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ABSTRACT

Poor health imposes a heavy burden on society kowis sdown economic growth.
lliness in the family is one of the major causeshef reduction of incomes and assets of
poor Kenyans. Cancer has had a demonstrated negaipact on households, their
education, as well as in their workforce produdtyivi

The study was designed to investigateftiators that influence a cancer patient’s choice
of a health care facility in Kenya. The study usiael Household Health Expenditure and
Utilization Survey HHEUS (2013) published by the nidtry of Health (MoH) and
facilitated by the Kenya National Bureau of Statst(KNBS). The Kenya Household
Health Expenditure Utilization Survey (KHHEUS) 20d3ta had an original sample of
29,200. Only data for patients whose illnesses wareer and terminal was retained for
analysis. This procedure shrunk the sample siaesttbsample of 3,896 respondents.
The data was analyzed using Stata statistical aoftwising descriptive, causal and
inferential statistics. A multinomial logistic (Mbxg)it) regression model was estimated. A
Log-Likelihood Chi-square statistic and a pseudegdared were established alongside
marginal effects of predictors on the probabilifychoice of competing health facilities.

Among the study findings are that rural dwellergehhigher uptake of cancer healthcare
services from public, mission and traditional hedHcilities than those of private and
NGO providers. Traditional facilities have the hegh treatment cost whereas public
facilities have the lowest. Extremely few insuregpondents with cancer and terminal
illnesses go for traditional healthcare. Individsactial attributes found to be important in
influencing choice of healthcare for cancer andnieal illnesses were religion and
education. As a recommendation, the national andtgogovernments, private investors,
NGOs and development partners should increaseathgerof alternative providers of

such services.
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CHAPTER ONE
INTRODUCTION

1.1 Background of the Study

According to World Health Organization (WHO) Candgeport 2014, Cancer is the
uncontrolled growth and spread of cells. AFYA Kenyg®12, defines cancer as a
condition in which the regulation of cell growth lsst and cells grow uncontrollably.
Unlike normal cells, the growth of cancer cellsnis longer well-regulated. Instead of
dying as they should, cancer cells outlive normgllscand continue to form new,

abnormal cells.

Cancer can affect almost any part of the body. gitwevths often invade surrounding
tissue and can metastasize to distant sites. Mangets can be prevented by avoiding
exposure to common risk factors, such as tobacab smoke. In many developing
countries the rapid rise in cancers and other mwnreunicable diseases has resulted
from increased exposure to risk factors which ideltobacco use, harmful use of alcohol
and exposure to environmental carcinogens. OtBkrfaictors for some cancers include
infectious diseases such as HIV/AIDS (Kaposi’'s sar@ and lymphomas), Human
Papilloma Virus (HPV), Hepatitis B & C (Liver cangebacterial infections such as
Helicobacter Pylori (cancer of stomach) and parasifestations such as schistosomiasis
(cancer of bladder) (Republic of Kenya, 2011).

A significant proportion of cancers can be curdy, surgery, radiotherapy or
chemotherapy, especially if they are detected edlbable also is that 30% of cancers
are curable if detected early; 30% of cancers sgatable with prolonged survival if
detected early; 30% of cancer patients can be g@edviwith adequate symptom

management and palliative care (WHO, 2012).

Cancer is now recognized globally as one of theitepnon communicable diseases.
Second to cardiovascular diseases, cancer comsibtd over 7.9 million deaths

constituting close to 13% of total global mortakisch year and this figure is projected to



rise to nearly 10 million unless the problem is radded urgently Globally, Cancer
causes more deaths than HIV, TB and Malaria conab(ieHO, 2012).

While communicable diseases still remain the legqdkillers in many developing
countries, the incidence and mortality from non-ommicable diseases is rising rapidly.
This has resulted in a ‘double burden’ of diseasbih is imposing strain on existing
health systems (Republic of Kenya 2011). To carate this, The Global Burden of
Disease (2010) study shows that leading causeseathdglobally are shifting from
diarrhoea, maternal complications, malaria and otetion to lifestyle diseases such as
cancer, diabetes, hypertension and lung complgstiburther, Velazquez (2011) states
that chronic conditions such as diabetes, headades lung disease, and Alzheimer’s
disease take a heavy toll on health. Chronic camnditalso cost vast amounts of money.

The trends are going in the wrong direction in Keapd Africa as a whole.

It is important to note that 70% of the global €anburden is in low and middle income
countries, like KenyaWHO, (2010) reports that in 2008, there were 618 98w cancer
cases, with 512,000 deaths in the African contin€he report further estimates that by
2030, there will be 1.27 million new cases in Adiavith 970,000 deaths. By 2030, the
developing world is expected to bear 70% of thégla@ancer burden.

Most countries, Kenya included, are barely prepaoedieal with the disease burden. For
a long time, healthcare initiatives have focused fighting HIV/Aids and malaria.
Cancer, on the other hand, is shrouded in mystadyfear (Warau, 2012).

In Kenya, cancer ranks third as a cause of deatbr anfectious diseases and
cardiovascular diseases. It causes 7% of totabmatimortality every year. It is estimated
that 28,000 new cases of Cancer occur each ydé&enga with more than 22,000 deaths
per year. Over 60% of those affected are belowatieeof 70 years. The risk of getting
cancer before the age of 75 years is 14% whileitkeof dying of cancer is estimated at
12% (Republic of Kenya, 2011).

The leading cancers in women are breast, oesoplaaglservix.. In men, oesophagus,

prostate and stomach are the most common canckeesl fbe cancers registered breast
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cancer mortality accounted for 44.1%, cervical eargl% and oesophagus 91.5%. In

men, the mortality is as follows; 81% for prostatncer, Oesophagus had a 90.4%

representation and Stomach had 92.2% (Kenya Nat@arzcer Registry, 2012).

The leading Cancers in Kenya are illustrated below:

Cancer Incidence and Mortality

Table 1: Female

SITE CASES DEATHS MORTALITY
Oesophagus 1560 1428 91.5
Cervix 4802 2451 51.0
Breast 4465 1969 44.1
Source: Kenya: National Cancer Registry 2012

Table 2: Male
SITE CASES DEATHS MORTALITY
Oesophagus 1872 1692 90.4
Prostate 2527 2048 81.0
Stomach 953 879 92.2

Source: Kenya: National Cancer Registry 2012

Childhood cancer accounted for 15% of cancer adomssat Kenyatta National Hospital
(KNH) between 1998- 2008 (Githanga, 2013). Shehéur points out that 1 in 10
children survive cancer in Kenya compared to 7 thid the developed countries.
Challenges in childhood cancer care include poaress to care for patients in
remote/rural areas, limited specialist treatmentters, prohibitive cost of anti-cancer
drugs, low levels of awareness in clinical and puséttings (Githanga, 2013).

Cancer cannot be eradicated, but its effects casidp@ficantly reduced if effective
measures are put in place to control risk facibesect cases early and offer good care to
those with the disease. About 80% of reportedscateancer are diagnosed at advanced
stages, when very little can be achieved in terinsucative treatment. This has been
attributed to several factors among them; duedk &d awareness, inadequate diagnostic

facilities, poorly structured referral facilitiehjgh cost of treatment and high poverty
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Index. The country has few cancer specialists wie ancentrated in a few health
facilities in Nairobi. This makes it difficult foa great majority of the population to have
timely access to cancer treatment services herscitirg in long waiting periods. Some
cancer management options are not readily availabl&enya necessitating some
Kenyans to seek cancer treatment abroad. Undoybtsathe previously curable tumours
progress to incurable stages (Republic of Keny&1R2@arau (2012) concurs that patients
referred from other hospitals have to wait for nisnibefore they can access services at Kenyatta
National Hospital and Moi Teaching Referral Hodgitéeading to a majority of patients

presenting themselves at a late stage.

There are four radiation machines in Nairobi, disited as follows; Kenyatta National
Hospital, MP Shah, Nairobi Hospital, and Aga Khawspital with Moi Referral hospital-
Eldoret being the only health facility with the raiion machine outside Nairobi. The
Human Capacity for cancer treatment in Kenya isribisted as follows; four radiation
oncologists, six medical oncologists, four paediabncologists, five radiation therapy

technologists, three oncology nurses and two medrosicists (Githanga, 2013)

There has been a sustained campaign by Cancerakgtsciand other medical
professionals appealing to Kenyans to take routimezk-ups to detect the presence of the
disease early. The routine examinations would tgp new infections and further

control rising cases of the deadly disease (KEN2RLZ2).

