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Abstract 
Introduction: Understanding the patterns of utilisation of primary health services can help to 
improve service delivery and utilisation, thereby reducing common morbidities in the community. 
�e study aimed to assess the patterns of utilisation of services provided at an outreach healthcare 
centre.
Methods: A community-based survey was conducted among families residing in the �eld 
practice area of an outreach centre for more than a year. Data were collected using a questionnaire 
administered to adults aged ≥18 years. Collected data were entered into and analysed using the 
Statistical Package for the Social Sciences version 16.0.
Results: Approximately 65.1% of the respondents were aged 31–59 years, and 67.4% were women. 
Among 126 surveyed households, 50.7% had utilised services from the outreach centre. �e 
facilitators of utilisation among 64 households included proximity to their area of residence (90.6%) 
and availability of good-quality services (40.6%). �e most common barriers included a lack of 
awareness (30.9%) and inconvenient timings (18.2%) of the healthcare centre. �e respondents 
aged <18 years (odds ratio [OR]=7.64; 95% con�dence interval [CI]=4.37–13.37) and >45 years 
(OR=2.65; 95% CI=1.57–4.47) had higher odds of utilising services than those aged 18–45 years. 
�e female respondents (OR=2.89; 95% CI=1.86–4.51) were more likely to utilise services than the 
male respondents.
Conclusion: Creating awareness regarding the outreach healthcare centre and designing services 
based on the observed needs of the community can further improve the utilisation of services 
provided at the healthcare centre.

Introduction
India has a population of 1.38 billion people 
and has one of the fastest-developing economies 
worldwide.1 However, having a healthy 
population is a pre-requisite to ensuring 
that the country can continue the same 
trajectory of growth and development, with 
studies suggesting that economy and health 
are bidirectionally related.2,3 With a rapid 
epidemiological and demographic transition, 
India is likely to witness a large increase 
in non-communicable diseases (NCDs). 
To cope with this burden, the healthcare 
system needs to adopt and provide a range of 
services encompassing preventive, promotive, 
curative and palliative care. India has a robust 
healthcare system with three tiers of healthcare 
infrastructure catering to the needs of people 
from all strata of society. �ese tiers include 
subcentres (SCs), primary healthcare centres 

(PHCs), community healthcare centres, 
subdistrict hospitals, district hospitals, medical 
colleges and centres of excellence providing 
various kinds of services at each level.4 However, 
the National Sample Survey in 2014 revealed 
that only 11.5% and 3.9% of the rural and 
urban populations in the country had accessed 
the large network of primary healthcare 
facilities (HCFs), respectively.5

Udupi, being one of the forward districts of 
Karnataka, a southern state of India, in terms 
of literacy and socioeconomic status (SES), 
has a well-developed healthcare system. Its 
healthcare system provides healthcare through 
a large network of public and private sector 
hospitals. Prior studies have shown that the 
morbidity trends due to NCDs in this region 
are substantially comparable to the national 
trends.
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A private medical college situated in the 
district has been providing health services 
to the population of the district as well as 
neighbouring districts and states. �e rural and 
semi-urban populations residing in the region 
receive primary health services through its �ve 
peripheral healthcare centres a�liated with the 
medical college. Despite being private HCFs, 
these centres provide either free or highly 
subsidised services. Providing all services that 
a government-run HCF o�ers may not be 
feasible in this setting. Although many services 
have been proposed to be implemented by 
upgraded primary HCFs, a healthcare centre 
will be successful only if the services being 
o�ered to a community are based on needs. 
Hence, this study aimed to assess the current 
utilisation patterns of services provided at 
one of these centres located in a semi-urban 
area, understand the needs of the community 
and determine the facilitators and barriers to 
availing such services.

