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Abstract

Since the introduction of the National Health Irsswre Scheme in Ghana in 2003, there has beereliftience witt
regards the type of providers from whom these edyrersons seek healthcare. This study examinehdiee ol
healthcae providers under the National Health Insurancee8&hin Ghana, using nine hundred and eighty «
(988) insured persons. Stratified random sampkednique was employed in selecting respondentde e
multinomial logistic regression was employFactors such as cash amount paid, waiting timepamdmity to
facility were found to discourage the use of oritwotiealthcare among insured persons. The studymmeemd tha
social and economic infrastructure such as roatlscammunication, and hee centres should be expanded and
improved in some cases to make orthodox healthrareders more accessible and affordable, at threedane, it
reduce the demand for unorthodox healthcare anmtemsured persor
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1. Introduction

Adequate utilization of healthcare services is inguat to maintaining a quality life. Economic pratiuity of any
nation depends largely on the health of its lalfotge. This fact dictates that any nation cous of improving its
productivity must put in place policies to ensude@uate access to quality healthcare (Kamgnia,;2060&adio,
Monsan and Gbongue, 2008).

In Ghana, several policy interventions have beatabed over the years aimed at improvihe quality of health of
Ghanaians. Components of the se-year and fiveyear development plans in the early days of inddpece fol
example focused on reducing morbidity, mortalitd amalnutrition among children. The Economic Recg\
Program (ERP) an8tructural Adjustment Program (SAP) in the 1980pleaisised primary healthcare ¢
preventive care (Aryeetey and Kanbur, 2008). Ghahaalth system has therefore undergone variougyesafree
health care prior to independence, cost sharinigari970 and full cost recovery in the 1980s during the qetof
economic reforms.

All these health systems were inadequate in addigetise health needs of Ghanaians. Especiallyfulheost
recovery system resulted in the creation of a ftrerbarrier tcaccessing public health facilities. The Governnudi
Ghana declared its intention to abolish the systathbegan exploring the feasibility of introducenglational
Health Insurance Scheme to be managed at thectlistwinicipal/metropolitan levels (Szbach et al., 2005). In
2003, the National Health Insurance Act (Act 65@swpassed, giving mandate to all metropolitans,icipadities
and districts to set up mutual health insurancesas. The National Health Insurance Scheme (NISI®) provide
accessible, affordable and good quality healthcamltGhanaians especially the poor and vulnerabsotiety
(MoH, 2004a).

The NHIS has been running for the past eight yaadsaccording to SEN-Ghana Report (2010), the numbel
registered people Bdeen increasing in all the regions since itsptioa. As at 2009, 14,283,620 card bea
Ghanaians representing 69.73% (based on the 2Q@@dd®ion estimates) have registered with the schaumef the
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total population of the country (NHIA, 2009).r those registered under the scheme, there is hof pocket
payment at the point of health service delivery hedce improved access to health care at publithhfaailities.

However, the NHIS does not cover all diseases lbmesses and also,does not cover all drugs/treatments that |
be prescribed. Also, besides the explicit costciviare covered under the NHIS, there are also dgihglbsts whict
are borne by insured persons on NHIS. These, arothray factors are likely to play a roleth regards to the choice
of healthcare providers among the NHIS insuredgresrsin a study of health seeking behaviour amosgred
persons under the social security act, 1990 inldihdj Sirisinsuk et al. (2003) identified the paiseof healtt

seekig behaviours among the participants that confitmesréality that, although they have health insugatiey
may seek care from other health facilities whesg thave to be financially responsible for the c&tudies
elsewhere have identified out-obgket payments and the individual belief in the petencies of the provider
important determinants of the choice of healthgaiowider (Hibbard & Weeks, 1987; Odwee, Okurut &ebda,
2006; Ngugi, 2008 and Thuan, Lofgen, Lindholm & €hR008).

