleagues, in their
study of adolescents in the United States of America,
found that having a regular source of care and insurance
(enabling factors) were strong predictors of routine use of
medical and dental services, whereas having a physical
health problem (need factor) and socio-demographic factors
(predisposing) were more important in predicting illness-
related care(11).

The purpose of this study was to investigate patterns
and determinants of health services use by secondary
school students, using the population characteristics in the
Health Behaviour Model by Aday and Andersen as a
guide.

MATERIALS AND METHODS

Population and sampling: Participants were sampled from
12 of the 50 secondary schools in the Arusha region, Tanzania.
The twelve schools were part of the on-going project -
“Counselling, education and health promotion (CEHP) in relation
to HIV/AIDS”. Schools were selected based on a range of
characteristics: location (urban, semi-urban, rural); size (at least
an enrolment of 250 students); religious affiliation (seminary,
non-seminary), gender composition (girls only, boysonly, mixed)
and residential status (boarding, day only). The twelve schools
were Jocated within seven of the tendistricts of the Arusharegion
and the total enrolment in these schools was approximately 7000.

A sample of 3926 students was selected proportionately
fromthe 12 schools. Ineach school, systematic sampling technique
was used to select participants within each grade, stratified by
gender, except the 12th grade (form four). Form four students
were excluded since they would not be available for a planned
follow-up study.

All selected students were invited to participate in the study.
In total, 3603 out of the invited 3926 students participated,
participation rate being; 91.8%. Non-participants were absent at
school on the day of data collection and they were neither

replaced nor re-contacted. Of the participants, 1859 were males,
1726 were females and 18 did not specify their gender. Over half
(55.3%) of the males were aged 18 years or more while the
corresponding proportion for females was 28.6%.

Procedure: Research clearance was obtained from the
Tanzanian Ministry of Education and Culture, and education
authorities for Arusha region and the seven districts in which the
schools were located. In addition, permission from heads of the
schools and an informed verbal consent from students were
obtained before data collection. Participants were advised that
participation in the study was voluntary and that they were not
obliged to provide answers to any question(s) with which they
were uncomfortable.

The study was conducted from September through
November 1998. Data were collected through a self-administered
questionnaire, which were translated to Kiswahili, the national
language. Filling of the questionnaire took place in classrooms
and was supervised by the Principal investigators and two
research assistants who were trained prior to fieldwork. The
research assistants were teachers from schools not involved in
the survey. The class teachers were not allowed to walk around
inthe classroom while participants were filling the questionnaires.
Participants were allowed to ask questions if they had any
problem during the process of filling the questionnaire and
clarifications were given. The majority of the participants
completed the questionnaire in about one hour. For the purpose
of this paper, socio-demographic and health services utilisation
information as explained below was sought.

Dependentvariables: Two measures were used as dependent
variables: use of modern health services and use of traditional
health services within two years prior to the survey. These were
measured by asking respondents whether or not they had sought
modern or traditional health services, respectively, within two
years prior to the survey (responses: “Yes several times”, “yes
once”, “not at all”). Those who stated that they had sought
modern or traditional health services, at least once, were
categorised as having used modern and traditional health services,
respectively.

Determinants: Three groups of variables (predisposing,
enabling and need) were used as determinants.

Predisposing variables: Information regarding gender, age,
and people with whom the respondents lived during the school
term (living situation) was used as predisposing variables.

Enabling variables: Two proxy measures of family resources
were used as enabling variables. One measure was based on
responses to the question whether or not participants perceived
poverty as a threat against their health (responses: “It is a very
great threat”, “Itis a great threat”, *“It is quite a threat” “It is not
athreat at all”). Another measure was based on reported
possession of a Television, Video and Radio at home (“yes/no”
responses). Information about possession of these items was
used to construct an index for socio-economic status of the
family. The responses were scored 0 if they did not possess an
item and 1 if they did. A sum score ranging from 0 - 3 and mean
1.8 was obtained, low scores reflecting having fewer items.
Based on the scores respondents were grouped into two categories
of socio-economic status: low (score 0 - 1) and high (score 2 - 3).

Need variable: Self-rated health status was used as need
variable based on responses to the question “how healthy do you
think you are?” (responses: “I am very healthy”, “I am healthy”,
“I do not think I am healthy”, “I don’t know”).