Methods
A community-based survey was conducted in 
the urban �eld practice area of the department 
of Community Medicine of a private medical 
college in southern Karnataka, India, from 
2018 to 2020. �e �eld practice area covers 
a population of about 10,463, which spreads 
across 2260 households. �e study area is 
equipped with a good network of HCFs, 
with services that are easily accessible and 
a�ordable being provided through a PHC 
from the public sector and an outreach centre 
a�liated with the department of Community 
Medicine. Additionally, there are various 
private clinics and nursing homes including 
two Ayurvedic facilities. Within a 10-km 
radius, there are also four tertiary HCFs 
that provide health services to people in this 
region. �e outreach centre provides a range 
of health services, such as maternal and child 
care, screening and management of NCDs 
including common cancers and geriatric care. 
�e centre facilitates the delivery of basic 
health services to the community through 
regular clinics. Consultations, basic essential 
drugs and immunisations are provided with 
follow-up visits at no cost, and laboratory 
investigations are o�ered at highly subsidised 
charges. Maternal and child health (MCH) 
services include antenatal, intranatal and 
postnatal services; immunisation; management 
of childhood illness; and health education 
services. A health insurance scheme is 
provided to residents in the �eld practice area 
of the department of Community Medicine 

for health services at subsidised rates across 
secondary and tertiary care hospitals a�liated 
with the medical college. �e centre also 
o�ers physiotherapy, occupational therapy and 
optometry services as allied health components.

�e study proposal was approved by the 
Institutional Ethics Committee (IEC 
574/2018). �e study included both men and 
women aged ≥18 years from families residing 
in the �eld practice area of the outreach centre 
for more than 1 year. Based on an estimated 
50% of the population having utilised at least 
one or more health services from the outreach 
healthcare centre, a precision of 10% and 
a non-response rate of 25%, the estimated 
sample size was 125 households.

�ere are 18 localities in the �eld practice area 
of the HCF. �e number of households in each 
locality was obtained from the data maintained 
at the HCF obtained through regular �eld 
activities. From each locality, the number of 
houses to be included was estimated using 
the probability proportional to size method 
to ensure the representativeness of the study 
area. �ereafter, households were selected 
using simple random sampling. One eligible 
respondent from each family was recruited 
after obtaining written informed consent. A 
pre-designed semi-structured questionnaire 
was administered by the interviewer to collect 
sociodemographic data as well as other 
information required to assess the patterns of 
utilisation of health services from the outreach 
centre. Various facilitators and barriers to 
availing such health services were ascertained. 
�e SES of the surveyed families was assessed 
using the Modi�ed BG Prasad Scale.6

Herein, an acute illness was de�ned as an 
illness that is self-limiting and lasts for a short 
duration. Minor acute illnesses included 
some of the commonest problems noted in 
general practice, such as upper respiratory 
tract infections or skin rashes.7 An acute 
major illness was de�ned as an acute illness 
that is self-limiting or requires treatment and 
may present as an acute exacerbation of an 
underlying chronic illness, such as myocardial 
infarction or diabetic coma, or a sudden onset 
of a previously undiagnosed condition, such 
as epilepsy or stroke, or an acute emotional or 
psychological problem.7 A chronic illness was 
de�ned as an illness persisting for more than 3 
months.8

Quantitative data were analysed as frequencies 
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and proportions using the Statistical Package 
for the Social Sciences  for Windows, Version 
16.0. SPSS Inc. Released 2007, Chicago, IL, 
USA). �e chi-square test was used to establish 
associations between the sociodemographic 
and other factors a�ecting the utilisation of 
health services. Univariable logistic regression 
was applied to identify the factors a�ecting 
the utilisation rate, expressed as odds ratios 
(ORs) with 95% con�dence intervals (CIs). All 
variables that were included in the univariable 
analysis were included in multivariable 
logistic regression to determine the factors 
independently associated with the utilisation of 
health services provided by the outreach centre. 
A P-value of <0.05 was considered statistically 
signi�cant.