Therehas however not been any empirical study that si@bkshed the determinants of choice of health
providers among NHIS insured persons in Ghanaelfitealth seeking behaviour of insured personstablshed, i
can guide policy formulation and option of appropriate strategies that will enhapagicipation, improved heal
service delivery and sustainability of the NHISGhana. This study therefore aimed at analysindett®rs
determining choice of healthcare providers of pessegistere under the National Health Insurance Scheme it
Upper West Region of Ghana, based on the tradit@oresumer theory approach (Grossman, 1972; Muny
1982).

2. M ethodology
2.1.Study Design

The study uses primary data from two districts aserual-urban dichotomy in the Upper West Region of Gh
in 2010. The stratified random sampling techniqaes wmployed due to the heterogeneous nature efubig
population. Since the study focused on househtadation (rural or urban) could have someplications for
household characteristics and see@mnomic infrastructure, both of which could impawtthe health seekir
behaviour of individuals within such householdstHis wise, the Region was first stratified intoaluiand urbat
locations basedn the population size (GSS, 2005) of the Distagital. Following this, the Wa Municipalit
Sissala East, Lawra and Jirapa Districts were catsgg as urban because their capitals had popuolatzes
exceeding 5000 while Nandowli, Sissala West West, Wa East and Lambus#ieni Districts were categorized
rural since the population size of their capitatgavless than 5000 (GSS, 2005). The Wa Municipality the
Sissala West Districts were randomly selected feaich category for the studGiven that th dependent variable,
provider choice, is categoric8artlett 11, Kotrlik and Higgins (2001) propose thee of Cochran’s sample si
formula assuming an alpha of 0.05.

_ (1) 0(e)(a)

’ (d )’
Where

N, is the sample size to be determi

n

t is the value for selected alpha level of .02Baigh tail = 1.9t
P is the proportion of the sample that becamendl sought treatmer
g is the proportion that did not seek treatment

d = acceptable margin of error for proportion be2stimatd = .05 (the maximum error researcher is willing
accept).

From a pilot survey conductdxy the researchers, 0.75 proportion of househott® Wl and sought treatment. Tt
gives p = 0.75 and g =(1=0.25, in which case the sample size becc
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_(.96)"0(0.75)(0.29 _
° (0.05)°
The sample size of 288 was rounded up to 300 ®¢ake of maximum errol

n 288

To ensure representativeness, the sample sizeistebuted according to the proportion of househlatdthe twc
locations in relation to total househcin the Region (20:80 for rural: urban). In this se®0 percent of the sam
size which is 240 households was drawn from Wa Ripality while 20 percent of the sample size whiepresent:
60 households, was drawn from Sissala West DisBigtcommuities were randomly selected in the \
Municipality, while three communities were randorablected from the Sissala West Distr

As there was no listing of houses or households hmusehold was interviewed from eve'™ house in the selected
commuiities in Wa Municipal while one household was iatewed from every ™ house in the select
communities in Sissala West because of the sp@&s#édtion of houses in the latter than the forntémuseholc
heads or their representatives responded oalf of all household members giving a total of $88pondents ot

the 300 households.

2.2 Data analysis

The demand for healthcare like any other economeroodity follows the principles of utility theor¥he ultimate
role of utility is the determinain of the welfare of individuals. In developingustries, lealth status is hypothesized
to be important, both as a direct indicator of wedfand because of its possible impact on prodtyct

In the human capital tradition analysis of healtegarcvision, individual health status is viewed as deieed by
individual demand factors given supply prices, emuinent, age and resources (including genes). éfs,
healthcare utilization is a derived demand forraise which is used to produce bettealth Wolfe & Behrman,
1984). Health care is demanded as a means for @nsuo achieve a larger stock of "health capi

Early attempts at modelling healthcare (the Grosssnaodel) view each individual as both a produared a
consumer of healtPhelps, 1992). Health is treated as a stock wiiégjrades over time in the absenc
"investments", so that health is viewed as a dochpital. As a commodity, healthcare thus satsfieth ¢
consumption need, in that it yields direct satigarc(utility), and satisfies an investment need, yiejd#atisfactior
to consumers indirectly through increased proditgtifewer sick days, and higher wages. Investnrehealth i<
costly as consumers must trade off time and ressuttevoted to health,ch as exercising at a local gym, aga
other goals. These factors are used to determéegtimal level of health that an individual wikihand.

