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Abstract

Background: Appropriate health-seeking behaviour (HSB) is crucial for improving health outcomes and achieving
universal health coverage (UHQ). Accessing healthcare through the state social health insurance scheme (SSHIS) could
lead to improved HSB. The study explores the influence of access to healthcare through health insurance on the HSB
of the enrollees of the SSHIS in southeast, Nigeria.

Methods: A descriptive cross-sectional study undertaken in twelve health facilities in Anambra state using quan-
titative and qualitative research methods. Data were collected through a facility-based survey (n =447) and sex-
disaggregated focus group discussions (n=12) of health insurance enrollees. Univariate and bivariate analyses were
performed for quantitative data, while qualitative data were analyzed using a manual content approach.

Result: The findings revealed a positive change in enrollee’s HSB post-health insurance enrollment. Majority (83%) of
the respondents reported that they immediately take action when ill post-health insurance enrollment as against 34%
(pre-health insurance) resulting in a 49% increase, with a statistically significant difference (p <0.02). There was a sta-
tistically significant association between positive HSB and marital status (p < 0.04); educational level (p < 0.00); occupa-
tion (p <0.03) and ownership of health facility (p <0.00). There was an increase in the percentage of enrollees who use
the hospital as their first choice of provider during an iliness episode post-health insurance enroliment. This increased
from 37.4% to 90.2% (post-health insurance enrollment), representing a 52.8% increase, which is statistically signifi-
cant (p<0.03), in seeking care in hospitals. Similarly, the percentage (46%) of enrollees using patent medicine vendors
(PMVs) as their first choice of provider when ill prior to enrollment in health insurance decreased to 8.1% post-health
insurance enrollment, representing a 38% decline with a statistically significant (p <0.00) drop in PMV patronage.
Reasons for positive HSB include low cost of services and availability of quality care such as quality drugs, presence of
doctors, and other skilled health workers by the health insurance facilities.

Conclusion: Health insurance has been established as an effective strategy for improving appropriate HSB. Hence,
increasing coverage of health insurance among the uninsured is crucial in improving access to quality and affordable
health care towards achieving UHC, particularly in developing countries.
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Background

Health insurance has been recognized as an important
strategy for improving health outcomes, particularly in
this era of achieving the Sustainable Development Goal
(SDG) of promoting well-being for all [1]. Evidence
shows that health insurance reduces the cost of health-
care services including medication, laboratory services,
hospitalization etc. thereby enabling improved access
to care during illness episode [2, 3]. However, inappro-
priate or poor health seeking behavoiur (HSB) had been
associated with poor health outcomes, higher mortal-
ity and increased morbidity [4, 5]. In low-and middle-
income countries (LMICs), evidence shows that there is
predominantly poor HSB [5] which contributes signifi-
cantly to a deteriorating health condition due to delays
in seeking healthcare resulting to poor treatment out-
comes among patients [6, 7].

HSB is referred to as peoples’ action or inaction, or
delay undertaken by individuals, following recognition
of ill-health for the purpose of finding a suitable rem-
edy to reinstate health [4]. HSB encompasses actions
undertaken for the purpose of preventing illness, main-
taining good health condition, as well as dealing with
departures from a good state of health [8]. It is impor-
tant to note that the choice of healthcare provider made
by an individual or household when responding to
perceived ill health or an illness episode is an essential
of HSB. Previous studies reveal that several predispos-
ing factors including individual needs, health system
factors and treatment options are known to influence
people’s HSB which usually culminate in their practice
of self-healthcare, timing of seeking care, alternative
choice of treatment source etc. before finally opting in
for health facility-based healthcare [9].

Several factors contribute or have been linked to
poor HSB. For instance, evidence shows that poor HSB
leads to low utilization of healthcare and is associated
with low incomes, and prohibitive cost of healthcare
service [10-12], maldistribution of health facilities in
rural and urban areas [10, 11]. However, enrollment in
social health insurance scheme (SHIS) could be a way
of improving uptake and access to care during illness
episode by reducing geographical and financial barri-
ers to healthcare including out-of-pocket expenditure
(OOPE).

Globally, social health insurance is recognized as
a crucial instrument within the context of health
financing reforms towards achieving universal health

coverage (UHC) [13]. This is due to its unique charac-
teristics of prepayment method of operation. More so,
health insurance as a financing mechanism promotes
cross-subsidization of funds, allowing for risk pooling
within a health system [14, 15]. Evidence shows that the
availability of SHIS significantly improves access and
quality of care [16, 17] and removes financial barriers
imposed by OOPE for healthcare [17] while lack of it
contributes significantly to poor health status among
un-insured people [16] and could lead to poor HSB.
Hence, the manner a SHIS system is arranged is likely
to have influence on HSB and utilization of health ser-
vices [18, 19].