Other information sought included: type of health facility/
healer last visited, main reason(s) for the visit (chosen from a
given list of symptoms, namely, fever, cough, diarrhoea, injury,
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abnormal genital discharge, seek condoms, seck contraceptives
other than condoms, seek circumcision), whether or not
participants felt free to explain the problem(s) they had to
practitioners who attended them, whether or not the practitioners
gave them sufficient time to explain their problems and whether
or not participants were given sufficient information regarding
the problem(s) they presented. Furthermore, participants were
asked to indicate, overall, their level of satisfaction with the
health services they received during the last visit from a five
point scale (1 = very satisfied, 5 = very unsatisfied).

The check-off symptoms list included common (fever,
cough, injury) and rare (diarrhoea, genital discharge, need for
condoms/contraceptives, need for circumcision), reasons for
seeking health services among young people according to the
Arusha regional hospital out-patient register. “‘Others (specify)”
category was also included on the symptoms listin order to allow
respondents to indicate any other reasons they had besides those
listed.

Data analyses: The data were analysed using SPSS/PC+
version 9.0(15). Fisher’s exact test was used to test differences
between sub-groups of categorical variables when appropriate,
otherwise the standard Chi-squared test was used. Assessment
for linear trend was done using Chi-squared test for linear trend.
Univariate logistic regression analysis was used as a first step to
assess association between predictor variables and health services

utilisation. Then multiple logistic regression analyses, controlling
simultaneously for relevant predictors, were performed to assess
the independent association of each predictor and outcomes of
interest. Separate models were fitted for the use of modern and
the use of traditional health services. Odds ratios (OR) with
corresponding 95% confidence intervals (CI) are reported.

RESULTS

Use of health services: Information regarding use of
health services was available for 3359 of the 3603
respondents. Of these, 77% used modern health services
only, 1.3% used traditional services only, 7.6% used both
and 14%, did not use any health service (Table 1).
Respondents who were living alone or in a boarding
school reported higher use of modern health services only
than those who were living with guardians (2, =9.5, p
= 0.01). Use of both types of services increased with
increase in the respondent’s age ()2 trend=6.7,df=2, p<
0.01); and was higher for respondents who did not think
they were healthy or did not know their health statas than
those who said they were healthy or very healthy ()2
12.3, p =< 0.01) (Table 1).

m=

Table 1

Use of health services within the past two years by socio-demographic and health variables

Total % used % used % used % used
Characteristic number  only modern  only traditional both none
Total series with valid
responses? 3359 77.0 1.3 7.6 14.0
Gender
Male 1742 76.3 1.4 8.0 14.3
Female 1601 78.0 1.1 7.1 137
Age (yrs)
15 or less 648 71.6 1.2 6.2 15.0
16-17 1270 714 1.5 6.9 14.2
18-19 913 76.3 1.2 8.4 140
20+ 513 76.9 1.2 9.7 12.2
School location
Urban 1429 754 1.0 8.4 15.2
Semi-urban 1153 79.2 14 6.0 13.4
Rural 777 77.0 1.8 8.6 12.6
Living situation
Alone/boarding 1212 79.7 1.4 7.8 11.1
One or both parents 1713 76.3 12 72 15.3
Guardians 381 722 0.8 9.7 17.3
Poverty threat against health
Great/very great threat 1106 74.5 1.4 3.9 152
Quite a threat 1511 782 17 77 12.4
No threat 690 78.0 04 55 16.1
SES of family
High 1558 792 1.2 6.8 12.8
Low 1743 752 1.3 8.3 15.2
Self-rated health status
Very healthy/healthy 3067 76.6 1.2 72 14.0
Don’t think I am healthy/
Don’t know 257 71.2 2.3 11.7 14.8

*In some cases, the total numbers do not add up to 3359 owing to missing information