In a given period of iliness, patients or theiateles make healthcare consumption decisions ges. The first
stage is awareness of the illness. At this stdgepatient or a relative must decide whether t& seatment for al
illness. If the decision is to seek medical cdrentthe next decision is on the choice of sourdeeatment. Thi
outcome of the choice at this point is a visit to dipalar health facility (Odwee, Okurut & Adebua)db).
Healthcare decisions are discrete in nature aridébmation therefore makes use of discrete efdomulations
(Mwabu, Ainsworth & Nyamete,993).

The direct utility derived by individual i from tatment alternative j is expresse:

URETH (I WO @
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Where; ! is the direct conditional utility for individualdfter receiving treatment from provide| Vs the

C
amount of healthcare received by individual i frprovider jand ' is the consumption of n-health care goods
by individual i, the amount of which does not deghen choice j

The unobservable variable " is expressed a

Ny = 00X, Z ) (2)

) is the amount of healthcare received by individdedm providerj, '

Where; is a vector of observab

Z.
socio-economic attribes of individual i anc " is a vector of attributes faced by individual ffaility j.

C
Similarly ' can be expresses as;

C
Where; ' is consumption of nohealth care goods by individual i which is indepeamicof the cost of treatment f
Y _ 6
healthcare from provider j” ! is annual income of individual i ar " is the value of resources that individu
devoes to care received from facility j. Expressionié3inerely an accounting identity, to permit id&astion of

I', a variable for which information is normally notllested in health care demand surve

Assuming the utility éinction in Equation (1) is linear in health statusl quadratic in consumption, and is consis
with well-ordered preferences, it will generate typicallyeved demand patterns. Given the role of prices &

further assumption that consumer prefces over the entire range of consumption goodsvaliedefined, empirica
healthcare demands are said to be consistentdthgsumption that ill individuals maximize an nedt conditiona

V.
utility function, ! as shown in Equon (4) (Mwabu et al., 1993).

Vi =V (%, Z Yo ) (4)

X Z. : I
Where; ', Y and y' are as previously define ' is the price of health care received bdividual i from

a.
health facilityjand ' is the price of no-health care goods consumed by individual i.

Equation (4) permits an investigation of direct @eh effects of prices and incomes. In the presemtest, it show:
the maximum utility that individual i can achieve, conditi@ on seeking treatment for an iliness, contrglfior

y r a X

i , health care prices” , prices of other goodsi , personal attributes ' and facility specific

Z.

characteristics | .

income
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By their discrete nature, healthcare demand mauelionly identify the relative propensity of chaasbne of the
alternatives; consequently a normalizatiule is needed. In this study the drug store j=1k@lused for th:

normalization purposé-or econometric appllcatlon in this stuc ' is treated as an intercept since it is cons

for all individuals; while ! is redefined as access to a particular fac X' will be treated as soc-economic

I

attributes and ' as cost of healthcare from a particular facil

Furthermore all the elements of the indireonditional utility function in Equation (4) are dutly observable an
are the variables of interest to policymakers. fitn@ step in econometric implementation of the mlagquires thi
standard assumption that the utility function irugtpn (4) is tochastic, and is of the for

(7 (5)

*

Vv

Where, Vs the systematic component of utility a i is an additive disturbance tel

Assuming i is normally distibuted; equation (5) leads to a multinonlogit specification of individual choice ¢
healthcare services. The probability that individ will seek treatment from facility j is thus expredsas

P(H )= =K (6)

) Z M iv*”