The Nigerian National Health Insurance Scheme
(NHIS) was introduced in 2005, however, it has struggled
over the years with only about 5percent population cov-
erage to date [20]. Consequently, the decentralization of
the NHIS whereby state governments established respec-
tive social health insurance systems such as the Anambra
State Health Insurance Scheme (ASHIS)—established
in 2016 with the sole aim to address the existing health
inequities and high out-of-pocket expenditures (OOPE)
to individuals living in the state towards achieving UHC
by the year 2030 [21, 22]. It is important to note that the
main health financing mechanism in the State is OOPE at
91.1% thus, subjecting many households to the effects of
financial catastrophe [23, 24]. Consequently, significantly
limits access to healthcare for most of the population.
The ASHIS enrollees are entitled to a benefit package
which comprise of preventive, promotive and curative
services, provided at primary, secondary, and tertiary
healthcare facilities taking into cognizance the prevail-
ing local disease burden and morbidity in state. The basic
characteristics of the scheme is described in Table 1.

Studies that investigated the influence of HSB and
healthcare utilization in the context of health insurance
scheme in Nigeria is limited. Understanding people’s pat-
terns and driving forces behind patients’ behaviors when
ill will help government, policymakers, and health ser-
vice providers in decision making for provision of health
services and on the effectiveness of such programs. This
study contributes to the discussion on the role of health
insurance in improving universal access to healthcare
and towards achieving SDGs Goal 3. Specifically, it high-
lights insights into the question of whether there is an
effect between access to health insurance and care seek-
ing behavoiur of the enrollees of the ASHIS in southeast,
Nigeria.
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Table 1 Overview of the key features of the Anambra State Health Insurance Scheme

Feature Description

Year of establishment

ASHIA is established by the Anambra state health insurance scheme law in 2016

Officially launched and started its operation in September 2018

Scheme design and management  Operates a single pool system

Premium contribution rate is determined by actuary where the contribution is as follows:

o Equity fund established for the vulnerable persons and

o Earnings-related to the public (State & LGA) and organized private sector (OPS) employees

For the public sector, an employer pays 10% while employee contributes 5% of the basic salary. However, for
employees of the organized private sector, the employer may decide to pay the entire contribution for the

employees

Contribution of an annual premium of twelve thousand Naira (N12,000) (24USD) per person, for individuals who

are not in a formal employment

Co-payment of only 10% of the cost of medications prescribed to an enrollee whether as outpatient or inpatient
services made to the health care providers (HCPs) at the point of care
Anambra State Health Insurance Agency (ASHIA) regulates/manages the scheme and acts as sole purchasers

Health insurance model

Enrolment
formal sector employees

Prepayment system of healthcare financing
Premium cover healthcare benefits for the employee, a spouse and four (4) children below the age of 21 years for

However, children above 21 years will be covered through the OPS or private insurance

Eligibility
Source of funds

All Anambra indigenes are eligible to enroll in the scheme
Financed through premium (social security, payroll taxes, and private contributions); government subsidy

(general, earmarked taxes, and non-tax revenues), and other sources (donations/philanthropy, donor funds, Basic

Health Care Provision Fund)
Benefit package

Covers basic package of services including health promotion, disease prevention, curative and rehabilitative

health care services provided at the primary and secondary levels of care

Provider payment mechanism (PPM)

Capitation and fee-for-service (FFS) model

Capitation is for primary healthcare while FFS is for secondary and tertiary healthcare

Purchasing Done by ASHIA
Selective contracting

Community involvement in scheme
design and management

Services are provided by accredited private and public health facilities or HCPs across the state

Feedback given at monthly and quarterly review meetings (comprising clients/enrollees, HCPS and ASHIA staff)
and is used to improve the scheme design and service delivery

Source: Authors’ compilation from document review (2022)

Methods

Study design and study area

This was a descriptive cross-sectional mixed-method
study comprising of quantitative and qualitative data
collection methods employing pre- and post-interven-
tion approach. The study was conducted in twelve (12)
secondary health facilities selected from six (6) local
government areas (LGAs) in Anambra State, located in
the southeast region of Nigeria. The LGAs were purpo-
sively selected to include the geographic location (rural
and urban) and geopolitical spread (three senatorial dis-
tricts in the state) and type of health facility (private and
public).