SES = Socio-economic status
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Table 2
A comparison of selected attributes of modern and traditional services
Modern services Traditional services
Variable Total * Male Female Total * Male Female
Total series 2844 1468 1363 300 164 132
Facility
Hospital 62.6 58.4 67.2%
Health centre 6.9 72 6.5
Dispensary 30.5 344 26.3*
Healer
Herbalist 52.7 57.7 46.6
Spiritual 279 16.2 42.2%
Circumcision practitioner 13.6 18.3 7.8%*
Other 5.8 7.8 34
Reason for use
Fever 63.1 60.0 66.6* 41.5 342 S1.1%*
Cough 8.4 79 9.0 11.6 7.7 16.7%x
Injury 94 11.1 7.5% 14.0 17.1 10.0
Diarrhoea 1.8 2.7 0.9 5.8 6.8 44
Genital discharge 0.8 0.5 1.1 29 34 22
Contraceptives/condoms 1.0 1.0 1.1 14 1.7 1.1
Circumgcision 29 45 1.2* 8.2 12.8 2.2%
More than one reason® 0.3 0.1 0.4 14.5 16.2 122
Other 122 122 12.2 0.0 0.0 0.0
Freedom of expression
Free 942 95.1 933 81.3 83.1 79.0
Not free 5.8 49 6.7 18.7 16.8 21.0
Time for expression
Sufficient 92.2 91.0 93.4%* 80.4 81.2 79.4
Insufficient 7.8 9.0 6.6 19.6 18.8 20.6
Information given
Adequate 88.4 86.3 90.6* 736 739 73.1
Inadequate 11.6 13.7 9.4 26.4 26.1 269
Overall satisfaction
Very satisfied 51.2 51.9 50.4 36.1 355 36.8
Satisfied 374 358 39.1 394 39.7 39.1
Neutral 47 4.7 4.6 106 124 8.0
Unsatisfied 5.4 57 5.0 10.1 74 13.8
Very unsatisfied 14 1.8 0.9 3.8 5.0 23

*The total number of males and females do not add up to 2844 for modern and 300 for traditional services owing to missing gender information for
some; ® mainly fever and injury for modern and fever and cough for traditional health services, *p<0.01 and **p<0.05 comparing gender within each

type of service.

Of the modern health facilities visited last, hospital
followed by dispensary were most frequently mentioned,
whereas for the traditional healers visited last, herbalist
followed by spiritual were most frequently mentioned
(Table 2). A significantly higher proportion of females
than males went to a hospital and a spiritual healer while
the converse was true with regard to those who visited a
dispensary and a traditional circumcision practitioner.

Although for both modern and traditional health
services fever was the most common reason for seeking
health care, there were relatively more complaints of fever
with respect to modern than traditional services; while the
converse was true for cough, injury, diarrhoea, genital
discharge, need of circumcision and consultation for more
than one health problem (Table 2). For both modern and
traditional health services, females compared to males,
suffered more from fever and needed less circumcision
services. Of the respondents h services, females suffered
less from injury whereas of those who used traditional

health services females suffered more from cough
compared tomales (Table 2). About 12% of the respondents
who used modern services specified other complaints than
those on the check-off list as reasons for seeking care.
These included headache, abdominal pain, dental ache,
chest pain, skin rashes and need of medical check up.

The majority of respondents said they were free to
explain their health problems to modern or traditional
health practitioners who attended them during the last
visit, had sufficient time for explaining the problems and
they received adequate information about those problems.
Also, the majority of the respondents were either satisfied
or very satisfied, overall, with the services they received.
However, freedom of expression, time for expression,
amount of information given and overall satisfaction with
the health services provided was notably higher for modern
than traditional services (Table 2).

Overall, a higher proportion of females than males
asserted that they had sufficient time to explain the problems
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Table 3
Factors associated with utilisation of health services in the previous two years
Used modern Used traditional