Health insurance in Kenya is very low and comgribeth mandatory and voluntary
insurance schemes. Only about 10% of Kenyans heakhhinsurance. Health insurance
coverage is higher among the urban population $48.¢ompared to the rural population
(7.4%), and among the richest (26.4%) comparethégoborest population (1.9%). The
National Hospital Insurance Fund (NHIF) is the miipe of health insurance in Kenya
and its membership to the NHIF is mandatory toéheerking in the formal sector (both
public and private) and voluntary for those workinghe informal sector. The Kenyan
health sector relies heavily on out-of-pocket pagtseThe sector is largely underfunded
and the poor contribute a larger proportion of thetome to health care than the rich
(Chuma and Okungu, 2011).



According to Munyi (2014), The Cancer Treatment @@t Kenya National Hospital
(KNH) Patients pay Sh300 per session, translabng3hl, 500 a week. The entire six-
week session costs Ksh 9, 000. By contrast thateridospital charges are Sh80, 000 per
Week. For solid tumours, the tests may includenmttlimited to CT Scans or magnetic
Resonance Imaging (MRI) and biopsy which costs betwksh10,000 to 30,000/- at
KNH and more than 50,000/- in private hospitalsthAugh KNH and the private
hospitals have an agreement to have poor patiesdess the radiation services at
subsidised cost, the kSh35, 000-a-week bill id &b high. Other costs incurred in
cancer treatment include Sh6, 000 — Sh10, 000 dpepteliminary investigation and
Drugs that cost up to Sh30, 000 per course. At lgascourses are required in the eight

weeks.

1.2 Problem Statement
Poor health imposes a heavy burden on society lang slown economic growth. lliness

in the family is one of the major causes of theuotidn of incomes and assets of poor
Kenyans. Cancer, for instance, has had a demoedtreggative impact on households,

their education, as well as in their workforce proiity.

Within the Kenyan health care systems, cancereated through medical, surgical or
radiation therapy (Republic of Kenya, 2012).Theorépfurther states that treatment is
multidisciplinary and may involve surgery, radiatitherapy, chemotherapy, hormonal
therapy, watchful waiting or some combination o thterventions. It requires that all
these modalities of treatment be available in Hraessetting to avoid distant referral and
delays in treatment administration. The Kenyan mgsedrugs list does not include
chemotherapy for cancer. Some of the very essairii@s for pain management are rare
to find in most public hospitals. To concur witretabove, Mulemi (2010) asserts that
Cancer is still an under-emphasised public headticern in Kenya. He further argues
that cancer is not a politically visible diseasattwact African governments for adequate
budgetary allocations hence resources for reseanchpolicy making. The Kenyan
Government equally acknowledges that the needdaltim services has escalated beyond
the financing capacity of the Ministry of Health gublic of Kenya 2007). Warau

(2012) points out that there has been little inwestt in healthcare infrastructure and
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public health services making it impossible to addgly treat patients. Further, while
information on cancer in the developed world abauindscientific literature, the pool of
studies on Kenya and Africa as a whole is limitedLessons from Europe, Asia and
North America which informs healthcare professisnahd policymakers in Africa,

though disease patterns vary among populations.

Cancer treatment is protracted and expensive, iglyedue to the intensive procedures
required for the advanced cancer cases. Delayedudihel multiple referrals pave the
way for the most intensive and expensive hospiggtment, which entails disruption of
the livelihood. Given the uncertainty with which fiealth affects a given individual in
the population, risk sharing is both an equitalnié an effective way of financing health
care. Indeed, important policy outcomes of healfurance are to improve access to care
and to reduce individual spending at the time &, wehich is particularly important for
those with limited ability to pay. By bringing thdirect price of health care down,

consumption of care will increase.

Whereas, seeking health care intervention is ssggpdo be a process that leads to
positive health outcomes, this is not the casedmicer patients in Kenya today. Cancer
compared to other non-communicable diseases isdebuo household expenditure and
leads to impoverished individuals and families (dtual, 2013). Private health insurance
often fails to cover people with chronic conditidike HIV/AIDS, Cancer and when they
do, the premiums are unaffordable. Consequentlppleesuffering from long-term
illnesses cannot buy a cover-even when they camdaéine- and they are therefore left to
rely on public care which is already under-resodr¢€Ehuma and Okungu, 2011).
Mulemi (2013) further argues that the quality ofecés higher in a few Private health
facilities and turnaround time meets the intermalostandards but the services are
inaccessible to poor cancer patients. Besidesratveho live out of Nairobi cannot meet
the transport cost. Government budgetary allocatifmm cancer treatment are equally
insufficient. There is limited patient informatia@nm factors that determine demand for

cancer treatment, as well as health care facifighoice.



The researcher therefore anticipated that the stulilyeveal the outpatient services that
are provided to cancer patients, factors that anfe the uptake of the services and how
household health expenditure affects cancer tredtrnme Kenya. Household health
expenditure in this study is captured by variablesalth insurance, user fees/cost of

treatment and the transport cost to and from tlaease health facility.

1.3 Objectives of the Study

Broad objective:

Determine the factors that influence a cancer pat’s choice of a health care

facility in Kenya

Specifically, the study sought to;

a) Describe the pattern of outpatient services prowigor cancer patients among health
care providers in Kenya.

b) Evaluate the influence of individual, household de@lth facility attributes on the
choice of cancer treatment in Kenya.

c) Make appropriate policy recommendations

1.4 Significance of the Study

The study supplemented the existing literature eoring demand for cancer treatment in
Kenya. It was also anticipated that the study wdaddessential for the policy makers in
improving their understanding on the factors tinfluence demand for cancer treatment.
The study results can serve as input in designimdy inproving existing intervention
strategies aimed at improving access, utilizatiod altimately health outcomes for
cancer patients. Kenya like many other develogmgntries is faced with the challenge
of limited resources which have competing uses. Shaly therefore analysed the
outpatient services provided at each facility levelfluence of household health
expenditure, individual and facility attributes thafluence demand of cancer services.
The study also sought to advice policy makers oichvideterminants to prioritize on.
Equally, other researchers would build on the figdi of the study to carry out further
researcher to confirm, expound, improve or enrioh $tudy findings on demand for

cancer treatment.



CHAPTER TWO

LITERATURE REVIEW

2.1 Introduction
This chapter gives an overview of theoretical &tare that has been advanced to explain

the demand for cancer treatment. It also provides literature review on empirical
studies on, health care systems, health care fimguand health seeking behaviour for
communicable and non- communicable diseases, ¥irgiling an overview of the

literature.

2.2 Theoretical Literature

From a health economics perspective, there areatigmative views on the demand for
health care. One suggestion is that the individleahands care as an input into her
production of health. This view is referred to ae Grossman model. It suggests that the
demand for health care is a derived demand in theegs of investment in health capital.
The Grossman model of the demand for health theswsshealth care as an input along
with other health inputs such as nutrition and peas exercise. Specifically, the model
views the individual as the sole decision maketoad and how much health care to use

(Henderson, 2011).

Over the past decade, however, the Grossman mobdet @emand for health has been
challenged by a complementary view that sees tmeadd for health care within a
principal-agent framework. In this view, the indlual decides if and when to seek health
care while the provider of the services decides mouch care to use once the first
decision has been take@Brossman (1972) motivates models emband for health-related
goods on the assumption that a household derivity from consumption and leisure
and disutility from the time spent being ill. In &&sman’s argument, it is possible to
allocate time between income and leisure, healthrem-health activities.

Total utility for a household with i=1,..., n membetBen can be represented as

U=u(X,L, L,Z) Whereby: U is utility, X is consumption, L is lesuand | is



disutility from the time spent being ill. Since thglity variables depend on choices made
by a particular household, it is also importantrtclude preferences which inform the
choices. Thus Z is a vector of preferences or testiables that affect the importance a
household attaches to consumption of health vertes goods.

One of the criticisms of the Grossman model isfdot that many of its predictions are
not supported by the empirical analyses. Dependimthe particular view of the demand
for health care that one adopts, the methods fallyaimg the effect of for instance health

insurance on the demand for care will vary.