Anambra state has an estimated annual growth rate
of 2.8%, with a projected population of 4.5 million peo-
ple in 2018 [25]. Anambra is legislatively divided into 3
senatorial districts- South, Central, and North. The State
is also divided into 21 local government areas (LGAs) for
administrative purposes. Structurally, the State health
system is organized into three tiers: primary, secondary,
and tertiary level of healthcare. The State Ministry of
Health (SMOH) has the mandate of overall coordination

of the health system. Healthcare services are provided by
both private and public health facilities.

Study population, sampling and sample size

The study population consisted of all enrollees of the
Anambra State Health Insurance Scheme accessing
health care in selected health facilities. Non-insured peo-
ple who also access services at the selected facilities at the
time of the survey were excluded from being interviewed.
The study also excluded eligible enrollees who refused to
give consent to participate in the study.

A multistage sampling method was adopted in this
study. At stage one, we stratified the state into three
senatorial districts. For stage two, the simple random
sampling (SRS) method was used to select six (6) LGAs
(two (2) per senatorial district) comprising one urban and
one rural LGA to ensure representativeness. In the third
stage, we purposively selected twelve (12) facilities (using
a list of ASHIA accredited health care providers [HCPs])
from the six LGAs using the following criteria: i) facility
location (one urban and one rural); ii) facility ownership
(one public and one private) and, iii) the total number of
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enrollees in a facility (those with above 500 enrollees) in
order to ensure that a minimum sample size per facility
will be obtained. These were done to enable subgroup
analysis of data. In all, a total of 12 health facilities were
included in the study. At the final stage, the respondents
to the quantitative (survey) and qualitative (focus group
discussion [FGD]) were selected purposively based on
those who were accessing healthcare services at the
time of the data collection at each facility. The number
of enrollees interviewed differed remarkedly across the
selected facilities.

The Yaro Yamane formula for determining sample size
was used. The formula is stated thus: =N/ 1+N (e)%
Where n is the sample size; N is the total population of
enrollees accessing care; e is the allowable error of five
percent (0.05), and 1 is the constant. A minimum sam-
ple size of 402 was estimated and was further increased
by 5% for robustness and to account for incomplete
responses and or errors in questionnaires.

For the qualitative method, a subset of the surveyed
respondent was purposively selected for the FGD in each
health facility based on willingness to participate. Twelve
(12) FGDs (6 male and 6 female groups) with the enroll-
ees were conducted. Each lasted for 35-40 min and was
held in health facilities. Although we planned to have
a discussion group of about 8-10 enrollees from each
study facility but eventually had 5 to 7 enrollees due to
refusal to spend more time in the facilities outside the
medical visit considering the health condition as well as
delays in scheduling interview appointments within the
data collection period.

Research variables
In this study, we contextualized an appropriate HSB (pos-
itive) as seeking healthcare at conventional health facili-
ties such as primary health centers (PHCs), hospitals/
clinic including private and public within 24 h of illness
episodes or any condition that requires a medical atten-
tion. On the other hand, inappropriate HSB (negative)
means seeking healthcare from patent medicine vendors
(PMVs), self-medication, herbalist/traditional healers,
friends/family members or taking no action when ill [26].
The variables of interest in the quantitative study were
i) socio-demographic characteristics such as age, gender,
location of the facility, ownership of the facility, highest
educational level, marital status, and occupation ii) posi-
tive change in HSB, and iii) choice of the provider before
and during enrollment into SSHIS. For the qualitative
study, variables of interest include the first action taken
when feeling ill/sick, choice of HCP, and change in HSB,
and reason for positive change in HSB among enrollees
before and during enrollment into SSHIS.
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Data collection

A pre-tested structured questionnaire developed by
the researchers was used to collect information from
the enrollees between January and February 2022.
Data were collected on the last services accessed at the
study facility under the SSHIS. The questions focused
on HSB before and during enrollment into SSHIS, the
first action taken when sick, choice of HCP, and change
in HSB and reason for this. Twelve research assistants
were recruited and trained for 3 days to assist with
administering the questionnaire. Electronic copies of
the questionnaire uploaded to android tablets using
the KoBoCollect App were used to collect data over a
period of eight days.

The FGD guide was developed by the researchers and
validated by a qualitative research expert. Prior to the
commencement of the study, the ASHIA HCPs were
informed about the study. The FGDs were conducted
by trained and experienced qualitative researchers (one
moderator and one notetaker) over a period of 12 days.
Each interview was audio-recorded, and handwritten
notes were also taken.

