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Determinants of health-seeking behaviour among en-
rollees of a social health insurance scheme in Anambra

state, southeast, Nigeria
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Background: Understanding factors that explain the health-
seeking behaviour (HSB) among enrollees of Anambra State Health
Insurance Scheme (ASHIS) is a critical entry point for improving
health outcomes and achieving universal health coverage (UHC).

Aim: To assess the socio-demographic and health facility
determinants of health-seeking behaviour among the enrollees of
ASHIS in Anambra State, Nigeria.

Subjects and methods: A cross-sectional health facility-based
survey involving enrollees of the ASHIS. A total of 447 enrollees
were randomly selected from 12 (6 rural and 6 urban) facilities
using a multi-stage sampling method. Data was collected on
socio-demographics and facility characteristics using a pre-tested,
interviewer-administered questionnaire.

Statistical analysis: The data was analyzed using SPSS version 25.
Descriptive data were expressed as mean and proportions. Fisher’s
exact test was computed to determine the association between
dependent and independent variables. Statistical significance was
set at a p-value of <0.05.

Results: The mean age of respondents was 42 + 13.5 years. The
overall appropriate change in the HSB among the enrollees since
they commenced accessing care under ASHIS was 76%. Majority
(96.6%) of them now take prompt action (within 24 hours) while
90.9% of them seek care in a formal health facility when feeling sick.
There was a statistically significant association between appropriate
HSB and marital status (p<0.04); education (p<0.002); employment
(p<0.002); facility location (p<0.04) and ownership of the facility
(p<0.00). With respect to prompt care (when) and source of care
when feeling sick, educational qualification, employment status,
location, and ownership of the facility were statistically significant
(p<0.05). Educational level (AOR 1.80, ClI 1.06-3.05) predicts
appropriate HSB. Other predictors of the appropriate HSB were
facility location (AOR 1.49, Cl 0.15-0.59) and facility ownership (AOR
2.42, Cl 1.21-4.84). Prompt care when sick was not predicted by
socio-demographics and facility characteristics.

Conclusions: The major factors determining the appropriate HSB
of enrollees of the ASHIS are socio-demographics -educational
and employment status and facility characteristics- location and
ownership of the health facility.
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INTRODUCTION

Globally, social health insurance is widely accepted as
a key instrument for improving universal access to health
care and financial protection because it involves funds and
risk pooling [1,2]. Evidence from low-and-middle-income
countries (LMICs) show that health insurance scheme
improves access to healthcare services [3-6] due to health
insurance's perceived cost-effectiveness [7,8], and financial-
risk protection [9]. More so, a previous study reported that
insured people tend to adopt appropriate health-seeking
behaviour (HSB) by using formal healthcare facilities than
those who are uninsured [6,10].

HSB situated within the broader concept of health
behaviour is defined as actions or inactions undertaken by
people who perceived themselves to have a health challenge
or to be ill for the purpose of finding an appropriate and
prompt remedy [11]. It encompasses various activities
undertaken to prevent or promote and or cure ill health or
dealing with any departure from a good health status [12].
An important aspect of HSB is the choice of healthcare
provider made by people in response to illness episodes.
Inappropriate HSB has been attributed to worse health
outcomes, increased morbidity and mortality [13,14].

Studies have described factors that significantly
influence HSB during illness episodes, and these can be
broadly categorized into two groups [12,15,16]. The first
category of studies emphasized seeking care in a formal
system [17], and is largely influenced by factors such as sex,
age, the type of illness, the social status, access to health
services and perceived quality of the service [18,19]. In
the second category, the determinants of HSB lie between
the patients and the services provided. These determinants
include social, geographical, cultural economic, and
organizational factors [20-21]. Other evidence indicated
that a health insurance scheme can significantly increase
access to healthcare services and equity in financing
[22,23]. Several factors such as the location of choice
service provider [24-26], family income [27], provider-
patient relationship, [10,28-30] etc can hinder countries
progress toward UHC. More so, the place of residents
determines HSB as previously reported that urban dwellers
have reported appropriate HSB during their last illness
episode than the rural dwellers [31].

Healthcare utilization and its patterns are reflected
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by the healthcare-seeking behaviour of people. Thus,
health services should be planned and provided based on
information relating to healthcare-seeking behaviour and
utilization, and its determining factors in the context of
social health insurance schemes.