Results
A total of 126 households were surveyed, and 
the utilisation pattern of health services among 
578 individuals was assessed. Approximately 
two-thirds of the respondents (65.1%) were 
aged 31–59 years, and the majority (67.4%) 
were women. Nearly three-fourths of the 
respondents (73.8%) were married. Further, 
65.8% had 5–12 years of schooling, while 
only 3.9% were illiterate. Almost half of the 
respondents (46.8%) were homemakers, 
whereas 31.7% had unskilled/semiskilled jobs. 
�e majority of the respondents (75.4%) 
were Hindus, and over one-third belonged 
to nuclear families. Approximately 86.5% 
of the surveyed households belonged to the 
middle socioeconomic class based on their 
Modi�ed BG Prasad Scale scores. Of the 578 
respondents, nearly a quarter (22.4%) had one 
or more chronic illnesses, with hypertension 
(14.7%) and diabetes (6.7%) being the most 
common types. Approximately 23.5% of 
the respondents had at least one acute illness 
within the past 5 years.

Among the 126 surveyed households, 64 
(50.7%) had utilised services from the outreach 
centre. �ere were a total of 578 members 
currently living in the 126 households, 
among whom 23.01% (n=133) had utilised 
one or more services provided at the outreach 
centre. Of the 178 individuals who reported 
a history of chronic illness, only 7.8% had 
utilised services from the outreach centre, and 
8.9% were exclusively availing services from a 
government HCF. �e majority of the chronic 
illnesses were treated at a private HCF, with 
other private hospitals being utilised the most 
(33.1%), followed by private clinics (25.2%), 

private medical college hospitals (17.4%), 
nursing homes (7.3%), government PHCs 
(6.7%) and government hospitals (2.2%). 
Similarly, most acute minor and major 
illnesses were treated at private HCFs (85.4% 
and 94.7%, respectively), and less than 10% 
of the population had availed services from 
government sources. However, as a facility that 
provides primary care services, the outreach 
centre was utilised for acute minor illnesses 
only (5.6%).

�e majority of the respondents were aware of 
the health insurance scheme provided by the 
outreach centre (82.5%). �e respondents were 
also aware of screening and management of 
NCDs (65.8%), child health services (61.9%), 
maternal health services (45.2%), laboratory 
services (38.1%), cancer screening and referral 
services (34.1%), basic ophthalmological 
services (18.2%), health education sessions 
(18.2%), physiotherapy and occupational 
therapy services (9.5%) and family planning 
services (1.5%). �e source of information 
regarding services provided at the outreach 
centre was auxiliary nurse midwives during 
their household visits (90.6%), family 
members (9.4%) and friends (6.2%).

�e most commonly availed services from 
the outreach centre were child health 
services (39.8%), followed by screening and 
management of NCDs (38.3%), health 
education sessions (20.3%), laboratory services 
(14.2%), cancer screening and referral services 
(6.7%), maternal health services (6.02%), 
physiotherapy and occupational therapy 
services (3.7%), basic ophthalmological 
services (3.7%) and dental services (0.7%).

�e facilitators to service utilisation were 
assessed among 64 families who had utilised 
any services in the last 5 years. �e majority 
quoted the centre being in proximity to their 
area of residence (90.6%) as the reason for 
utilisation, followed by availability of good-
quality services (40.6%). Conversely, the 
barriers to utilising services from the outreach 
centre were assessed among all households 
since every household had some or other 
barriers to mention when they were asked 
about the non-utilisation of speci�c services. 
�e most common barriers identi�ed were a 
lack of awareness about the services provided 
at the centre (30.9%) and inconvenient 
timings (18.2%) of the centre (Table 1).
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Table 1. Facilitators and barriers to availing services from the outreach healthcare centre among 
the surveyed families.