Expanding Grossman model, utilization of healthaara derived demand for “a service
which is used to produce better health” (Wolfe &Brhn, 1984 irKuunibe and Kojo,
2012) wherebyconsumers aim to achieve larger stocks of healfhtal. Henderson J
(2005) concurs with Wolfe et al by saying that dathéor medical care is derived from
the demand for good health. He further assertsdéiatand for medical care is inversely
related to its price. According tiduunibe and Kojo (2012), individuals determine that
they are sick and must resolve to seek treatmdrat.nExt step is to choose which type of
health facility to visit. The categorical naturelalthcare demand decisions means that
they are best modelled using discreet equatibhsapu, Ainsworth & Nyamete, 1993;
Adhikari, 2011).

2. 3 Empirical Literature
This section reviews available literature, ideertsfigaps and subsequently underscores the

relevance of the proposed study.

2.3.1 Health Care Systems in Developing Countries
Inadequate access to health care is a complexi-diénsional problem (Mamdani and

Bangser, 2004). On the supply-side, availabilityapjpropriate interventions such as
drugs or vaccines, quality of services, and affbiidg all affect the uptake of health
interventions. Demand-side factors such as acc#iptalof interventions, health
education, and treatment seeking behaviour can aifeat access (Ensor and Cooper,
2004, Krause and Sauerborn, 2000).



Public facilities provide more than two-thirds dfet medical care in Kenya, Guinea,
Madagascar, and Tanzania. Private non-profit (masthritable) organizations provide
the remaining one-third, (WHO, 2000). Mail et &013) argued that health systems need
to see traditional healing as a complementary systeorder to ensure adequate access
to health care on the Kenyan coast. Traditionallimgasystems coexist with the
biomedical (over the counter) system and both cempht each other. In their study, the
biomedical system was the preferred treatment taditional healers were consulted
when biomedical system seemed to have failed, anddiseases perceived to have
supernatural causes e.g. mental illness. Muriittd &wabu (2013) further argue that

there is an uneven distribution of facilities imaluand undeserved urban areas like slums.

Mulemi (2010) carried out a study on Copimgth cancer and adversity: Hospital

ethnography in Kenya. The study noted that a beaaty of thirty in the adult cancer

ward in Kenyatta National Hospital (KNH) admittecbra than the capacity. The study
further observed that cancer clinic was often fwith long queues of desperate patients
seeking admission and routine out-patient treatnf&mme of the patients travelled up to
600 kilometres to the hospital that hosts mosthef dncology expertise and technology
in Kenya. It's only a few who got the admissionout-patient treatment, because they

could either afford it or physically endure theepi

A huge disparity exists in patient outcomes betwigswrincome countries like Kenya

and high-income countries like Canada. JarvisMatheka, (2014) argue that cervical
cancer is rare in Canada and USA due to pap smefaind. This is a contrast to the
Kenyan scenario where cervical cancer is a leadagse of cancer deaths. Prevention
and screening is not available or accessible td pegple in Kenya. Most cases are often

undiagnosed or misdiagnosed, which is partly dueadequate healthcare infrastructure.

In their study on the evolution of comprehensiaacer care in Western Kenya, Strother
et al, (2013), indicated there is minimal infrasttue for cancer care in Kenya. The care
is largely inaccessible due to geography, limitegources, or cost. Patients in need of
radiation in Western Kenya frequently have earlastilable appointments three to six
months in the future at health facilities level fdo six away in Nairobi. Moreover,
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cancer drugs are frequently unavailable in govemniespitals, and have limited
availability on the open market, the cost of tramgpchemotherapy, and radiation
therapy often render these services unobtainaleeder, Kamau and Muriithi (2006)
emphasise that with the introduction of County Depment Fund Act of 2003, many

health centres have come up.

2.3.2 Health Care Financing
Access to basic health services of acceptabletguslstill denied to many of the world’s

poorest people. Against a backdrop of severely dndéed health systems, governments
are faced with a dilemma. Payments for health sesyiin the form of user charges, are
likely to present a barrier to access. Yet, a slggrtof resources at the facility level is a
contributor to failure to deliver quality servicesd this also presents a barrier to access
(Lagarde and Palmer, 2008).

Despite growing evidence of epidemiological andnecoic impact, the global response

to terminal illnesses remains inadequate. Lack io@nicial support retards capacity

development for prevention, treatment and rese@rchost developing countries. Some

of the reasons attributed to this are up- to —@aidence related to the nature of the
burden of chronic diseases is not the responsitofitdecision makers as well as strong

beliefs that chronic diseases afflict only thewsdfit and the elderly. Chronic diseases are
said to arise solely from freely acquired risk ahdir control is ineffective and too

expensive and should wait until infectious diseasesaddressed (WHO 2004).

Ekman, (2007), stated that around 60 percent optpailation in Jordan was covered by
some type of insurance. However, the distributianed across income groups, and the
effect of insurance on the outcome indicators diffiesubstantially across the various
programs. Generally, insurance was found to inergag intensity of utilization and
reduce out-of-pocket spending, while no generalireasce effect on the probability of
use was found. However, these effects were onlypdoer some programs. The best
performing programs were the ones where the sontdvdti@r off groups have access.
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The ability of households to pay for healthcarevisess depends partly on the level of
household income (Hayward et al., 2000). Provisibadequate funding for health care
either by the household or the government remaiffieuwdt in Sub Saharan countries.
This has been attributed to the bad health outcom#se region (Bichaka and Gutema,
2008, Kaseje, 2006).

Health care financing in Kenya is mainly througixadtion, development partner funding,
NGOs finance, cost-sharing or system of user fEles.revenue generated from user fees
and insurance claims are deposited into Facilitprbwement Fund. This revenue is
retained separately by the Ministry of Health, asdadditional to budget allocations
provided by Treasury. The revenue is used to impithe quality of health services in
facilities and to support district-level preventiand primary health care services
(Muriithi, 2013). Muriithi and Mwabu (2013) alsague that the major financier of
health care services in Kenya is the Ministry obie They further state that the public

sector accounts for 52% in the provision of headtre services.

The challenges experienced by cancer patients imy&eare exacerbated by a faulty
national health insurance plan that doesn't all@tiepts to afford medical services

(Jarvis and Matheka, 2014). The health systemaddquately designed and resourced,
and particularly for people with cancer, with pgoequipped hospitals, a low doctor to
patient ratio, and a lack of access to affordallegysl They point out that these factors
lead to late presentation, complications and meggteent follow up. Chuma et al,

(2013), concur with the above by stating that raayaser fees in primary health care in

Kenya is a policy on paper that is yet to be immatad fully.

Chronic diseases affect households and individiatgigh the long-term out-of-pocket
expenditures needed for the treatment of chrorsieatie. In developing countries, the
health care costs for chronic disease can quiakdindousehold resources, driving
families into poverty or deeper into poverty. Th&l@ estimates that the cost of chronic

disease pushes over 100 million people into powerayly (WHO, 2010).

Mostert et al (2009) carried out a study lofluence of health-insurance access and

hospital retention policies on childhood canceatimeent in Kenya. The study sought to

12



explore whether childhood cancer treatment outcam&nya are influenced by health-
insurance status and hospital retention policidgeyTobserved that for children whose
families had National Health Insurance Fund (NHtBjnpared with those who did not,
the relative risk for treatment abandonment reéatito event-free survival was
significantly low. It further noted difficulties Kg/an families might face when their child
is diagnosed with cancer, has no NHIF, and is methin hospital. The study concluded
that Children with NHIF at diagnosis had signifidgnlower chance of abandoning

treatment and higher chance of survival.

According to Russell, (2011) household membersgponse to illness make decisions
about treatment and if the iliness is serious thay have to reallocate tasks to cope with
the loss of a worker or to care for a sick chilag orrow money to pay for treatment or
replace lost earnings. These coping strategiesatimanaging the costs of an event,
process or illness that threaten the welfare of @nenore members of the household.
Ultimately, coping strategies are seeking to suostthe economic viability and
sustainability of the household.

2.3.3 Health Seeking Behaviour

Physical accessibility plays an important role iitization of health services (Bell et al.,
2005, Rosero-Bixby, 2004, Gething et al., 2004, Neb al., 2003, Mamdani and
Bangser, 2004). In Kenya, it is estimated that 44f%he population must travel more
than an hour to the nearest primary health cargitfa@Noor et al., 2006). Muriithi,
(2013) in his study of the Determinants of heakleking behaviour in a Nairobi slum,
Kenya, cited service quality, information aboutttaality, wealth, user fees and gender
as the main determinants of patients’ choice anadteggnative medical treatments. The
decision making process on when and where to gtréatment is complex (Mail et al,
2013). According to Jarvis and Matheka, (2014)lespread lack of awareness and
accurate information about cancer is a reason witgeging is rare and many cancers are
detected when it is too late to treat effectivebgveral cultural myths exist regarding
cancer, which are critical obstacles to expandetceracontrol and care in Kenya,
especially when it comes to early detection. Ongufar myth is that cancer is caused by
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curses from ancestors and elders. In such caseglepeven believe that you can 'catch’
the disease from those who have it. Mail et al1L@0concur that the process of seeking
health care may involve various members of the lfamith fathers being the ultimate

decision-makers.