The Anambra State Health Insurance Scheme (ASHIS)
is a sub-national social health insurance scheme established
by law and managed by the Anambra State Health Insurance
Agency (ASHIA), under the Anambra State Health
Insurance Scheme law 2016 to address the existing health
inequities and high out-of-pocket expenditures (OOPE)
for residents of the state toward achieving UHC by the
year 2030 [32]. The scheme was launched and started its
operation in September 2018. The scheme covers employees
in the formal and informal sectors who are entitled to
benefit packages that comprise health promotion, disease
prevention, curative and rehabilitative health care services
provided at both public and private primary, secondary,
and tertiary healthcare facilities [32,33].

The ASHIS is financed through premiums (payroll
deductions, and private contributions); government subsidy
(general, earmarked taxes, and non-tax revenues), and
other sources (donations, donor funds, etc.) [32,33]. The
ASHIA operational guideline stipulates the contributions
will be from an equity fund established for the vulnerable
persons; earnings-related for the public (State & LGA) and
organized private sector employees where an employer pays
10% of the basic salary while the employee contributes
5% of the basic salary and; contributions from donors,
philanthropists etc. There is a co-payment of only 10% of
the cost of medications prescribed to an enrollee whether as
outpatient or inpatient, made to the healthcare provider at
the point of care. The law provides for the Anambra State
Health Insurance Fund (ASHIF) as a single pool for the
scheme. The provider payment mechanisms are capitation
for primary care and fee-for-service (FFS) for secondary
and tertiary care [32,33].

Little or no empirical evidence exist on ASHIS enrollees
HSB and its determinants. Previous studies in Nigeria have
focused largely on the National Health Insurance Scheme
(NHIS). Understanding the determinant of HSB among
the enrollees of the ASHIS is particularly important for
improving health outcomes and achieving universal
health coverage (UHC) in Anambra state. This study was
undertaken to assess socio-demographic and health facility
factors that predict appropriate HSB among enrollees of the
scheme in Anambra State, Nigeria. This information will
be useful to government, policymakers, program/health
insurance managers and health care providers for evidence-
informed decision making to improve the functionality
of the scheme and better health outcomes particularly in
developing countries.

METHODS

Study area and design

The study was conducted in twelve (12) health facilities
in Anambra State, South-east, Nigeria between January to
March 2022. Anambra State is in the southeastern part of
Nigeria. The State has an estimated annual growth rate of
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2.8%, with a projected population of 4.5 million people in
2018 [34]. The state has twenty-one (21) Local Government
Areas (LGAs). Structurally, the State health system is
organized into three tiers: primary, secondary, and tertiary
levels of healthcare. ASHIA manages and coordinates the
State health insurance scheme. A cross-sectional study
approach was adopted to collect information on the
enrollee’s HSB and its determinants prior to enrollment
into the scheme.

Study population and sampling

The study population comprised of enrolees who
are currently assessing care through the ASHIS at their
respective health facilities at the time of the study. Patients
who are accessing care at the selected health facilities
who are not insured under ASHIS and who also access
services at the selected facilities were excluded from being
interviewed. In addition, the study also excluded eligible
enrolees who refused to give consent to participate.

Multistage sampling technique was used to select
facilities/respondents interviewed. The sampling methods
include: i) Stratification of the state into three senatorial
zones; ii) Selection of six (6) LGAs (two per senatorial
zone) for inclusiveness and representativeness using the
simple random sampling (SRS) method; iii) Selection of
twelve (12) facilities (using a list of ASHIA accredited
health care providers) from the six LGAs purposively using
a set of criteria including urban-rural location, public
and private health facilities, and health facilities about
500 and above the number of enrollees to ensure that a
minimum sample size per facility is obtained and to enable
subgroup data analysis and; iv) Lastly, purposive selection
of the respondents who presented themselves for healthcare
during the data collection period.

In estimating the sample size, the Yaro Yamane formula;
n=N/1+N (e)*was used. Where n is the calculated sample
size; N is the total population of ASHIS enrollees; e is
the allowable error of five per cent (0.05), while 1 is the
constant. A minimum sample size of 402 was calculated but
was increased by 5% to account for incomplete responses
and/or errors in the survey.