Facilitators (n=64) Frequency (%)

Proximity to home 58 (90.6)

Good-quality service 26 (40.6)

Consultations and medications at no cost 6 (9.4)

Reputation of healthcare providers 4 (6.2)

Other reasons* 11 (17.0)

Barriers (n=126)

Lack of awareness 39 (30.9)

Inconvenient timing 23 (18.2)

Doctor-related reasons (e.g. unavailability of doctors round the clock or di�erent 
doctors on each consultation)

9 (7.1)

Non-availability of desired services at the facility 8 (6.3)

Other reasons# 11 (8.7)

* Availability of good laboratory services at subsidised rates, availment of insurance scheme, short waiting period 
and good sta�

# Availability of selected free drugs, far location, unawareness of the centre, poor experience at the centre, poor 

trust in doctors from a private setup and fear of knowing the diagnosis

Table 2 shows that in the univariable analysis, age, sex and type of family were signi�cantly 
associated with the utilisation of services from the outreach centre. All variables were included in 
the multivariable analysis, which showed that only age and sex were signi�cantly associated with 
the availment of services from the outreach centre. �e respondents aged <18 years (OR=7.64; 
95% CI=4.37–13.37) and >45 years (OR=2.65; 95% CI=1.57–4.47) had higher odds of 
utilising services from the outreach healthcare centre than those aged 18–45 years. �e female 
respondents (OR=2.89; 95% CI=1.86–4.51) were more likely to utilise such services than the 
male respondents.

Table 2. Association between the sociodemographic characteristics and utilisation of services 
from the outreach healthcare centre among the respondents (N=578).

Characteristics

Utilisers
(n=133)

Frequency 
(%)

Non-
utilisers
(n=445)

Frequency 
(%)

Univariable analysis Multivariable analysis

Crude OR
(95% CI)

P-value
Adjusted OR 

(95% CI)
P-value

Age*

<18 years 55 (41.35) 62 (13.94) 7.26 (4.25–12.38) <0.01 7.64 (4.37–13.37) <0.01

18–45 years 28 (21.05) 229 (51.46) 1  1  

>45 years 50 (37.59) 154 (34.60) 2.66 (1.60–4.40) <0.01 2.65 (1.57–4.47) <0.01

Sex#
Male 42 (31.58) 241 (54.16) 1  1  

Female 91 (68.42) 204 (48.84) 2.56 (1.70–3.86) <0.01 2.90 (1.86–4.51) <0.01

Religion

Hindu 90 (67.67) 340 (76.40) 0.82 (0.38–1.81) 0.63 0.96 (0.41–2.24) 0.92

Muslim 34 (25.56) 77 (17.30) 1.37 (0.59–3.22) 0.47 1.66 (0.65–4.26) 0.29

Christian 9 (6.77) 28 (6.30) 1  1  

SES

Upper class 8 (6.02) 34 (7.64) 1  1  

Middle class 121 (90.98) 389 (87.42) 1.32 (0.60–2.93) 0.49 1.26 (0.52–3.01) 0.61

Lower class 4 (3.01) 22 (4.94) 0.77 (0.21–2.88) 0.70 1.09 (0.26–4.56) 0.91

Type of 
family

Nuclear 33 (24.81) 135 (30.34) 1  1  

�ree-
generation

46 (34.59) 110 (24.72) 1.71 (1.02–2.86) <0.05 1.46 (0.83–2.59) 0.19

Joint 54 (40.60) 200 (44.94) 1.11 (0.68–1.79) 0.69 0.93 (0.54–1.59) 0.79

* Age adjusted for the remaining four variables: sex, religion, SES and type of family
# Sex adjusted for the remaining four variables: age, religion, SES and type of family

CI, con�dence interval; OR, odds ratio; SES, socioeconomic status
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Among the 126 surveyed households, 86 respondents (68.2%) desired to avail additional services 
at the outreach centre (Table 3). With respect to healthcare provider-related suggestions, over 
half of the respondents wanted a full-time doctor at the centre (52.3%). With respect to the 
infrastructure of the centre, 8.1% suggested that ambulance services should be available. �e 
health services desired by the respondents included creating awareness about the service 
availability (34.8%) and providing delivery services at the centre (23.3%).