The quality of data collection was ensured at different
steps of the process including training of research assis-
tants, pretesting and revision of tools, supervision of data
collection exercise, and digitization/entry into software
to limit manual data entry error. Other mechanism for
quality assurance used was multiple researchers working
on the same data (e.g., coding by at least two research-
ers). To ensure the trustworthiness of the study, we ana-
lyzed each data set from the quantitative and qualitative
components separately and triangulated the findings
at interpretive level to offset the weakness of each data
collection method and enrich the findings from both
sources. The tools were validated by expert researchers to
ensure internal consistency and transferability.

Data analysis

The analysis draws from Andersen’s behavioral model
of health care use [27] to examine how health insurance
affects enrollees’ HSB. The model postulates that utiliza-
tion of health care is influenced by several factors includ-
ing predisposing factors, enabling factors, and the need
to use health services [27, 28].

Quantitative: A total of 447 questionnaires were com-
pletely filled. Descriptive analysis was performed using
SPSS version 25 software. Positive changes for HSB
were disaggregated by respondents’ characteristics as
indicated above in the research variable of interest to
highlight distribution as well as to test for associations.
Frequencies, percentages, and chi-square (Pearson) and
p-values were performed and presented in Tables.

Content courtesy of Springer Nature, terms of use apply. Rights reserved.



Onyemaechi and Ezenwaka BMC Public Health (2022) 22:1171

Qualitative: The audio files were transcribed verbatim
in the language of the discussants and were then trans-
lated to English. All transcripts were processed and
edited using Microsoft Word. Codes were developed and
used for the anonymization of each transcript. Data were
analyzed using a manual content approach. Initially, all
the transcripts were read to familiarize and get a general
understanding of the data. Afterward, the richest tran-
scripts were selected for detailed study and for coding.
Key themes and sub-themes relating to HSB were gener-
ated, forming the initial coding framework. The gener-
ated framework was tested on two more transcripts and
was refined into a final coding framework. This was then
applied to all the transcripts. Four major themes that
emerged from transcripts/coding were:1) change in HSB
before and during enrollment into the SHIS; 2) the first
choice of HCP when sick; 3) reason for positive change
in HSB and, 4) experience of service utilization within
SSHIS.

Results
The findings are presented according to the four major
themes described above that emerged from the analysis
of data.

Socio-demographic characteristics

The quantitative data shows that the majority (99.8%)
of the respondents were Christians and the average
number of months of accessing care in their respective
health facilities under ASHIS was 10 months. Among the
respondents, 62% registered and are accessing services in
private facilities while the rest use public facilities. With
respect to location of the health facility, urban respond-
ents constitute 76% of them while rural constitutes 23.9%
Other details of the respondents are detailed in Table 2.

Change in HSB pre and during enrollment in SSHIS

The analysis of the quantitative study shows that 71% of
the respondents affirmed that there is a positive change
in their HSB since they enrolled in SSIHS (Fig. 1). To
further buttress this, the qualitative study also shows
that respondents affirm a positive change in their HSB
since they enrolled in the SSHIS. This was evident in
the way/action taken in response to ill health or when
feeling sick- most of them reported to take immedi-
ate action as soon as they observed an ill-health unlike
before their enrollment in SSHIS. According to a male
respondent, “sometimes, in the past I don’t usually come
to the hospital immediately I fall sick because of money
but now I can access the hospital at will” (Male, Public,
Urban—ONONIFO01). Another said that enrollment in
health insurance, “made him rush to the hospital to save
his life unlike before because of the fear of bills from the
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doctors [laughs]” (Male, Private, Rural- AEAGUFO02);
“Yes, now anytime I am sick I would just rush to the
hospital without wasting any time” (Female, Private,
Urban—ASAWKF02).

However, 19% of them reported that their HSB had
remained the same even before their enrollment in SSHIS
in the state. According to a respondent, “I still behave
the same way as before, I will first self-medicate but if I
didn’t get better, I will go to the hospital” (Female, Public,
Rural- IHOKJFO1).

There was a statistically significant difference in the
percentage of enrollee’s action when sick or feeling sick
after their enrollment in SSHIS (Table 3). Majority (83%)
of the respondents reported that they immediately take
action when sick against 34% resulting in a 49 percent
increase. The percentage of those who take action after
24 h to when critically ill before and after enrollment in
health insurance decreased too. However, some stated
that “It might take 1 week to take action depending on
the type of the sickness. It might take 1 week, 2 days,
3 days if the sickness is serious then I will go to the hos-
pital, if it is not serious, I will go to the chemist and take
drugs” (Female, Private, Urban—ONONIF02).