Buckle et al (2013) undertook a cross-sectionavesuron Factors influencing time to
diagnosis and initiation of treatment of endemicl#tiLymphoma (BL) among children
in Uganda and Western Kenya. Guardians of childdsagnosed with BL were
interviewed at the Jaramogi Oginga Odinga Teachmd) Referral Hospital (JTRH) and
Uganda Cancer Institute (UCI) from Jan-Dec 201Among Kenyan guardians, source
of income was the only independent predictor ofagelwhereas in Uganda, guardian
delay was influenced by guardians’ beliefs on theability of cancer, health system
delay, by guardians’ perceptions of cancer as sagoyus disease, and total delay, by the
number of children in the household and guardiamig’ as caretaker. Qualitative findings
suggested financial costs, transportation, andrdtbesehold responsibilities were major

barriers to care.

A cross-sectional study by Sudenga et al (2013Kimowledge, attitudes, practices, and
perceived risk of cervical cancer and factors mficing cervical cancer screening uptake
among Kenyan women, was carried out on women sgetkijoroductive health services
in Kisumu, Kenya. Whereas 91% of the surveyed wohshheard of cancer, only 29%
of the 388 surveyed women had previously heardeofical cancer. Most had received
their information from health care workers. Few vam{6%) had ever been screened for
cervical cancer and cited barriers such as feag,tand lack of knowledge about cervical
cancer. Nearly all previously screened women (24@2P%]) believed that cervical
cancer was curable if detected early and that sorgeshould be conducted annually
(86%). Most women (254/388 [65%]) felt they wereriak for cervical cancer. Women
with perceived risk of cervical cancer were olded aeported a history of marriage. Only
5% of the women reported that they would not béinglto undergo screening regardless
of cost. The study concluded that cervical camcer major health burden for women in
sub-Saharan Africa, yet only one third of the worhad ever heard of cervical cancer in

Kisumu, Kenya.
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Chuma, Okungu and Molyneux (2010) explored theidarto prompt and effective
treatment among the poorest population in Kenydour malaria endemic districts.
Numerous factors that related to affordability,egatebility and availability were found to
heavily influence prompt and effective treatmeriRegarding affordability, the study
found that 40% of individuals treated themselvethwier the shop drugs and 42% who
visited a formal health facility did not have adatpimoney, hence resulted to borrowing
money or accessing care on credit. Other factoftiemcing affordability were
seasonality of illness and income sources, tramnspasts, and unofficial payments.
Regarding acceptability, the major interrelatedidex identified were provider patient
relationship, patient expectations, beliefs onedi& causation, perceived effectiveness of
treatment, distrust in the quality of care and padherence to treatment regimes.
Availability barriers identified were related tocfaty opening hours, organization of

health care services, drug and staff shortages.

Kitui, Lewis and Davey (2013) carried out a stuoly factors influencing place of
delivery for women In Kenya by analyzing the 20@®2 Kenya Demographic and
Health Survey (KDHS) and linked them with a 2008i&n Health Facility Database.
Living in urban areas, being wealthy, more educategsing antenatal care services
optimally and lower parity strongly predicted wheremen delivered, and so did region,
ethnicity, and type of facilities used. Women mostmonly cited distance and/or lack
of transport as reasons for not delivering in althetcility but over 60% gave other
reasons including 20.5% who considered healthifiaaklivery unnecessary, 18% cited

abrupt delivery as the main reason and 11% ciigi d¢ost.

Chakraborty et al, (2003) examined a number of ippeging factors and enabling
factors that influence the use of Maternal Heal#neCServices (MHCS). Woman’s age,
age at marriage, number of previous pregnanciesjlyfasize, husband’s education,
women'’s education, economic status, type of houaimg) distance from health facility
were used as explanatory variables in the studg.rébults showed a strong association
between certain enabling and predisposing factuisuae of MHCS. Women'’s education
was found to be important in explaining the utiliaa of MHCS with female education
retaining a net effect on MHCS use when women’sskbald characteristics, household,
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socioeconomic status and access to health careeemwere controlled for. The study
also found that women whose husbands are involneskivices positively influenced
utilization of modern health care services. Thégoafound that disease severity
influenced utilization of health services. Howevétre results were inconclusive on the
influence of predisposing and enabling factors suash age, number of previous

pregnancies and access to health services onilizatidn of maternal health services.

Pell et al (2013) carried out qualitative studies feactors Affecting Antenatal Care
Attendance (ANC) investigating the social and aadlticontext of malaria in pregnancy
in Ghana, Kenya and Malawi. It was found out thatoss all sites, women at least
attended ante natal care at least once, thougivaheen’s description of the service was
vague. In Kenya, for instance, some of the motrgto attending ante natal care were
checking the foetus position and monitoring itsgpess. Local healthcare facilities and
ANC services vary amongst these settlements: uabeas are located within a 30-minute
walk to the district hospital, whereas, in rura¢as, women mainly access ANC at the
small community clinics or dispensaries, which, $ome women, are up to two hours’
walk from home. In Malawi, distances to health liies providing ANC vary and some
women face a three-hour walk (or journey on a becyaxi). In Ghana, the timing of first
antenatal care visit was influenced by reproductegmcerns and uncertainties in
pregnancies, usually in the first trimester. Otlaetors like age of the mother, parity and
associated implications for pregnancy disclosuetionship with health workers, cost
of the service determined the follow up appointraent~acility related factors were

generally found to be a major determinant on aatalrtare attendance.

Knight, Self and Kennedy (2013) carried out a stadyWhy Are Women Dying When
They Reach Hospital on Time? A Systematic Reviewhef ‘Third Delay’. The ‘three
delays model’ attempts to explain delays in wom&sesasing emergency obstetric care as
the result of: 1) decision-making, 2) accessingises and 3) receipt of appropriate care
once a health facility is reached. Thirty-two bawsi to the receipt of timely and
appropriate obstetric care at the facility levelrevédentified and categorized into six
emerging themes (Drugs and equipment; Policy andlefoes; Human resources;
Facility infrastructure; Patient-related and Redérelated. The most commonly cited
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barriers were inadequate training/skills mix (86%rg procurement/logistics problems
(65%); staff shortages (60%); lack of equipmen&fdand low staff motivation (44%).

Birhanu et al (2012) carried out a qualitative gtuwh Health seeking behaviour for
cervical cancer in Ethiopia. Various factors imthg cultural, socio- economic, and
beliefs about the disease and health care systera fwend to affect the treatment
seeking behaviors for cervical cancer. Some ofbéeiers included; stigma associated
with the disease, limited access to health seryvidask of awareness, and the
asymptomatic nature of the disease. A major batoiexeeking identified was the stigma
and discrimination affected women experienced lgyr ttamily and the community. As

the community commonly believed the cause of caiveancer is due to unacceptable
social behaviors, women were therefore reluctamtigolose their condition to the social

consequences.

2.4 An Overview of Literature
Most of the studies covered ( Mulemi 2010, Muriig@113, Strother et al 2013, Krause

and Sauerborn 2000, Ensor and Cooper 2004, Batkd 2013, Kitui, Lewis, Davey
(2013), Pell et al 2013, Chuma, Okungu, Molyne02® observed that distance and
cost of the service affect choice of health fagitiegatively. Similarly, source of income
as cited by Chuma, Okungu, Molyneux (2010), Kitgyis, Davey (2013) and Buckle et
al (2013), determined whether health care was gaughot. The household expenditure
goes high when there are added responsibilitieseeking health care hence affecting
demand for care. Households with Health Insuraraeips like NHIF (Ekman 2007,
Mostert et al 2009, Jarvis and Matheka 2014, Kni@lf, Kennedy 2013) state that
seeking health care demand is affected positifgdgtients have insurance covers. Other
studies cited facility attributes as major determits of demand for facility health care
(Mulemi 2010, Muriithi (2013), Krause and Sauerb@®00, Ensor and Cooper 2004,
Chuma, Okungu, Molyneus 2010, Kitui, Lewis, Davedl2, Knight , Self , Kennedy
2013, Pell et al 2013 and Birhanu et al 2010gyTall concur that quality of care, drugs
availability and or shortage, patient waiting timmymber of staffs heavily influence
demand for health care. If the facility attributee positive, then there is high likelihood

of seeking health care therein and vice versa. 3toidy is different from others because
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it hypothesises that household health expendituretwaffects demand care negatively
would have minimal impact on the demand for headtte if the household has a health
insurance. This study assesses the influence ofud@gmide and supply side factors in
terms of how they can influence choice of healtcarovider for cancer and

chronic/terminal illnesses. Most studies have rmaflected on the influence of health
insurance as a portion of health expenditure. @ntyilthe focus on terminal illnesses is

rare in empirical literature.
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CHAPTER THREE
METHODOLOGY

3.1 The Conceptual Framework
The model of cancer health services used in thadyais is based on the conceptual

framework by Kroeger (1983). This framework is avelepment from the previous
works of Anderson and Newman (1973). In Andersomd d&tewman model an
individual's access to and use of health servisesonsidered to be a function of three

characteristics;

Predisposing Factors; The socio-cultural charastiesi of individuals that exist prior to
their illness such as education, occupation, eitynisocial networks, social interactions

and culture, age, gender, attitudes, values and/lkedige people have towards health.