Equation (6) is the multimoial specification where

P(H;)

is the probability that individual i will seek héalcare

from provider j; ! is healthcare provider alternatives from whichvidiial i can seek treatment for j=1........ j

and incude 1= medical doctor, 2= medical assistant, 3=wifédnurse, 4= Traditionalist, 5= s+medication;'ui

*
*

A\ . ) i
and ! are as previously defined. B " can be expressed as

Vi SBX +@z + A (7)

Where the variables are as defined previously.Hitivcase, equation (6) becor

,U BXi+@z;+ A
— i
P(H,) = ST (8)
H
) H. : X Z
Where,P(H“) , H” and’u' are as previously define'g, ¢ and/] are vectors of coefficients .~ , ) and
r

'} respectively andZ is @ summation sig

Based on thepecification in (8), the specific equation use@stimating the determinants of provider choice @y
NHIS registered persons is specified

92



Research on Humanities and Social Scier www.iiste.org
ISSN 2222-1719 (Paper) ISSN 222263 (Online gy
Vol 2, No.10, 2012 ISTE

BoA+BLOSHSB, AR-gTTF+g, PXF+1; APRA, PAPA, TAF

P(F) =<

Z U LoA+BLOSHB, AR gTTF+@, PXF+A; APFA, PAPA, TAF(9)
i

Where: P(Fij is the probability of individual i choosing a piaular provider; A is theintercept termLOS is the
level of schooling of the individual, measuredemis of educational attainment as in basic, secyradal so on
FOS measures how often the individual falls siekdlis the income level of the household head, nred in
hundreds of Ghana cedis, AR is the age group pbregent; TTF is time taken in minutes to the fagilPXF is a
dummy seeking to find out if the facility visitesl the nearest; APF is the amount paid at the faeikited and it
measured in Gdma cedis; PAP is household’s perception about paynTAF is time taken (in minutes) at t

facility visited and p is the disturbance te|’80 , ’Bland’g2 are the coefficients of A, LOSnd AR respectively and
are the soci@conomic attributes of the househc¢I and 2 are coefficients of TTF and PXF respectively aral

access variables/?l, /12 and )I3 are the coefficients of APF, PAP and TAF respetfiemd are costs variabl
3. Results and Discussion
3.1Choice of Service Provider

Table 1 represents the distribution of insured bbokl members by healthcare prov consulted. The results shc
that selfmedication recorded the highest patronage (27.48f0wed by the nurse (26.61%) and medical assi
(20.44%). Segregating the healthcare providersartoiodox and nc-orthodox, about 65% of the insured house
members consulted orthodox healthcare providersliGakedoctor, medical assistant and nurse) whiteua35%
consulted norerthodox healthcare providers (¢smedication/drug store and alternative providerhaagtraditiona
healers).

The results thus show that northodox sources of healthcare still remains imgoarfor persons insured under
NHIS in Ghana. Amaghionyeodiwe (2007) highlighnonmonetary factors such as distance to facilitiesctvinnay
account for the tendency of people to-medicate. Sirisinsuk et al. (2003) foupatterns of health seekil
behaviours of insured persons to vary dependinthestage of treatment, perceived severity of sénand types ¢
additional health benefits. In general, factorshsag education, a, travel time, proximity to the care provid:
amount paid for services, perception about the atnpaid and waiting time taken at the facility hdeen found t
influence household or individual choice of headttecproviders (Dzatora & Ase-Adjayeb, r.d; Ngugi, 1999;
Aryeetey & kanbur, 2008; Nonvignon & Aglobitse, Z0(

[Table 1 about here]

3.2Determinants of Choice of Healthcare Provic

Equation (9) is estimated to determine the proligimf a household member choosing either a pddidueathcare
provider, conditional on level of schooling (LO&ge (AR), time taken to travel to facility (TTF)ogimity to
facility (PXF), amount paid for services at theiliac (APF), perception about the amount paid (PARY time take!
at the facility (TAF).