Data collection

Data were collected using an interviewer-administered
structured questionnaire developed by the researchers. The
questionnaire elicited information on socio-demographic
characteristics, change in HSB, duration of seeking care
when feeling ill/ when sick, and preferred treatment
facility before and during enrollment into ASHIS. Each
respondent was surveyed by trained research assistants
consisting of an interviewer who asked the questions and
entered responses in the KoBoCollect formatted electronic
questionnaire. Twelve research assistants were recruited and
trained for three (3) days to enable them administer the
survey tool properly. The training consisted of interactive
plenary and role-play sessions. The role play was introduced
on the second day and research assistants worked in
groups, alternating roles as interviewers, recorders, and
respondents. Data was collected on workdays and lasted
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for a period of eight (8) days. Data collected were uploaded
to the KoBoCollect server built for the study by an IT
consultant also recruited for the purpose of the study.
To ensure that good quality data were collected from
respondents the study embedded supervision of fieldwork
activity done by 4 trained fieldwork supervisors. At the end
of data collection, the complete data set was downloaded in
a Microsoft Excel file by the IT consultant for data cleaning
and analysis.

Definitions of study variable

The appropriate HSB in this study was defined by two
outcomes: 1) facility where care or treatment was sought
from and 2) duration of observation before seeking care
when sick/feeling sick. For the facility where care or
treatment was sought, we defined an appropriate HSB as
health care sought from qualified medical professionals -
formal health facilities including primary, secondary or
tertiary care at private or public hospitals while informal
health facilities include PMV, TBAs, herbal or traditional
medicine, self-medication, open drug market or vendors
etc. The duration of observation before secking care when
sick/feeling sick is defined as prompt care, that is, secking
care less than or 24 hours of feeling sick while delayed care
is seeking care after 24 hours of feeling sick.

Data analysis

Univariate, bivariate and multivariate analysis were
performed using Social Science Statistical Software (SPSS)

Tab. 1. Characteristics of the re-
spondents and facility (N=447).

Age group

Sex

Marital status

Highest educational level

Occupation

Location of facility

Facility ownership

scheme in Anambra state, southeast, Nigeria...

Version 25. For the univariate analysis, frequency and
proportions were reported for all categorical variables while
the mean was reported for numeric variables.

Bivariate analysis: Enrollee's HSB, preferred treatment
health facility and duration of seeking care when feeling
ill (dependent variables) were disaggregated by (the
independent variable) socio-demographic characteristics
including, sex, age, and facility characteristics; geographical
location (rural-urban) and ownership of facility (private-
public) to highlight distribution as well as to test for
correlation. Chi-square and p-values were reported for the
multi-way tables. Statistical significance was set at a p-value

of 0.05 and the confidence level at 95%.

Multivariate analysis: Logistic regression analysis to
explain the relationship between dependent variables and
independent variables was undertaken.

RESULTS

Background information of the study
population

The characteristics of 447 enrollees included in the
analysis are summarized in Tab. 1. The respondents mean
average age is 42 years with most belonging to the age group
of 31 to 40 years. Majority (80.1%) of them are married
and about 62% completed tertiary education and are civil
servants. With respect to the location of the health facility,

Variables n (%)

<20 42(13.5)

20-30 88(19.6)

31-40 140(31.3)

41-50 96(21.6)

51-60 85(19.0)
61-70 30(6.6)
71 & above 8(1.6)

Male 127(28.4)

Female 320(71.6)

Married 358(80.1)

Single 72(16.1)
Widow/Widowed 17(3.8)
Primary 19(4.3)

Secondary 121(27.1)

Tertiary 281(62.9)
Postgraduate 19(4.3)
Other (Catering school, OND) 6(1.3)

Unemployed 52(11.6)
Petty Trader 22(4.9)
Subsistence Farmer 6(1.3)
Artisan 16(3.6)

Government Worker 281(62.9)
Businessman/woman 31(6.9)
Employed in private sector 33(7.4)
Others (retired, pensioner) 6(1.3)

Facility characteristics

Urban 340(76.1)

Rural 107(23.9)

Private 303(67.6)

Public 114(32.2)



© Archives of Medicine 14 (12) 2022: 001-007

urban respondents constitute 76% of the respondents while
68% of them were recruited from private health facilities.
Other details of the respondents are detailed in Tab. 1.

HSB after enrollment in ASHIS

Tab. 2. shows the pattern of change in the HSB of the
enrollees interviewed. The analysis indicated that 71% of
the respondents reported that there is an appropriate change
in their HSB change since they commenced accessing care/
services under the ASHIS. Generally, majority (96.6%)
now take prompt action when sick (within 24 hours of
feeling sick). Similarly, majority (90.9%) seek care in a
formal facility unlike before they enrolled in the ASHIS.
The detailed HSB is detailed in Tab. 2.