Table 4 highlights the results of bivariate analysis of
demographic factors associated with enrollees HSB.
Statistically significant associations were found, i) when
‘positive HSB” was cross tabulated with ‘enrollees’ mari-
tal status’ (p<0.04); ii) ‘educational level’ (p<0.02); iii)
‘occupation’ (p<0.03) and ‘ownership of health facility’
(»<0.00).

Choice of HCP when sick or feeling sick before and during
enrolment into SSHIS
The quantitative analysis shows that there was a statisti-
cally significant difference in the percentage of enrollees
who started seeking healthcare in health care facilities
after their enrollment in SSHIS (Table 5). Some (46%) of
the respondents prefer PMVs for treatment when ill but
the situation has changed since they enrolled in SSHIS.
However, the percentage of those who prefer PMVs
reduced to 8.1%, representing a 38% decline among those
who patronize them. Although some (37%) respondents
claimed that they use hospital before and during enroll-
ment in SSHIS, there is an increase in the number of
those who use the hospital as their first point of call when
they or any of their household members fall sick resulting
in the percentage increase of hospital users by 52%.
Similarly, the qualitative reveals that respondents
visit PMVs, self-medication, and herbal medicines as
their first choice of HCPs when seeking healthcare -for
treatment or purchase medicine when they feel sick or
become ill before they enrolled in ASHIA. This accord-
ing to them has changed as they reported that now that
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Table 2 Characteristics of the survey and FGD participants
Variables Survey respondents (N=447) FGD participants
(N=62)
n (%) n (%)
Age (M(SD)) 42 (13.5)
20-30 88(19.6) 6(9.7)
31-40 140(31.3) 18(29.0)
41-50 96(21.6) 17(27.4)
51-60 85(19.0) 11(17.7)
61-70 30(6.6) 8(12.9)
71 & above 8(1.6) 2(3.2)
Sex
Male 127(28.4) 23(37.1)
Female 320(71.6) 39(62.9)
Marital status
Married 358(80.1) 52(83.9)
Single 72(16.1) 6(9.7)
Widow/Widowed 17(3.8) 4(6.5)
Highest educational level
Primary 19(4.3) 2(3.2)
Secondary 121(27.1) 27(43.5)
Tertiary 281(62.9) 30(484)
Postgraduate 19(4.3) 101.6
Other (Catering school, OND) 6(1.3) 0(0.
Occupation
Unemployed 52(11.6) 9(14.5)
Petty Trader 22(4.9) 10(16.1)
Subsistence Farmer 6(1.3) 0(0.0)
Artisan 16(3.6) 12(194)
Government Worker 281(62.9) 20(32.3)
Businessperson 31(6.9) 4(6.5)
Employed in private sector 33(74) 5(8.1)
Others (retired, pensioner) 6(1.3) 2(3.2)
Type of illness for which services was accessed in the last visit
Arthritis/rheumatism 17(3.8) 10(16.1)
Ear, Nose and Throat problem 28(6.3) 101.61)
Hypertension 29(6.5) 7(11.3)
Malaria 183(40.9) 24(38.7)
Maternal and child health services 53(11.9) 15(24.2)
Ulcer Disease 14(3.1) 5(8.01)
Pneumonia 8(1.8) 0(0)
Typhoid 51(11.4) 0(0)
Others (diabetics, infection, diarrhea etc) 58(14.3) 0(0)
Total 447 62

N=denominator (total number of people that responded to the question); n =frequency (total number of observations for each outcome)

they have been enrolled in the scheme, they access hos-
pitals once they are sick and no longer seek care where
they used to attend. In the word of a respondent, “when
I fall sick, I go to the chemist to buy drugs and drink but
since I started using ASHIA, I come to the hospital to

receive treatment. (Female, Private, Rural—NJIENUF02).
Another respondent said, “since I have been in ASHIA,
I have not visited chemist shops, I have been coming
here to receive my drugs in this hospital with my insur-
ance card” (Female, Private, Urban—ONONIF02). A
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Health Seeking behavioral change pre and during SSHIS (%)

B Yes, there is positive change
H No, there is no positive change

® Undecided

Fig. 1 Change in HSB when ill since enrollment and commencement of accessing services under the SSHIS

Table 3 Difference in change among those who reported that there is positive change between before and during enrolment into

SSHIS

Behavoiur/Action (N=320) Before During Diff X2 (p-value) Interpretation
n (%) n (%) n (%)

Take action immediately | feel sick 109(34.1) 268(83.8) 159(49.7) 403 (0.02) * Increased

Take action within 24 h 72(22.5) 42(13.1) -30(-9.4) 2.55(0.03) * Decreased

Take action 2 days after 62(19.4) 8(2.5) -54(-16.9) 455 (0.03) * Decreased

Take action one week after 53(16.6) 1(0.3) -52(-16.3) 1.72(0.01) * Decreased

Take action when critically ill 24(7.5) 1(0.3) -23(-7.2) 2.22(0.02)* Decreased

p-value <0.05; * statistically significant value

respondent who takes herbal concoction said, “when 1
am sick, I normally take local medicine and take, because
I don’t have money, but the world changed now, so I
go to the hospital where I am registered with ASHIA
and receive treatment and my health much better now”
(Male, Private, Rural- AEAGUFO02).