Enabling Factors; the logistical aspects of obtajnicare such as income, health
insurance, a regular source of care, travel timd eost, extent, quality of social
relationships, availability of health personnel dadilities, waiting time, generic factors

and physiological characteristics.

Need Factors; The most immediate cause of heaftiteause from functional and health
problems that generate the need for health servides includes perceived need, which
is how people view their own general health andcfiomal state as well as how they
experience symptoms of illness, pain and worriesutitheir health and whether or not
they judge their problems to be of sufficient imjpoce and magnitude to seek

professional help.

In the conceptual framework developed by Kroeg888), determinants of utilization of
health services in the developing countries cargioeiped into three. The first is the
individual’'s traits or predisposing factors likeeagex, marital status in the household,
house hold size, and ethnic group, degree of @lltadaptation, formal education,
occupation, assets (livestock, land, cash and ie¢aeand social network interactions.
Secondly are the characteristics of the disorder their perception: chronic or acute,
severe or trivial, expected benefits or treatmenmtodern versus traditional),
psychosomatic versus somatic disorders. Finallytheecharacteristics of the service
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(health service factors) and enabling factors; s&ibdity, appeal (opinions and attitudes
towards traditional and modern healers) acceptgpduality, communication and costs.

Predisposing factors reflect the fact that familiegh different characteristics have

different propensities to use health services wihigeenabling factors reflect the fact that
some families even if predisposed to use healthice= must have some means as well
as be appealed to obtain them, which is these cesrvshould be acceptable and
accessible. According to this model formal educatsoone of the factors that determine

utilization of health services.

This model helped explain if enabling, predisposimgneed factors determine demand

for health services by cancer patients.

3.2 Econometric Model
In the event of an illness, a patient is assumesettk help from a health care system

characterized by many providers (Mwabu, Ainsworl alyamete, 1995). The patient or
his relative is further assumed to choose the lhecdtre alternative that yields the
maximum expected utility. Conditional on seekingatment, the direct utility derived by

individual (i) from treatment alternative (j) cae bxpressed as

Uij:qj (q’l ] (l)

Where uij is the direct utility that individual (@xpects from health care provider (j), hij
is expected improvement in health status for irthial (i) after receiving treatment from
provider (j), and cij is the consumption of non ltleaare goods, the amount of which
depends on choice (j), because of the monetarynand monetary costs of treatment

from provider (j).
Hij:h %, Y4 )
Ci=y -¢

Where xi is a vector of observable socioeconontribates of individual (i), for example
age and education. Zij is a vector of medical amyspral attributes faced by an

individual (i) in facility j, such as availabilityf drugs and medical equipment and
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sanitary conditions of the facility. Cij is the netary value of non health care goods that
individual (i) can consume after paying for medicafte in facility j; y is annual income
of household (i).eij is the value of resources tingividual (i)Jdevotes to medical care
received from facility j. The level of eij is deteined by such factors as the treatment

fees, waiting time and access variables such #ndis and travel time.

This model helps to explain the factors that deteefmfluence patients’ choice of health
care facility.In a typical household witk=1,..., n members, the utility (Uij) thandividual

i derives from alternative facility | for treatmecen be expressed as follows.

U; =4 (h ¢) (il

Whereby, h;j denoteshealthcare that individual i receives from provideand ¢; is the
consumptionof non-health care goods by the same individuaiclvlis independent of the
chosen healthcare provider.

Amount of healthcare received by individuiarom providerj (h; ) is a unobservable (latent)

variable expressed in termsmeasurableariables as:

hy =h(x, 7) (i)

Wherex; is a vector of observable socio-economic charasttesi of individual i andj z

is a vector ofattributes faced by individual i in treatment fagij, ¢; (consumption of non-
health care goods) is measurable and comprisexoifnie (}) and costs of consumption
goods () and treatment (.

c=f(%. R.R) (iv)
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3.3 Specification of Estimable Model

It is possible to express the healthcare demandtifin as a linear subject of social economic
attributes, access characteristics of treatmeriliti@s, incomes, price of health and non-health

goods.

In general, the estimable model can be shown &swsl

\/ij:\{j()ﬁl;’iy’ijpiop) (v)

In which, Vij is the demand for cancer treatmentibgividuals among various health
facilities. They are classified into private, pablmission, NGO’s and others; xij are
social economic attributes;; are healthcare facility characteristicg, ig incomes, p
denotes prices of cancer treatment apcepresents the price of non-health goods.

A multinomial logistic model is estimate@he functional form of the Multinomial Logit

model takes the form

ex + Pz +ap +
P(y, )= PB% tap tE)

S expBx +dz +ap +§) V)

whose estimation ensures only relative probakslitan be identified with respective to
the base cancer treatment center among all alieesaP (y) above is the probability of

an individual choosing facility j from among: 1=Gawment, 2=Private, 3=Mission,
4=NGO, 5=0ther treatment centers.

3.4 Definition and Measurement of Variables
In this sub section, the study provides an explanabf both the Dependent and
explanatory (Independent) variables to be usedhm estimation of the choice of

healthcare facility.
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3.4.1 Dependent Variable
Choice of health care facility is the dependenialde. The following types of health facilities
are available to individuals: 1=Government, 2=Private, 3=Mission, 4=NGO,

5=Traditional/Other facilities. This means the degent variable varies from 1 to 5.

3.4.2 Independent Variables
In this study there are a number of independentbims that influence which type of
healthcare facility an individual chooses to visit treatment. They are described in the

following narrative.

Household Health Expenditurd@his is the total monthly household health expeme
and consumption, measured in Kenya Shillings. Tiuelyspostulates that households
with higher health expenditures are likely to predavate healthcare facilities since they

can afford.

User Fees/Treatment coskhis is the amount of money a patient pays tofdéiedity in
order to receive a service/treatment. The studgstigates if higher fees influence the
choice of a health care facility

Gender This variable measures whether a respondent is wralkemale. The study
investigates how the respondent’s gender may infleehe choice of different health

facilities.

Employmentindividuals who are employed (in formal or infalrsector) are likely to choose
government or private health facilities whereaséheho are not employed are likely to choose

government, mission or NGO run institutions onlthsis of affordability and insurance.

Distance This is a continuous variable measured in kilopgetHealth facilities that are located

far from a household are less likely to be visfmdireatment purposes.

Waiting Time Waiting time or turnaround time is a continuoasiable measured in minutes. The
time spent at the health facility, from the timpatient walks in to leaving the health facility can

negatively influence the choice of a facility.

Age is a continuous variable measured in years. Tui@yssought to determine whether and how

the age of a patient influences their choice ofe@wf treatment.

23



Marital Status Marital status of the patient is a dummy with rfopossibilities: married,

otherwise, single and divorced. The influence apiadof facility is indeterminate.

Education This is a discreet variable indicating the lesEkeducation attained, all the way from
“none” to “primary”, “secondary”, “tertiary” and ‘lege” level. Higher education is likely to

influence the choice of certain facilities positize

Rating of own healthHow individuals rate their own health on an ortliseale of one “very

good” to five “poor” can pre-determine their seegkineatment behaviour negatively.

Religion Religion is a cultural factor whose beliefs cdfeet the individuals' health seeking

behaviour since it is an indicator of beliefs attdwaes.