Determinants of appropriate HSB among
the enrollees

The association between respondents’ sociodemographic

Tab. 2. Descriptive analysis of HSB Variable
of the respondents.
Yes
No

If yes, how? (n=320)

* Immediately | feel sick

* Within 24 hours
* 48 hours after
* 7 days after
* At critical stage

* Patent Medicine Vendor
* Herbal traditional healer
* Hospital (Private/public)

* Primary health center (PHC)

* Self- medication

* No Action
Tab. 3. Association between socio-
demographic and facility character-
istics and positive health-seeking
behavoiur after enrollment into Sex
ASHIS.
Age group

Marital status

Educational level

Employment status

Facility ownership

Location of facility

and facility characteristics and their HSB, when and where
to seek care when feeling sick after enrollment into ASHIS
is shown in Tab. 3. The results indicate that there were
statistically significant associations between appropriate
change in HSB and some socio-demographic characteristics-
marital status (p<0.04), education (p<0.002), employment
(p<0.002) and facility characteristics — location of the
facility (p<0.04) and ownership of the facility (p<0.00).
With respect to prompt care (when) and source of care
when feeling sick, educational qualification, employment
status, location, and ownership of the facility were
statistically significant (p<0.05).

Results of logistic regression analysis for predictors of
change in HSB, where and when care was sought when
feeling sick among enrollees are shown in Tab. 4. Change
in HSB was predicted by educational level (AOR 1.80,
CI 1.06-3.05). Facility location and ownership predict

n (%)
Change in health seeking behavoiur (N=447)
320(71.6)
127 (28.4)
Before enroliment
After enrollment n (%)
n (%)
When care/treatment was sought

109(34.1) 268(83.8)
72(22.5) 42(13.1)
62(19.4) 8(2.5)
53(16.6) 1(0.3)
24(7.5) 1(0.3)

Where care or treatment was sought from

207 (46.3) 36 (8.1)
7 (1.6) 1(0.2)

167 (37.4) 403 (90.2)
18 (4.0) 3(0.7)
42 (9.4) 0(0.0)
6(1.3) 4(0.9)

Change in HSB | Source of care | \When care was

Variable n (%) n (%) sought n (%)
Male 97(21.7) 119(26.6) 119(26.6)
Female 223(49.9) 288(64.4) 288(64.4)
X2 (p-value) 2.23(0.33) 1.53(0.22) 1.53(0.22)
<42 184(41.2) 233(52.1) 233(52.1)
=43 136 (30.4) 174(38.9) 174(38.9)
X? (p-value) 0.21(0.65) 0.34(0.56) 0.34 (0.56)
Married 263(58.8) 342(76.5) 342(76.5)
Single 57(12.8) 65(14.5) 65(14.5)
X2 (p-value) 9.39(0.04)* 0.06(0.80) 0.06(0.80)
Basic 111(24.8) 135(30.2) 135(30.2)
Higher 209(46.8) 272(60.9) 272(60.9)
X2 (p-value) 20.9(0.02)* 5.57(0.01)* 5.75(0.02)*
Employed 28.9(62.9) 356(79.6) 356(79.6)
Unemployed 39(8.7) 51(11.4) 51(11.4)
X? (p-value) 24.7(0.03)* 3.57(0.04)* 3.55(0.04)*
Private 225(50.3) 283(63.3) 283(63.3)
Public 95(21.3) 124(27.7) 124(27.7)
X2 (p-value) 12.6(0.00)* 6.36(0.01)* 6.36(0.01)*
Rural 81(18.1) 88(19.7) 88(19.7)
Urban 239(53.5) 319(71.4) 319(71.4)
X2 (p-value) 1.45(0.04)* 13.4(0.00)* 13.39(0.00)*

p-value<0.05; * statistically significant value.
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Tab. 4. Predictors of respondents’

HSB within the ASHIS. Variables AOR (95%
Cl)
0.96(0.61-
Age 1.50)
0.71 (0.44-
Sex 1.16)
Marital 0.67(0.33-
status 1.44)
Educational | 1.80 (1.06-
level 3.05)
Employment | 1.61(0.69-
status 3.79)
Location of | 1.31 (0.78-
facility 2.19)
Facility 1.49(0.96-
ownership 2.33)

Change in HSB

scheme in Anambra state, southeast, Nigeria...