Table 3. Additional health services at the outreach healthcare centre desired by the respondents (n=86).

Services Frequency (%)

Healthcare  
provider-related 
services

Availability of full-time doctors 45 (52.3)

Availability of specialists 9 (10.5)

Availability of more experienced doctors 8 (9.3)

Availability of the same doctor on every visit 6 (7.0)

Infrastructure-related 
services

Need for ambulance services 7 (8.1)

Need for a spacious facility 2 (2.3)

Need for more physiotherapy equipment 2 (2.3)

Other related  
health services

Creation of awareness in the community about the centre 30 (34.9)

Provision of delivery services 20 (23.3)

Provision of radiological services 13 (15.1)

Provision of emergency services 13 (15.1)

Need for more drugs 7 (8.1)

Need for in-patient services 4 (4.6)

Provision of home care services 4 (4.6)

Immediate availability of laboratory reports at the centre and 
organisation of more health camps

3 (3.5)

Discussion
In this study, 64 of the 126 surveyed 
households (50.7%) and 133 of the 578 
individual members (23.01%) had utilised 
services from the outreach centre. A large 
proportion of the utilisers (41.3%) were 
aged <18 years, which could be due to the 
availability of free immunisation and growth 
monitoring services. Further, the geriatric age 
group (20.3%) utilised health services more 
often mainly due to the availability of regular 
NCD screenings, with subsidised examinations 
and essential drugs being provided at no cost. 
�is �nding may also be due to the proximity 
of the centre to their homes and inability to 
travel because of frailty and chronic conditions. 
In contrast, over half of the non-utilisers 
(51.5%) were aged 18–45 years. Conversely, 
in a study conducted in Uttar Pradesh, a 
northern state of India, 45.3% of non-
utilisers of services provided at a PHC were 
aged above 50 years.8 In the present study, the 
respondents aged <18 years (OR=7.64; 95% 
CI=4.37–13.37) and >45 years (OR=2.65; 
95% CI=1.57–4.47) were more likely to utilise 
health services. A study performed in southern 
Nigeria also found that with increasing age, 
respondents were more likely to have positive 
health-seeking behaviours.9

Women constituted 68.4% of the utilisers in 
the present study. �is proportion is higher 

than that in a study conducted in Uttar 
Pradesh (53.5%).10 �e present study found 
that the female respondents (OR=2.90; 95% 
CI=1.86–4.51) had higher odds of utilising 
health services from the centre. Similarly, a 
study performed in South Africa showed that 
women had a 2.18-fold higher odds of utilising 
health services.11

In another study conducted in Nigeria, it was 
found that with advancing age, women were 
more likely to use family planning services. 
Further, the utilisation of child health services 
increased with income but decreased with 
age. �e availment of delivery services from 
institutions improved with better education, 
occupation and income.12 A secondary analysis 
of National Family and Health Survey-3 data 
from India revealed that the standard of living 
was signi�cantly associated with the utilisation 
of health services, with people having a low 
standard of living having a 1.53-fold higher 
odds of utilising services from a HCF.13 

In the present study, 42.1% of the utilisers 
belonged to the middle socioeconomic class. 
In a study conducted in a north Indian state, 
a larger proportion of utilisers (71%) was 
from the middle class.8 Although the present 
study showed an association between the type 
of family and utilisation of health services, 
it was not statistically signi�cant (OR=1.46; 
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95% CI=0.83–2.59). Hindus constituted the 
majority of the utilisers (67.6%), followed 
by Muslims (25.5%) and Christians (6.7%), 
representing the general distribution of 
religions in the region. Among the utilisers, 
40.6% were from joint families, while 34.6% 
were from three-generation families; these 
proportions are smaller than that reported in 
a study conducted in Delhi, wherein 61.9% of 
utilisers belonged to nuclear families.10 Further, 
a study performed in southern Nigeria showed 
that individuals who received up to secondary 
education were 0.46 times less likely to have 
positive health-seeking behaviours.9