Quality of Care A scale ranking of respondent’s satisfaction wdtaff attitude can also
determine whether they choose that facility or not.

Health Insurancethe status of ownership of National Hospital Ieswe Fund (NHIF) health

policy can influence choice of facilities in favooirthe provider where cost of care is covered by
the insurance cover.

The predictor variables and their expected apeéfact on choice of healthcare facility

(signs or direction) are presented in Table 3.
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Table 3: Apriori expectation of predictors

Variable Name

Measurement

Expected Sign

Choice of Health Care Facility

A patient chooses either Public,
Private, Mission, NGO'’s or others

Household Health Expenditure

This is the total montblydehold
health expenditure and
consumption measured in Kenya
shillings

Positively

User Fees/Treatment cost

The amount of fees/money paid to Negatively

the facility

Gender

Gender:
1=Female
0=Male

Indeterminate

Employment

1=Working
2=Seeking work
3= Home maker
4=Student
5=0ther

Positively

Distance

Distance travelled (Km) to and
from the nearest health facility

Negative

Waiting Time/ Turnaround
time

Time spent at the health facility,
from the time a patient walks in to
leaving the health facility (minutes)

Negative

Age

The age of the patient in years

Indeterminate

Marital Status

1=Never Married
2=Married
3= Divorced
4=Widowed

Positively

Education

1=None
2=Primary
3= Secondary
4=Vocational
5=University

Positively

Rating of own health

1=Very Good
2=Good
3= Satisfactory
4=Poor

Negatively

Religion

1=Catholic
2=Protestant

3= Muslim
4=Traditional and other

Indeterminate

Quiality of Care (Satisfaction

with attitude of facility staff)

1= Very satisfied

2 = Satisfied

3 = Not satisfied

4= Not at all satisfied

Positive

Health Insurance

1=Insured
0=Not insured

Positive
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3.5 Data Type, Sources and Analysis

3.5.1 Data Type and Source

Secondary cross section data was used for analyssstudy used the Household Health
Expenditure and Utilization Survey HHEUS (2013) lmhed by the Ministry of Health
(MoH) and facilitated by the Kenya National BureafuStatistics (KNBS). The survey
was a National Health Accounts (NHA) initiative thattempted to establish health
seeking behaviour. The HHEUS (2013) was a natisnaley usually carried out after
every five years. The 2013 survey used a systemaidomized sample of 8,844
households covering all the 47 counties in Kenyasg®ndents are clustered in 737

clusters of which 68% are rural.

The data was collected between September and Decetih3. A high response rate of
96% of the initial target was achieved. The suredyained detailed information on
morbidity data including Cancer, malaria, HIV/AIDE,B, Dirrahoea, Diabetes, Gender
Based Violence among others. This is the first ldbotd Health Expenditure and
Utilization Survey to gather data on Cancer anthieal illnesses. The variables used in
the Survey and included in the study were age spaedent, education, religion,
transport and treatment cost, residence, , workiatus, health insurance cover, distance

to the health care facility, rating of own statusomg others.

3.5.2 Data Analysis and Diagnostics Tests

Data analysis was be preceded by data cleaningpaess that included pre-selecting
only households that sought cancer treatmentvami@bles relevant to the study. The
Kenya Household Health Expenditure Utilization Sayy\KHHEUS) (2013) data had an
original sample of 29,200. Data cleaning, transfrons and selection of only those
variables that were relevant to this study wereeddmansformations included generating
new dummy variables during which all cases misdgggdback and those with “Not
Answered” or “Don’t Know” response were droppedsdlonly data for patients whose
illnesses were cancer and terminal was retaine@ratysis. This procedure shrunk the
sample size to the extent that analysis contain€thiapter Four is based on a subsample
of 3,896 respondents. Selection of the dependaidbla was done such that “terminal

illnesses” variable was used to proxy for cancer wulow observation of cancer patients
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in the data set. Validity of the findings is maintd since cancer is a key component of
terminal illness. At the same time, data for caneers included as part of the
observations for terminal illnesses variable heheeinterpretation of this variable makes

reference to cancer and other terminal illnesses.

The data was analyzed by Stata statistical softwesi@g descriptive, causal and
inferential statistics. A multinomial logistic reggsion model was estimated. Multinomial
logistic regression provides a technique for pricthe likelihood of an individual
choosing a certain health facility relative to adalternative facility influenced by their
individual, facility and other attributes. A Logkalihood Chi-square statistic and a
pseudo R-squared were established alongside mhbrgifects of predictors on the
probability of choice of competing alternative tgpef health facilities. The diagnostic
test conducted was test of Independence of Irratevidternatives (llIA) based on
Hausman and Small-Hsiao IIA Chi-square statisflt'e multinomial logistic regression

model passed the IlA test implying validity of tiedings of the study.
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CHAPTER FOUR

DATA ANALYSIS, INTERPRETATION AND DISCUSSION

4.1 Descriptive Statistics

A descriptive summary statistics was conducted. ¥vge an ordered dummy with each
group comprising of five years. Other dummies weéreary and included gender
(male=1, female =0), residence (rural=1, urban stff courtesy at health facility (four

separate variables each rating “Yes=1 or No=0" iMetourtesy was excellent, very
good, good fair or poor), religion (five separateranies each rating “Yes=1 or No=0"
whether religion is Catholic, Protestant, Muslimaditionalist, atheist or other),

education (five separate dummies each rating “Yes=No=0" whether education is

nursery, primary, secondary, vocational or unitgysimarital status (four separate
dummies each rating “Yes=1 or No=0" whether masstakus is never married, married,
divorced or widow), employment (five separate duesreach rating “Yes=1 or No=0"

whether employment is working, seeking work, homaken student or others), health
status (five separate dummies each rating “Yes=3ox0” whether health status is very

good, good, satisfactory, or poor) and insuranaels.

The mean of all the above variables were estaldisiveording to the type of healthcare

facility visited by respondents for cancer treatin@able 4.1 has the results.
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Table 4: Summary Statistics (The mean) by Type of&cility Visited

Variable Health Care Facility Visited Scores  ANOVA |
Public Private  Mission NGO Traditional Range F-statistic

Age (years) 46.1 452 49.7 37.1 47.7 15-87 3.42%*rx

Gender 71% 73% 70% 719% 67% 0.00

Residence 67%  45% 64% 6% 790 0-1 116.25*+*

Treatment Cost (Ksh) 797 1384 1363 1678 2115 50-6000  1.25%*

Waiting time (Mins) 48 14.88 357  49.86 10.92 0-3000  82.43***

Transport Cost (Ksh) 139 225 264 156 156 0-65000  10.42%**

Distance (km) 6.74 10 11 9.9 8.6 0-800 31.16%**

Staff Courtesy 4 28% 49% 45% ggo 46%

Staff Courtesy 3 62% 49% 51% 390 53% 01 358 31+

Staff Courtesy 2 8% 2% 3% 6% 1%

Staff Courtesy 1 2% 0% 3% g 0%

Religion — Catholic 23% 22% 319 21% 20%

Religion — Protestants 69% 65% @204 67% 64%

Religion — Muslims 5% 10% 5% 11% 12%

Religion — Traditional 1% 1% 0% 0% 1% 0-1 3.05m

Religion — Atheist 0% 0% 0% 0% 1%

Religion — Other 1% 1% 1% 204 0%

Education — Nursery 14% 11% 130 16% 24%

Education — Primary 61% 52%  5goy 50% 62%

Education — Secondary 19% 25% 9304 2204 12% 0-1 11.72%

Education— Vocational 1% 0% 0% 4% 1%

Education — University 1% 4% 204 1% 0%

Marital Status — Never 50% 45%

Married 44% 53% 51%

Marital Status — Married 42% 48% 479 36% 41% 0-1 5 3Qk

Marital Status — Divorced 3% 3% 3% 7% 1%

Marital Status — Widow 5% 4% 6% 4% 7%

Employment — Working 43% 48% 480 41% 41%

Employment — Seeking work 2% 3% 204 0% 0%

Employment — Home maker 10% 10% 109 11% 11% 0-1 Q.73%*

Employment — Student 9% 7% 8% 12% 4%

Employment — Other 2% 3% 3% 204 7%

Health Status — Very Good 20% 26% 230 2204 18%

Health Status — Good 53% 53% 5104 47% 46%

Health Status — Satisfactory 18% 14% 16% 10% 19% 0-1 1.67

Health Status — Poor 9% 7% 11% 21% 17%

Insured respondents 16% 31% 2794 16% 7% 0-1 26.24%+*

Source: KHHEUS, 201@\B: **illustrates that statistic is significanttal % level of testing)

Y ANOVA is crucial to point out differences in meahat are si?
healthcare facility. F-statistic is calculated atigd degrees of fr

these here
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The mean age of respondents across the choicé Isealthcare facilities lies between 37
and 48 years with the oldest respondent recordezhgrthose who visit mission health
facilities are and the youngest NGO facilities. 8yndummy variables are interpreted as
proportions (Wooldrige, 1999). Hence across thdeddht health facilities, male
respondents were in higher proportion than femualiéis the most extreme case being
among individuals who prefer private health faght of whom 73% were male. A
majority of individuals who prefer public, missiand traditional health facilities are
rural dwellers (67%, 64% and 72% respectively) whsra minorityf them prefer private
and NGO healthcare (45% and 46% respectively).