Crude Adjustedb Crude Adjustedb
Variable Group N (%) OR(95% CI) OR (95% CI) N (%) OR(95% CI) OR (95% CI)
Total series with valid responses? 3359 2844 (84.7) 300 (8.9)
Gender
Male 1742 1468 (84.3) 1.0 1.0 164 (9.4) 1.0 1.0
Female 1601 1363 (85.1) 1.1(09-1.3) 12(1.0-1.4) 132 (8.2) 09.7-1.1) 0.8(06-1.1)
Age (yrs)
<18 1918 1614 (84.2) 1.0 1.0 155(8.1) 1.0 1.0
18+ 1428 1220 (85.4) 1.1(0.9-1.3) 1.1(09-13) 144 (10.1) 1.3(1.0-1.6) 1.2(09-1.5)
Living situation
Alone/boarding 1212 1061 (87.5) 1.0 1.0 112(9.2) 1.0 1.0
One or both parents 1713 1430 (83.5) 0.7 (0.6-0.9) 0.7 (0.6 -0.9) 144 (8.4) 09(0.7-1.2) 0.8(0.6-1.0)
Guardians 381 312 (81.9) 0.6(0.5-09) 0.6(0.4-09) 40 (10.5) 1.1(08-1.7) 08(0.6-1.3)
Poverty threat against health
Great/very great threat 1106 922 (83.4) 1.0 1.0 114 (10.3) 1.0 1.0
Quite a threat 1511 1298 (85.9) 1.2(1.0-1.5) 1.2(1.0-1.5) 142 (9.4) 0.9©.7-12) 090.7-1.2)
Not a threat 690 576 (83.5) 1.0(0.8-1.3) 1.0(0.8-1.3) 41 (5.9 0.6 (04-0.8) 0.6(04-0.9)
SES of family
High 1558 1340 (86.0) 1.0 1.0 125 (8.0) 1.0 1.0
Low 1456 1456 (83.5) 0.8(0.7-1.0) 0.8 (0.6 -0.9) 167 (9.6) 12(1.0-1.6) 1.209-15)
Self-related health status
Very healthy/healthy 3067 2599 (84.7) 1.0 1.0 258 (8.4) 1.0 1.0
Don’t think
1 am healthy / Don’t know 257 213 (82.9) 09(0.6-1.2) 09(0.6-1.3) 36 (14.0) 1.8(1.2-2.6) 1.7(1.1-25)

2 In some variables the total number do not add up to 3359 owing to missing information.
Adjusted for gender, age, school location, living situation, poverty threat against health, SES of family and self-rated health status
OR = Qdds ratio, CI = Confidence interval, SES = Socio-economic status

they had to modern health practitioners and were given
adequate information about the health problems they had
(Table 2). However, stratified analysis revealed that the
gender difference in relation to time given for expressing
problems existed at hospital level only whereas for
information given the difference was apparent at hospital
and dispensary levels. Of the 256 respondents who used
both modern and traditional services, 40% had used the two
types of services with similar complaints (mostly being
fever) while forthe remaining proportion the reasons differed.

Determinants of health services utilisation:
Respondents who were living with parents and those who
were living with guardians during the school term were
less likely to use modern health services in the past two
years than those living alone or boarders. Also, respondents
who were categorised as belonging to families of low
socio-economic status were significantly less likely to use
modern health services than those belonging to families of
higher socio-economic status (Table 3).

An age by gender interaction was found in relation to
utilisation of modern health services such that, gender was
associated with the use of health services in older but not
in younger respondents. Specifically, females who were
aged 18 years or more were more likely to use modemn
health services than their male counterparts (OR = 1.6,
95% CI = 1.1 t0 2.3).

Respondents who perceived poverty as not being a
threat against their health were significantly less likely to
utilise traditional health services than those who perceived

it to be a great or very great threat. Respondents who did
not think they were healthy or did not know of their health
status were significantly more likely to use traditional
health services than those who perceived themselves as
being very healthy or healthy (Table 3). Respondents who
were aged 18 years and above compared to those aged less
than 18 years and respondents who were categorised as
belonging to families of low socio-economic status
compared to those of high socio-economic status, had
increased tendency to use traditional health services,
although the associations were not statistically significant
(Table 3).

DISCUSSION

The study revealed that the vast majority of secondary
school students used modern health services whereas a
low proportion had used traditional services during the
past two years. The level and general pattern of health
services utilisation found in this study conform to that
reported for primary school pupils in the Arusha urban
district(5), However, there are a few exceptions. Whereas
the study among primary school pupils did not find any
gender difference with respect to a visit to hospital and a
spiritual healer, time allowed for expressing health
problems and information provided by the modern health
practitioners, in the present study a gender difference was
found. Specifically, more females than males utilised
hospital services and spiritual healers. Also, more females
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than males reported having had sufficient time to express
their problems to clinicians who attended them at the
hospital and having received adequate information from
the clinicians at hospital and dispensary levels, regarding
the health problems they had.