�e majority of the respondents in the 
present study utilised private HCFs for acute 
and chronic illnesses and MCH services. 
Conversely, a study conducted in rural areas 
of Punjab found that a little over 50% of 
660 participants had made use of a public 
HCF that provided outpatient and in-patient 
care services. In addition, private facilities 
were frequented rather than their public 
counterparts for treating NCDs.14 However, 
a study performed in southern India showed 
that more than half of individuals (56.2%) 
received screening services, and 40.7% received 
treatment for NCDs from public HCFs.15 
In the present study, the proximity to home 
was quoted as the most common reason 
(90.6%) for availing services from the centre, 
followed by good-quality service (40.6%) and 
free treatment (9.3%). In contrast, a study 
conducted in Uttar Pradesh demonstrated that 
20% of utilisers had mentioned free treatment 
as a reason for availing services from a local 
PHC.8 Similarly, a study conducted in Kerala 
reported that good behaviour of healthcare 
workers, improved infrastructure and clean 
premises and subsidised laboratory services 
were quoted as facilitators to using services 
provided at a family healthcare centre.16 In 
another study, conducted in Mumbai, trust 
over providers (31.5%), proximity to home 
(20%), sta� availability (12.7%), good-quality 
treatment (10.2%) and time-e�cient services 
(8%) were cited as reasons for the utilisation of 
services from an urban healthcare centre.17

Herein, the most common barriers to the 
utilisation of services from the centre were a 
lack of awareness (30.9%) and inconvenient 
timing (18.2%). Likewise, a study conducted 
in Uttar Pradesh reported that 29.8% of non-
utilisers cited unawareness of services being 
provided by a local PHC.8 Another study from 
the same region showed that long distance 

to the HCF (63.5%), non-availability of 
medicines (20.5%), inconvenient timing of the 
HCF (16.5%) and unavailability of a full-time 
doctor (16%) were barriers to the utilisation 
of services o�ered by PHCs and SCs.18 �e 
same study also showed long waiting hours 
at the HCF (56.4%) and long distance from 
residence to the HCF (27.2%) to be the most 
common barriers among urban residents.18 A 
study from West Bengal reported free medicine 
supply (29.6%), good treatment (27%), 
proximity (18.4%), 24/7 availability of doctors 
(14.5%) and low cost of services (10.5%) 
as reasons for availing health services from 
government facilities and good treatment as the 
main reason for availing services from private 
facilities.19

Limitations
�e utilisation rates of health services from 
the outreach centre might have been over- 
or underestimated, as only self-reported 
information from the respondents from each 
family was collected.

Conclusion
Age and sex are signi�cantly associated with 
the utilisation of services provided at the 
outreach centre. Proximity to home and 
availability of good-quality services are the 
commonly cited facilitators to the utilisation 
of services from the healthcare centre. Poor 
awareness about available health services 
and inconvenient clinic timings resulted in 
underutilisation of services provided at the 
centre.

Recommendations
Creating awareness regarding the outreach 
healthcare centre and its services and having 
periodic feedback from the community can 
improve the utilisation of health services 
provided at the centre. �e utilisation of 
health services can further improve if such 
services are designed based on the felt needs 
of the community. Further research involving 
focus group discussions or in-depth interviews 
should be conducted to generate qualitative 
data that may be essential for understanding 
the perceptions of the community with respect 
to healthcare utilisation in the area.

Acknowledgements
None.

Author contributions 
DS, SDM and RSS conceived the study. 
RSS, SDM and AKP designed the study. DS 



ORIGINAL ARTICLE

Malays Fam Physician 2024;19:24 7

How does this paper make a di�erence in general practice?
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