On treatment cost, the average treatment of tetrilina@sses cost for the last visit during
the KHHEUS (2013) survey were Ksh 797 in publicilifaes, Ksh 1,384 in private
facilities, Ksh 1,363 in mission facilities, Ksh6Z8 in NGO facilities and Ksh 2,115 in
traditional facilities. This means that traditioriatilities reported highest treatment cost
whereas public facilities had the lowest. In tewhsvaiting time in minutes, traditional
facilities had the shortest (11 minutes) while pulaind NGO facilities had the longest
waiting time (49 minutes) to be served. Regardiogeasibility, mission facilities were
associated with the highest transport cost fromén@fsh 264) while the lowest was Ksh
139 to reach public facilities. Distance in kilomet was such that, mission facilities

were furthest to patients (11km) with public fae#s being nearest.

Service attitude among staff attending patientetl by the type of facilities visited for
terminal illnesses healthcare. NGO facilities hael highest proportion of patients5¢s)
whose rating of staff is most favouraleereas public facilities had the lowest proporidn
patients with such rating (28%»n matters of religion, Catholic Christians larg&youred
mission and public facilities, Protestant Chrissidargely favoured public and NGO
facilities, Muslim faithful were in preference ofiyate and NGO facilities whereas
atheists favoured traditional facilities. Educatadso varied with different facilities such
that, a higher proportion of people with nurserg @nimary education visited traditional
more than other facilities whereas those of higitkercational attainment favoured public,
mission and NGO facilities for terminal illness Hbeare. A higher proportion of

respondents who are working have more visitationgrivate and mission facilities than
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people whose employment status is seeking worklestis and home makers. Visitation
to various facilities for terminal illness healthealid not differ by own rating of health
status among respondents. Finally, proportion oéltheinsurance status differed
significantly according to the nature of healthiliacvisited. Specifically, the proportion

of individuals with health insurance is nearly teviamong those who visit private and

mission health facilities as among those visititigeo types of healthcare facilities.

4.2 Post Estimation Test of Independent Outcomeslf)

A multinomial logistic regression is consideredidakhen the outcomes of the discreet
dependent variable are independent of one ancthes.property is called independence
of irrelevant alternatives (lIA). In other wordsttvirespect to this study, the choice of
any of the type of healthcare facility has a unigetationship with respondent
characteristics regardless of the number of altermafacilities available. Hausman
(1978) has a popular test for llA is to formulatetdifferent models: the first one where
all outcomes of dependent variable are presenewhd second one is restricted with one
of the outcomes exempt from the dependent variable resulting differences in
coefficients of the two models are assessed fosistancy using a computed Chi-square
statistic. The null hypothesis is that, any differes are not systematic. A significant chi-
square statistic leads to rejection of Ho in whease [IA assumption is violated. The

converse is true.

Table 5: Results of the IIA Test

v’ Test (cal) Statistic d.f. Critical (@) Criteria Null Hypothesis Conclusion on Ho

Statistic (Ho)

24.99 at 5% y“a<y’. Difference in Do not Reject
0.00 15 coefficients not

30.57 at 1% y%a<y’. Systematic Do not Reject

b = consistent under Ho and Ha; obtained from nlogi
B = inconsistent under Ha, efficient under Ho; aitd from mlogit
chi® (15) = (b-B)'[(V_b-V_B)(-1)](b-B)
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An insignificant chi-square statistic of 0.00 igaddished which implies that the null
hypothesis of lack of consistency in different dméEnts (between the original model

and the constrained model) cannot be rejected. ¢drare is no evidence of violation of

[IA assumption. Thus the results of multinomial rabdre valid.
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4.3 Multinomial Logistic Estimation Results
Table 6: Multinomial Logit Model

Variable Odd Ratios for Types of Healthcare Facilities

Private Mission NGOs Traditional
Age 1.03 1.06 1.31 0.99
Gender 0.57* 0.59 18.87* 1.10
Residence 0.73 1.12 1.88 0.46
Treatment Cost (Ksh) 1.00%+* 1.00 1.00 1.00
Waiting time 0.71 0.89 1.04 0.29*
Transport Cost (Ksh) 1.00 1.00 1.00 1.00
Distance (km) 1.00 1.00 1.01 0.99
Staff Courtesy — Satisfied 0,37+ 0.47+* 0.67 0.44**
Staff Courtesy — Not Satisfied 0.06** 0.26** 0.00 0.06**
Staff Courtesy — Not at all Satisfied 0.13+ 0.00 0.00 0.00
Religion — Catholic 1.00 0.15 228.10 0.18
Religion — Protestant 1.18 0.12* 1185.00 0.19
Religion — Muslim 255 0.15 1.48 0.12
Religion — Traditional 0.00 0.00 0.11 0.23
Religion — Other 3.84 0.89 6.67 0.54
Education — Primary 0.83 1.29 41.00 0.70
Education — Secondary 1.00 1.36 1975.00 0.47
Education— Vocational 0.65 0.00 3.59 2.89
Education — University 5 g3k 2.38 91.42 1.38
Marital Status — Married 1.45 1.9% 0.14* 1.46
Marital Status — Divorced 0.77 0.30 0.96 2.00
Marital Status — Widow 0.99 1.50 1.05 1.26
Employment — Seek 3.3+ 0.59 0.00 3.18
Employment — Home maker 1.61 0.98 0.00 0.87
Employment — Student 0.70 1.55 0.19 0.90
Employment — Other 057 0.93 0.00 1.92
Health Status — Good 1.66 1.18 1.39 1.18
Health Status — Satisfactory 1.59 0.82 0.31 0.94
Health Status — Poor 1.06 0.85 0.32 0.37
Insured respondents 1.47 1.95 0.41 1.16
Constant

1.18 1.88 0.00 6.91

N=955; Log likelihood = -1039. ; L. (120) = 374.07; Prob > chi2
***gignificant at 1%, **significant at 5%, *signiftant at 10% level of testi
Source: KHHEUS, 2013

ng;

2 The results displayed here by Table 4.3 are otiolsréhat is probability of choosing an alternathealth
facility divided by the probability of choosing alfic/state sponsored health facility for termiitialess
healthcare
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A significant Chi-square statistic 0f% 1.5=374.07;p>y> = 0.000) is attained which
implies that as compared to the constrained inp¢roaly model, the expanded model
with all predictors achieves a better predictionvpofor choice of healthcare facility by
cancer patients. The model converges at tHe iféFation with a log likelihood of -
1039.4389. A pseudo R-squared of 0.1525 is realidadh indicates that the model with
independent variables improves prediction of choickealth facilities by approximately
15%.

4.4 Choice of private versus public health facility

Respondent’s gender, area of residence, treatnustt waiting time, staff courtesy,
education level, employment, health and insuranats are factors that significantly
influence the choice of a private relative to a lmulhealthcare facility for terminal
illnesses. Ceteris paribus, males are 43% ([0.8]100) less likely to visit a private
health facility vis-a-vis a public health facilityural residents are 27% ([0.73%1P0)

less likely to visit a private health facility gin¢he option of a public health facility.

One more shilling increase in treatment cost leabes patients indifferent between
visiting public or private health which facilitieg\n extra hour of waiting for service
decreases the odds of visiting a private vis-aapsiblic health facility by 29%. A worse-
off rating of staff courtesy from “very satisfietti “satisfied”, “not satisfied” and “not at
all satisfied” influence patients to be 67%, 94% 87% (respectively) less likely to visit
a private facility given the alternative of a publhealth facility. Ceteris paribus,
individuals with university level instead of nurgdevel of education are 5.83 times
more likely to visit a private rather than a publigalth facility.