In Tanzania, health centres and dispensaries are
manned mainly by paramedics with 2-3 years of clinical
training (with exception of a few privately owned ones
whichmay have doctors) and offer non-specialised services
with little capacity for ancillary investigations. Hospitals,
on the other hand, have doctors and specialists in various
disciplines, in addition to paramedics; and are better
equipped with laboratory facilities. Our data show that,
reasons categorised as “other”, which included abdominal
pain, ranked second in frequency among those who sought
modern health services for both sexes. Abdominal pain in
females may be associated with menstrual and other
gynaecological disorders, which necessitate the attention
of a doctor and a need for laboratory investigation. Thus,
this might explain the observed gender difference in using
hospital services. Research among adults elsewhere has
shown that women utilise diagnostic health services more
than men(16).

The finding that fever was the predominant reason for
seeking modern as well as traditional health care was
expected. Most of the fevers might have been due to
malaria, since this is one of the main manifestations of this
disease. Nationwide and for the Arusha region, malaria is
the number one cause of outpatient attendance and inpatient
admission for all ages(1).

Consistent with the findings by previously work in
Tanzania(5,17-19), the overall use of traditional health
services reported in this study was low. Moreover, the
results indicate that respondents had less freedom of
expression, time for expression, amount of information
given and overall satisfaction with the health services
provided in relation to consultations with traditional than
modern practitioners. It is possible that respondents may
have under-reported the use of traditional health care
system since one of the persons who collected the data was
associated with modern health system. However, given
the fact that the questionnaire was anonymous and the
similarity of our findings to those of other reported work
in the country, we do not think that under-reporting could
have significantly affected the results. Thus, in view of
these results one might question the usefulness of policies
advocating strengthening traditional health services as
part of the integrated health care delivery system. It seems
that, strengthening the modern health system could be of
more benefit to this population of young people. However,
studies in other parts of Africa have shown that traditional
health care practitioners can play an important role in the
treatment, prevention and control of spread of illness and
disease as well as promoting health(20-23).

Our findings show that respondents who were living
with parents or guardians during the school term were
significantly less likely to utilise modern health services
than those who were living alone or boarders. Assuming

that the reported use of health services occurred during the
school term (ten months in a year); then possibly
respondents who were living with some family members
might have, most of the time, used home-kept drugs or
drugs directly bought from shops instead of going to a
health care facility whenever they felt ill. Thus, this might
account for the observed difference. This argument may
be supported by the fact that, of the reasons for secking
modern health care; fever followed by conditions defined
as “other” (including headache, abdominal pain and skin
rashes) ranked high. Drugs for alleviation of these
symptoms are normally available in drug shops and some
of them may be procured without prescriptions. Therefore,
self-treatment can easily be practised for these health
conditions. Indeed, one study in Tanzania found that 72%
of the respondents had treated themselves with home-kept
antimalarial drugs for a suspected malarial fever before
seeking treatment from health facilities(24). Self-treatment
for malaria and other illnesses is also common elsewhere
in Africa(25-27). In the wake of the cost-sharing policy for
health services in Tanzania, the practice of self-medication
is likely to increase.

In this study, an interaction between age and gender
with respect to overall use of modern health services was
found, such that older females reported higher use than
their male counterparts. These results are consistent with
those of researchers in other countries(11,28). However,
Settertobulte and colleagues demonstrated that this
observation was truc only for some types of illnesses; after
removing gender-specific reasons, such as menstruation,
from the analysis(28). Therefore, further exploration of
gender-related factors is important if we are to fully
understand the reasons why young people utilise modern
health services. Such knowledge could help in designing
health care delivery systems that are attractive to young
people of different sexes and various age groups.