First of all, the medical doctor was selected ashilise outcome to compare how housel made their choices
relative to the base outcome. The choice of theieaédoctor is due to the fact that this optiotthis best availabl
(at least scieifically proven) choice and it is interesting tadi out the factors that are likely to cause petpigo
for other options instead of the be

The summary statistics from the estimated modetind that the model had a good fit. Both the Quck &ndl R?
and the Nagelkerke?Rvere above 0.7. These imply that about 70 percamation in the choice of healthce
providers by household members can be attributedriations in the variables included in the modéle Wald
statistic of 194.35 was alsignificant at the 1 percent alpha level. This nsetiat the likelihood of choosing
particular provider is statistically attributedath explanatory variables included in the mot
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All cost variables negatively affect preferencedtiernative foviders compared to a doctor. Amount paid
treatment for example negatively affects the tengea seek care from alternative providers ~-0.790;p < 0.01)
as well as the tendency to saat (B=-1.6844;p < 0.01). This means that people woulcher pay more when
seeking treatment from a medical doctor thanrmedicate or seek from alternative providers andl@sg. Similarly
time spent at the facility seeking treatment algaificantly affect the preference for the choideaanedical doctc
compared to other providers. People would rathengpnore time seeking treatment from a medicalad
compared to seeking treatment from a medical asgiéB=-0.6368; p< 0.01), a nurse (i-0.6203; p< 0.01), the
traditionalist (B=-0.7913; p< 0.0Dy seltmedicate (B=1.6877, p< 0.01). These findings conform to thog
Kamgnia (2008) that the most important reason fiaosing health service providers is quality. Peapéetherefor
ready to pay to consult a doctor since by trainmgmedical octor is the most skill personnel in the healthwely
system.

Similarly proximity to the facility had a negatieéfect on the preference for a medical doctor camghéo
alternative treatment1:5413, p< 0.05). These imply that access by distéa orthodox medicine is difficul
especially when it comes to accessing treatment fredical doctors in the regic

This stems from the fact that there are very fegpitals in the region (which are mostly in the cegil and distric
capitals) and theoad infrastructure in the region is so bad thaigbefind it difficult commuting from one town «
village to the other. Only two districts (Nandowhd Jirapa) are linked to the regional capitaldyed road, an
this discourages commercial vehicfrom plying the roads. Clearly nanenetary costs affect negatively peop
decisions to seek care from medical doctors. Fgllsy Ngugi (1999) points out that such indirecttatiscourag:
the use of orthodox healthcare in general. Howeasel timeto the facility positively affected the prefererfoe
alternative treatment (B=0.738, p< 0.05) compaceskeeking treatment from a medical doctor. Theltesue
presented in Table 2.

Even though the coefficients are useful in pointimg relativity n terms of preference for one provider choice «
the other, it does not indicate how various factofisience the likelihood to choose a particulavvider.

To come round with this the predicted probabilitieere calculated from the coefficients. " marginal effects
shows the probability that an insured person \e#lart to setmedication reduced by 0.2'p < 0.01) if the amount
paid increased by one cedi. Thus even though ibtiig convenient for insured persons to walk inch@mical
shop andgrescribe medicines for themselves, such peopléwiless willing to do so if they have to pay gt
price for the medicines. Perception about the arnpaid had a positive effect on the probabilitiéseeking
healthcare from all providers but he negative effect on setfiedication. If insured persons perceive thai
amount spent doing setfiedication is higher, the probability of smedication reduces.

Similarly the probability that one will seek treant from all providers increased givthat such a person will spe
an extra hour waiting for treatment. However thebability of sel-medication reduces by 0.24186 if one ha
spend an extra hour administering -treatmentThe implication is that insured persons can onkehaccess ' the
services of the doctor and the nurse only if theymepared to spend more time at the facilitysTesearcl
supports findings by Ngugi (1999), Amaghionyedi28(8) and Aryeetey and Kanbur (Eds) (2Cthat cost of
seeking care both in terms afsh payment and time spent waiting for servicesctdfthe decision to seek care fr
a particular provider.