Source of care When care was sought

P-value AORCS’ >% P-value AORCBQ 5% P-value
Socio-demographic characteristics
0.86 1'023_(102';:’0' 0.94 0'615.;%)23' 0.41
0.17 0'6135?6')27' 0.63 0'9;(709')32' 0.91
0.32 0'613_£?6')27' 0.28 2'2;_(203')53' 0.28
0.03* 2'369_;%91' 0.08 3'71825_09')72' 0.12
0.66 02??2&3”' 0.16 0'891_(1%;)7' 0.87
Facility characteristics
0.30 1'2(3(5%; > 0.00* 1'439_(1%;*0' 0.48
0.08 2'442_24)21' 0.03* 1'559.(706';14' 0.81

AOR = Adjusted odds ratio; Cl = Confidence Interval *p<0.05.

the source of care when feeling sick (AOR 1.49, CI 0.15-
0.59) and (AOR 2.42, CI 1.21-4.84)) respectively. When
care was sought when sick was not predicted by socio-
demographics and facility characteristics in this study.

DISCUSSION

The study observed a high proportion of appropriate
HSB among enrollees of the ASHIS with respect to seeking
prompt care in a formal health care facility. This could be
explained by the fact that health insurance made access to
health care easier for the enrollees. Other reasons could be
due to affordability or low cost of treatment and availability
of quality services offered by the scheme’s accredited health
care providers. The implication is that the insurance scheme
is achieving its objective of universal access to health
care and financial protection and could be a vehicle for
achieving UHC in Anambra State. This assertion is in line
with previous reports that health insurance significantly
increases access to healthcare services [3-6]. Our finding
is in line with other studies that found improved access
to health care services among health insurance enrollees
[6,10,35]. Similarly, access to health facilities has been
reported to be a significant influencer of HSB in previous
studies [36-38]. However, the finding disagrees with
another study which documented that health insurance
had no significant improvement in access to healthcare
among the insured individuals studied [39].

Some socio-demographic characteristics such as
educational level and employment status were the
significant determinants of appropriate HSB among the
ASHIS enrollees. The influence of higher education on
HSB could be attributed to having higher knowledge
or awareness of the benefits or health implications of
appropriate HSB. The only predictor of change in HSB
was educational level. This implies that the more educated
individuals were nearly two times more likely to adopt
appropriate HSB. On the other hand, employment has a
direct effect on family income, thus increasing the chance
to seek appropriate HSB. Our findings are consistent with

reports that people who have attained higher education and

are employed have better HSB [14] and seek prompt care
when feeling ill [40]. However, a previous study elsewhere
found no significant association between educational level,
occupation and HSB of the insured individuals [41].

In addition, the positive significant association between
choice of providers indicate that enrollees are more likely
to choose formal healthcare facilities over informal ones.
This could be attributed to the low cost of access to care
through health insurance as well as the perceived quality
of care provided by the formal healthcare providers. The
finding is not surprising because it has been documented
that people sought care at informal facilities due to the
high cost of health care in Nigeria [42,43]. Our finding
agrees with another study which found that the insured
are significantly more likely to seek formal healthcare than
those who are uninsured [6].

Overall, facility characteristics; facility ownership
and location of the facility were major determinants of
appropriate HSB across the three variables explored —
change in HSB, prompt care and source of care. The
implication of the findings is that private hospital and
those located in the urban areas significantly influence the
appropriate HSB of the enrollees than their counterparts.
This could probably be due to the level of satisfaction with
health care as well as the proximity of the health facilities.
Evidence shows that location is a common determinant of
provider choice and frequency of visits [24,25]. Similarly,
another study reported that urban dwellers have reported
appropriate HSB during their last illness episode than the
rural dwellers [31]. Facility location and ownership have a
significant predictive effect on the source of care.

The major strength of this study is the sampling
method which allowed for diverse responses from two
types/ownership of health facilities (private and public
accredited health care providers), geographical location
(urban-rural), and a combination of respondents who are
employed and unemployed which largely contributed to
representativeness and richness of the findings. However,
the study is limited by high reliance on self-reported
responses which may be subject to recall and reporting bias.
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Other confounders that are likely to affect HSB such as
type of sickness and distance to the facility are still possible.

CONCLUSION

Respondents' socio-demographics- educational level
and employment status and health facility characteristics-
location and ownership were the major factors determining
appropriate (prompt care and seeking care in a formal
health facility) HSB during illness episodes. Targeted
enlightenment to the less educated enrollees to improve
their HSB is recommended for Anambra State Health
Insurance Agency. In addition, attention should be paid
to the quality of services provided by rural and public
healthcare facilities to ensure global improvement in HSB
among enrollees of ASHIS.
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