However, some respondents claimed that hospitals
have remained their first point of seeking healthcare
when sick even before they joined ASHIA. “Whenever I
am sick or my children are sick, we go to hospital and has
remained so before and after joining the health insurance
scheme” (Female, Private, Urban- ASAWKFO02).

Reason for positive change in HSB among the enrollees

Figure 2 highlights the reason for the HSB observed
among the respondents. Majority (71.6%) of them stated
that the non-payment/low cost of services they receive
is the reason for the positive change in their HSB. Other
reasons are better quality of care (62.6%), availability of

trained health providers and drugs—49.9% and 41.4%
respectively.

According to the FGD participants, the positive change
in their HSB after registering and commencing utiliza-
tion of healthcare services is because of the following
reasons: i) Affordable healthcare services/low cost of ser-
vices at the point of payment. A respondent said, “since I
joined ASHIA, they reduced my health spending since I
started coming here (ASHIA HCP) they have not charged
me even 1 Naira. After treating me I go home” (Female,
Public, Rural —NJIENUFO01). Another said, “since I reg-
istered for this health insurance, I get treatment and
even collect drugs even though I don’t have any money”
(Female, Public, Urban—ASAWKEFO01), “In the past I nor-
mally spent a lot of money forcing me to always procure
drugs from the chemist instead of visiting the hospital.
But when I joined ASHIA, it is less, so no need buy-
ing drugs from the chemist or visiting the quack health
providers, ASHIA treats people very well, and will look
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Table 4 Relationship between characteristics of enrollees and
positive HSB after enrollment in SSHIS

Characteristic (N=320) n (%) X2 (p-value)
Geographical location
Rural 81(18.1) 1.45(0.49)
Urban 239(53.5)
Facility ownership
Private 225(50.3) 12.6(0.00) *
Public 95(21.3)
Sex
Male 97(21.7) 2.23(0.33)
Female 223(49.9)
Marital status
Married 250(55.9) 9.39(0.04) *
Single 57(12.8)
Widow/Widowed 13(2.9)
Highest educational level
Primary 14(3.1) 20.9(0.02) *
Secondary 97(21.7)
Tertiary 188(42.1)
Postgraduate 16(3.6)
Other (Catering school, OND) 501.1)
Occupation
Unemployed 39(8.7) 24.7(0.03) *
Petty Trader 14(3.1)
Subsistence Farmer 6(1.3)
Artisan 10(2.2)
Government Worker 193(43.2)
Businessperson 26(2.8)
Employed in private sector 29(6.5)
Others (retired, pensioner) 3(0.7)

p-value <0.05; * statistically significant value
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after you very well” (Male, Private, Rural- AEAGUFO02)
and; ii) Presence and availability of doctors and quali-
fied health workers — “the quality of the services we get
from ASHIA, especially from the doctors is beautiful.
(Male, Public, Urban—ONONIFO01); iii) Friendly/good
attitude of health workers during treatment or check-
up; iv) Quality of services offered by the HCPs — “Yes,
there’s a difference, before I always suffer from malarial
and typhoid but now, I have entered ASHIA, there’s a
huge difference. ..... Since I entered ASHIA and received
treatment, malarial and typhoid were completely cured
(Female, Public, Rural—AEUMUTFO01). To further buttress
this, respondents stated,

“In the chemist where I used to buy drugs ... But they
didn’t give me treatment to my satisfaction ... under
ASHIA 1 registered, I now change it to the general
hospital, since I started coming here (The general
Hospital) there are huge differences, at least when
you come here, they will check your weight, BP and
everything you desire. You will see the doctor but,
in that place, (Chemist or Health center) there’s no
doctor but here you will see a doctor and explain
everything that’s wrong with you and the doctor
will prescribe drugs for you and you will get better
after taking the drugs (Female, Public, Rural—AEU-
MUFO1).