[Table 2 about here]

5. Conclusion

This paper investigates the determinants of chofidealthcare providers by insured persons on #itéNa Health
Insurance Scheme in Ghana. The study concludegthatd persons tend to seek healthcare fromdrtilbdox
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and nonerthodox healthcare providers. Especially-medication still remains an important part of tifie of the
insured persons. Monetary and roonetary factors still discourage the use of ortixddealthcare under tt
National Health Insurance Scheme. This contradiirgsiotion in Ghana and elsewhere that insurarwease:
utilization of orthodox healthcare but confirms thegaive price effect of healthcare utilization (Kamgr2808;
Kouadio et al, 2008; Odwee, Okurut and Adebua, 20Bénsitization of Ghanaians in general is reqlice
dissuade them from seeking sedatment, which is done without proper diagnosisdtalish the particular medical
condition. Insured persons as well as the-insured should be persuaded to respond early hodok healtt
providers before their conditions reach unmanageiahiels.

The current health portfolio under the National It Insurance Scheme should be expanded to cover marg
services for efficient and effective healthcarewtel. Social and economic infrastructure suchoasls,
telecommunication, and health centres should baredgd and / or improved in some casemake orthodox
healthcare providers more accessible, while as#émee time reduce the demand for unorthodox heaélarad set
treatment among the insured pers
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Table 1: Service Providers Consulted

Service Provider Frequency Per cent
Medical Doctor 177 17.91
Medical Assistant 202 20.44
Nurse 263 26.61
Alternative Providers 75 7.59

Self-Medication 271 27.43
Total 988 100.0
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Table 2: Coefficients and marginal effects of explanatory variables for provider choice

Var. Doctor Medical Assistar Nurse Traditionalist Self-medication
Marginal Coefficients Marginal Coefficients Marginal Coefficients Marginal Coefficients Marginal
effects effects effects effect: effects

LOS -0.009 0.0357 -0.001 0.0633 0.003 -0.0563 -0.005 0.0558 0.004
(n/a) (0.760) (0.872 (0.580) (0.805) (0.635) (0.224 (0.607) (0.747)

AR  -0.008 0.1870 0.008 -0.0563 -0.024 0.2290 0.007 0.1161 0.157
(0.407) (0.151) (0.281 (0.627) (0.021) (0.135) (0.193 (0.333) (0.311)

TTF 0.004 0.2081 0.033 -0.4287 -0.005 0.7538 0.045 -0.2457 -0.037
(0.616) (0.591) (0.130 (0.292) (0.35) (0.054) (0.001 (0.550) (0.520)

PXF -0.008 0.0058 -0.030 0.4421 0.016 -1.5413 -0.155 0.6459 0.176
(0.487) (0.990) (0.338 (0.327) (0.699) (0.006) (0.001 (0.177) (0.005)

AP  0.027 -0.4728 0.068 -0.6154 0.131 -0.7909 0.025 -1.6844 -0.251
(0.009) (0.009) (0.001 (0.001) (0.001) (0.001) (0.028 (0.001) (0.001)

PAP 0.012 -0.6133 -0.003 -0.3384 0.045 -0.4503 0.006 -0.6675 -0.060
(0.096) (0.110) (0.859 (0.353) (0.098) (0.274) (0.617 (0.073) (0.090)

TAF 0.027 -0.6368 0.056 -0.6203 0.133 -0.7913 0.026 -1.6877 -0.242
(0.002) (0.008) (0.001 (0.004) (0.001) (0.004) (0.008 (0.001) (0.001)

cons 4.2520 5.7511 5.0336 10.735

(0.006) (0.001) (0.001) (0.001)

Log pseudo likelihood =447.497

Cox & Snell R=0.718

Wald & (78) = 207.84
Nagelkerk’ = 0.761

Prob > &hi 0.000:
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