In Tanzania, the cost-sharing policy for modern health
services allows for exemption from paying for certain
groups and waiver system for those who are unable to pay
for the services in government-owned health facilities, so
as to ensure equity in access to health care(2). Moreover,
up to now user fees have not been introduced for health
services delivered by government-owned health centres
and dispensaries. However, still we found that respondents
who were categorised as belonging to families of low
socio-economic status were less likely to use modern
health services than those who were categorised as
belonging to families of high socio-economic status. This
observation may be explained as follows. First, respondents
who belonged to families of low socio-economic status
were less likely to utilise modern health services
presumably because they could not afford to pay for the
services. If so, then there is cause for concern as this
connotes existence of a discrepancy between the cost-
sharing policy and its implementation. It is tempting to
think that in some areas of the country, such as the one
studied, the waiver system might not be adhered to.
Indeed, an evaluation study by the Ministry of Health
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found that some government health facilities were
invariably charging all patients for health services without
paying attention to the exemption and waiver guidelines(2).

An alternative explanation might be that, since the
government-owned health facilities are known to have
shortages of drugs and other essential equipment(29,30),
most students might have been obliged to seek health care
from private fadi\lities where charges for services are
higher and there is no exemption or waiver system. This
might pose a formidable challenge to health services
utilisation by students from poor families. Other researchers
have also reported 1(\)\w utilisation rate of modern health
services by poor people(9,12,26,31,32). From the data,
however, ownership of the health facilities from which our
respondents sought cai\e can not be ascertained. This
information was not asked for, because we did not expect
the respondents to have acdurate knowledge of it. Therefore,
further work is required to i-gientify barriers to utilisation of
modern health services by ‘s\tudents from poor families.

Self-rated health status has consistently been found
as animportant predictor of use of modern health services;
that is, the poorer the health the higher the use of health
services(8,9,14). In our study this association was not
found. \

Respondents who perceived poverty as being a very
great threat against their health {?vere more likely to utilise
traditional health services than those who perceived it not
to be a threéat against their health. Further, those who were
categorised as belonging to families of low socio-economic
status had increased tendency to use traditional health
services than those from families of high socio-economic
status. This might imply that poor families are more likely
to seek health care from the traditional system, possibly
due to perceived low cost for the services. However, it
should also be noted that, even among, respondents from
poor families, the great majority had used modern health
services during the two years period.

Self-rated health status was associated with use of
traditional health services. Respondents who reported that
they did not think they were healthy or did not know of
their health status were significantly more likely to use
traditional health services than those reporting being very
healthy or healthy. This is consistent with the findings
from Ghana(14).

Similar to the findings by Fosu in Ghana(14), gender
and age were not significantly associated with utilisation
of traditional health services. However, there was a
tendency for utilisation of traditional health services to
increase with increase in the respondent’s age. The reason
for this trend is unclear.

Two limitations for our study deserve comment.
First, the study is limited to school going population. In
Tanzania, secondary school students represent less than a
fifth of all primary school levers. It is likely that out-of
school young people have different health care needs and
use pattern. Thus, our results probably do not adequately
reflect the use of health services and its determinants for
all young people.

Secondly, there could be a bias in recalling the visits
to the health facilities and traditional healers, reasons for
those visits and satisfaction with the services provided,
given the long recall period. A two-week recall period in
combination with the use of symptom check-listincluding
“tracer conditions’’ has been recommended in health
interview surveysindeveloping countries when measuring
illness and visits to health care facilities, in order to
minimise recall bias(33). Moreover, it has been argued
that ratings of satisfaction that are made later than six
weeks after an encounter with a physician assess a
generalised perception of satisfaction rather than the
patients’ specific satisfaction with the encounter(34). We
were unable to independently verify each respondent’s
reported use of health services because information was
not collected on name and location of the facilities from
where respondents received the services. Further, when
asking about type of health care facility/healer visited,
reasons for the visit, and satisfaction with the health
services provided, the recall period was not given priority,
since we were interested in events related to the last visit.
The time when the last visit occurred was, however, not
determined; and therefore, it is difficult to ascertain how
recall bias may have affected the results in these respects.

In conclusion, the majority of secondary school
students utilise modern health services and a small
proportion use traditional health services. Further,
satisfaction with traditional health care system was lower
than for modern health services. These resuits point to the
need for further research to elucidate the factors that
facilitate or impede use of health services by young people
in Tanzania, and also for reviewing policies advocating
strengthening of traditional health care system as part of
integrated health care delivery system. Improvement of
the modern health care system is more likely to be of
benefit to secondary school students.
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