“To tell you the truth since I started coming here, I
registered under ASHIA and started coming here for
treatment, the way they look after me is exceptional
because once it’s your turn, you will see a doctor and
explain your ailment to him, the drugs he prescribed
for you once you finished it like I always try and fin-
ish any drugs prescribed for me. Once you finished
the drugs with the injections, my ailment will stop.
Another thing is that the way the staff of this hospi-
tal takes care of the people is very good both the sen-
ior and junior staff take care of people very well and
that made me always visit here instead of going to

Table 5 First choice of health care provider when ill/feeling sick before and during enrollment into SSHIS among respondents

Provider type (N=447) Before After Diff X2 (p-value) Interpretation
n (%) n (%) n (%)

Patent Medicine Vendor 207 (46.3) 36 (8.1) -171(-38.2) 6.03 (0.00) * Decreased

Herbal traditional healer 7(16) 1(0.2) -6 (-14)) 3.55(0.06) Decreased

Hospital (Private/public) 167 (37.4) 403 (90.2) 236 (52.8) 455(0.03)* Increased

Primary health center (PHC) 18 (4.0) 3(0.7) -15(-3.3) 1.72 (0.07) Decreased

Self- treatment (sought help from family mem- 42 (9.4) 0(0.0) -42 (-9.4) 5.99(0.02) * Decreased

ber/friend, self-prescribed drugs)

No Action 6(1.3) 4(0.9) -2 (-04) 1.03(0.12) * Decreased

Note:—=decline in client patronizing a particular HCP; p-value < 0.05; * statistically significant value
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Fig. 2 Main reasons for change in HSB (multiple choose response option)

the chemist” (Female, Public, Rural—AEUMUFO0I).

However, a respondent said that the reason for their
change in their HSB is because of health insurance con-
tribution deductions from the salaries of civil servants,
although her experience accessing healthcare in ASHIA
HCP has been an improvement in her health. In the word
of a civil servant, “they told us that are civil servants that
whether you register or not they will deduct 2000 naira
from your salary, so I don’t have option than to register
and it’s better for me in terms of my health” (Female, Pri-
vate, Rural —NJIENUF02).

These reasons were reported by the respondents to
have positively enhanced their attitude to seek healthcare
in their respective HCPs. “I must tell you, ASHIA made
me have the confidence to be visiting the hospital and I'm
happy” (Male, Private, Rural- AEAGUF02).

Experience of service utilization within SSHIS

The finding from the qualitative study shows that enroll-
ment in SSHIS motivated and improved the enrollees’
confidence and willingness to seek and access health care
at the hospital when sick to the extent that enrollees who

would not normally access care from other HCPs because
of the reasons highlighted above started using the hospi-
tal as their first point of call when sick. An enrollee from
one of the urban facilities narrated,

“The first time I came here to register, I came with the
previous experience of high bills, when I finished what
1 spent was not up to 700 Naira, it was like a film to
me [nod]. The drugs they gave to me and everything I
complain that was wrong with me, I went home and
within two days I took the drugs everything became
okay. I tell you, it now makes me, if I feel slight head-
ache and managed to get transportation fee I will
come here because I know that all my ailment will go
and too there’s not much bill to pay, 1 tell you that is
what gladdens my heart the most” (Female, Private,
Urban—NSNNEF01).

Another respondent accessing care in a rural facility said,
“Yes, the experience is a good one, before I always suffer
from malarial and typhoid but now, I have entered ASHIA,
there’s a huge difference...... Since I entered ASHIA and
received treatment, malarial and typhoid were completely
cured. I have been treated with malarial and typhoid”
(Female, Public, Rural—AEUMUEFO01).
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Discussion

This paper examined the influence of health insurance
on the care-seeking behaviour of ASHIS enrollees pre-
and post-enrolment. The finding shows that there was
a positive change (improvement in appropriate HSB) in
enrollees’ care behavoiur after their enrollment into the
scheme. The improvements in the timeliness of appropri-
ate action when ill or perceived ill-health suggests that
the scheme must have achieved its objective of improv-
ing access to quality health care by reducing the financial
barriers associated with poor utilization of health ser-
vices. This has implications for efforts towards achiev-
ing UHC as well as SDGs Goal 3 in the study state. Our
finding is consistent with previous studies in LMICs
reported by SHIELD [29], Chomi et al. [17], Jutting [30],
Asibey and Agyemang [31] Robyn et al. [12], and Mensah
et al. [32] who found a significant association with health
insurance and care-seeking behaviour. However, the find-
ing is in contrast with another study which reported that
health insurance has an effect on increased utilization of
healthcare services, particularly in situations where an
insured individual is still able to access quality care in the
absence of insurance [33]. However, a notable concern
with analysis of the influence of health insurance on care-
seeking behaviour is the potential presence of a moral
hazard that had been previously reported [34, 35].

The study reveals a positive and statistically signifi-
cant association between positive change in HSB and
some socio-demographic characteristics of the ASHIS
enrollees. This implies that the HSB of the enrollees are
influenced by their level of education, marital status,
occupation, and the ownership of the health facility they
use. People who are more educated tend to have higher
knowledge of the benefits of appropriate HSB than the
less educated. Moreso, private hospital seems to perform
better than public facilities in term of quality of care and
skilled health provider which might have contributed
to the positive HSB observed in this study. Our study
agrees with a previous one which stated that the extent of
healthcare use is associated with socioeconomic and per-
sonal characteristics [12].

The positive significant difference found in relation to
the choice of providers indicates that enrollees are more
likely to choose a health facility, over other types of HCPs
including herbalists, PMVs, or self-medication when
offered a better and qualified facility. Affordability/cost of
healthcare and good quality (availability of drugs, skilled
health providers, particularly availability of doctors)
were the main reasons for positive change in seeking
care among SSHIS enrollees. The finding is not surpris-
ing because owing to the cost of health care, people are
likely to resort to self-medication, by-pass qualified
health providers [36], and substitute informal providers
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such as PMVs as an option of care [37]. In Nigeria, the
cost of care could be attributable to one of the reasons
people abandon formal health facilities for self-medica-
tion or informal providers for treatment, until the late
presentation of cases which usually leads to preventable
case fatalities [38]. Financial barriers including direct
and indirect costs influence healthcare-seeking practices
[39-41]. Undoubtedly, the scheme can be said to provide
a platform for financial-risk protection among its mem-
bers. Our finding is in line with previous studies that
reported positive effect health insurance has on insured
people using formal health providers than the uninsured
in other countries [42, 43]. In contrast, another study
documented minimal effect of health insurance on the
HSB [44].

The perceived superior quality of care provided by
the formal HCPs played a significant role in the enroll-
ees’ choice of provider when ill. This is because when the
enrollees’ expectations are not met, there is a possibility
that most of them will not hesitate to seek alternatives
even if it means forgoing their health insurance benefits.
This has been elucidated in our results where a majority
of the ASHIS enrollees who previously sought care from
informal HCPs/sources are no longer patronizing the
latter.

In a broader context, one of the goals of expanding or
decentralizing health insurance in the Nigerian health
system was to achieve UHC by 2030 by providing access
to quality, affordable and efficient health care to every
citizen. For a system to be universal, it has to provide a
range of accessible services ‘for all, based on needs while
requiring equitable payment for the services rendered
[45, 46]. Evidence shows that this can only be achieved
in a social health insurance system due to its redistribu-
tive nature, enabling cross-subsidization and risk-sharing
among the citizenry. In this study, our results have shown
increase or improvement in care-seeking for quality ser-
vices among the ASHIS enrollees without financial con-
straint or hardship, hence, addressing the huge health
inequities and high OOPE in Anambra state.

A major strength of this study is the use of mixed meth-
ods; qualitative and quantitative (pre- and post-service
utilization) which largely contributed to the robustness
of the findings because it enabled complementarities and
validation findings through data triangulation. Secondly,
the sampling method employed allowed for diverse
responses from the geographical locations, type/owner-
ship of health facilities, and combination of respondents
from the formal and informal sectors.

Our study has some limitations. First, the results of
our sample may not be generalizable to other states
in Nigeria, since our data collection was done in one
state out of 36 states that are implementing state-based
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social health insurance. However, values highlighted
in this study may be transferable to similar contexts.
Secondly, although the enrollees” HSB improved after
enrollment in the scheme, it remains unknown whether
health insurance has a significant effect on their health
outcomes, which this study did not estimate, thus high-
lighting an area for further study. Another limitation
of the study is the lack of a control group, which may
have implications for internal validity. However, the
study was not a true experimental design. Finally, there
may be a possibility of recall bias in self-reported use of
healthcare, particularly before enrollment into ASHIS,
however, information elicited by the tools is not too
specific that a respondent would not be able to accu-
rately recall.

Conclusion

Our study has established that health insurance is an
effective strategy for improving healthcare-seeking
behaviour. It particularly highlights health insurance’s
influence on positive or appropriate HSB in the con-
text of ‘when to seek care; and ‘from where to seek care’
during illness episodes or in situations requiring medi-
cal attention by preventing delays and use of informal
or alternative forms of healthcare including PMVs,
self-medication, traditional medicine. Thus, expand-
ing coverage of health insurance among the uninsured
is crucial in improving access to quality, affordable and
efficient health care for every citizen in Anambra state.
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