Compared with working patients, job seekers and éhomakers are, respectively, 3.38
and 1.61 times more likely to seek private - ndiljgu— healthcare for terminal illnesses.
Individuals who view their health status as beiggdd” instead of “very good” are 1.66
times more likely to visit a private as opposedtpublic healthcare facility while those
with medical insurance have a 1.47 times highds afsopting for a private relative to a

public healthcare for terminal illnesses if theeetfof other factors is assumed constant.
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In the absence of any predictors, the average ishai is 18% more likely (has 1.18
higher odds or [1.18-1=18] x100) to visit a privaie opposed to a public health facility

for treatment of terminal illnesses like cancer.

Other variables do not have significant influenae relative preference for private
facilities. Even though the effect of these factnms not statistically significant, it doesn’t
mean that they are not important but that the ofeskeffect could vary from sample to
sample hence chances of committing a type | esrbrgh (Roxy and Devore, 2011).

Nevertheless, a year increase in age of respondiegds to a 3% increase in relative
probability of visiting a private rather than a palfacility, ceteris paribus. A shilling
increase in transport cost, just like a unit kildreeincrease in distance to a private
facility makes the individual indifferent in choagji between visiting a private or a public
health facility, ceteris paribus. Ceteris parib@Qatholic faithful are torn between visiting
a private and a public health facility for cancadderminal iliness; Protestants are 18%
more likely to visit a private given the alterna&tiof a public health facility; Muslims are
1.55 times more likely to visit a private given takernative of a public health facility;
traditionalists are indifferent while those whosdigion status is ‘other’ are 3.84 times
more likely to visit a private given the alternatiof a public health facility.

A rise in education level from none to primary, @etary and vocational levels leads to
17% reduction, zero change and 35% reduction iativel odds of visiting a private
rather than a public health facility. Individualshevare married are 1.45 times more
likely to visit a private instead of a public fatylthan the ‘never married’ lot. Individuals
who are divorced are 33% less likely to visit a lpulhealth facility given a public
alternative whereas widows are 1% less likely tgitva public health facility given a
public alternative. Compared with respondents wieveorking, those whose working
status is students or other are 30% and 43% Iksly lio visit a public health facility
given the option of a public facility, ceteris gars. Compared to individuals whose
health status is very good, those with satisfactyrpoor health status are 59% and 6%
more likely to prefer a private to a public heal#tility when other factors are held

constant.
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4.5 Choice of mission versus public health facility

The choice of a mission health facility in the mmese of an alternative public health
facility is significantly influenced by treatmentigder, staff courtesy, religion, marital
status and insurance status. Specifically, makegla®o or (0.59-1=41)100 less likely to
choose a mission facility for healthcare on termilti@esses, ceteris paribus. A change in
perceived rating of staff courtesy from “Very Saéd” to “Satisfied” and “Not
Satisfied” cause 53% and 74% reduction in oddsisifing mission rather than public
health facilities, ceteris paribus. Catholics, Bstéants and Muslim faithful are 85%, 88%
and 85% less likely to visit a mission rather tl@apublic health facility, if the effect of

other factors is unchanged.

Compared to respondents who were “never marrieditried individuals have a 1.91
times higher preference risk for mission relatigepublic facilities for terminal illness
healthcare, assuming other factors have zero effiedividuals with health insurance
have 1.95 higher odds of opting for mission rekmtte public facilities for terminal
illnesses healthcare, ceteris paribus. The autonencomponent of odd ratios is 1.88.
This means that in the absence of any influendes typical individual displays 88%
higher preference for private as opposed to puisalth facilities for terminal illnesses

healthcare.

Other factors, including age, residence, treatnoest, distance, religion and education
did not attain statistical significance. Males &% more likely to prefer mission to
public healthcare, ceteris paribus. When othergthisre held constant, rural residents are
12% more likely to seek mission rather than pubé&althcare; Changes in treatment cost,
transport cost or distance have no effect on chofckcility for cancer and terminal
healthcare. Ceteris paribus, an extra hour of mgito be served results in 11% fewer
visitations to mission in favour of public healthea Traditionalists are indifferent
between choosing mission and public healthcare edsethose whose religion is ‘other’

have 11% fewer relative visitations to mission tiefdcilities.
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An increase in education level from none to primagcondary, tertiary and university
results in respective 1.29, 1.36, zero and 2.3&giicrease in probability of choosing
mission relative to public healthcare for canced &rminal ilinesses, ceteris paribus.
Compared to the never married lot, divorcees afé &3s likely and widows 50% more
likely to prefer mission to public healthcare faancer, ceteris paribus. Compared to
working respondents, job seekers, homemakers andespondents are 41%, 2% and
7% less likely to choose mission relative to pulblealthcare; students are 55% more
likely to seek mission than public healthcare fanaer. A decline in personal rating of
health form ‘very good’ to ‘good’, ‘satisfactory’nd ‘poor’ leads to respective 18%
increase, 18% decrease and 15% decrease in retalo® of preference for mission

healthcare given the option of public healthcarecBmcer and terminal ilinesses.

4.6 Choice of NGO versus public health facility

Gender, distance and marital status have a staligtisignificant influence on choice of
an NGO run healthcare facility for terminal illness Compared to a public healthcare
facility, males are 18.87 times more likely to ceke@n NGO-run health facility when all
other factors are held constant. An increase itadée by a 1 kilometer from the
respondent’s home to the nearest facility increasis of preference of NGO vis-a-vis
public health facilities marginally by 1% (1.01 hay odds); whereas individuals who are
married instead of “never married” have 86% or @L13¢100 less odds of choosing an
NGO facility relative to a private health facilitygeteris paribus. The autonomous
component of odd ratio is 0.00 which means thah@ absence of any influences, the
typical individual is 1.0 times or 100% less liké[{.00-1.0= -1}100) to visit an NGO
facility as opposed to a public health facility.

Interpreting the insignificant variables, older pepare more likely to prefer NGO to

public healthcare for cancer and terminal illnesseteris paribus. A year increase in age
causes a 31% increase in relative odds of choi®¢GD as opposed to public healthcare
for cancer illnesses. Ceteris paribus, rural dwelkre 88% more likely to choose an
NGO run instead of a public health facility; treatmh and travel costs do not have any

influence on the relative preference for healthlitges. But an extra hour of waiting for
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services makes an individual 4% more likely to fgst NGO rather than public health
facility, all other things held constant. A drop satisfaction with staff attitude makes
individuals 33% less likely to visit NGO given tbption of public health facility, if other

influences are unchanged.

Catholics and Protestants, Muslims and individwalte®se religion is ‘other’ are 221,

1185, 1.48 and 6.67 times more likely to visit a@®l as opposed to a state run facility
for cancer and terminal illnesses healthcare. Ticadilists are 99% less likely to prefer
NGO to public cancer health services. Educatiomemses the relative preference for
NGO facilities for cancer/terminal illnesses. Aeri; education from none to primary,
secondary, tertiary and university increases chofcGO as opposed to public health

services by 41, 1975, 3.59 and 91 times respeytigeteris paribus.

Compared to respondents whose matrital status ermearried, divorcees have 4% lower
while widows have 5% higher relative probabilityaffoosing NGO facilities instead of
public health facilities, ceteris paribus. Cetep@ribus, various employment statuses
leave individuals more or less undecided whethesetek NGO or public health services
for cancer and terminal illnesses. A decline irspaal rating of health form ‘very good’
to ‘good’, ‘satisfactory’ and ‘poor’ leads to respge 39% increase, 69% decrease and
68% decrease in relative odds of preference fosionshealthcare given the option of

public healthcare for cancer and terminal illnesses

4.7 Choice of traditional versus public health fadity

The following attributes are significant influences traditional as opposed to public
facilities for terminal illnesses healthcare: reside, waiting time, staff courtesy, religion
and own rating of health status. Ceteris paribeasymposed to seeking healthcare from a
public facility, the odds of seeking traditionalaftacare decreases by 54% or (0.46-
1)x100 among rural residents. An extra hour of wgifor service decreases the odds of
visiting a private vis-a-vis a public health fagilby 71%, assuming other factors remain
unchanged. A worse-off rating of staff courtesynirtiVery Satisfied” to “Satisfied” and
“Not Satisfied” has 56% and 94% (respectively) lowdds of visiting a private facility
given the alternative of a public health facilitgteris paribus. Catholics, Protestants and
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Muslim faithful are 82%, 81% and 88% less likelywisit a traditional rather than a
public health facility, if the effect of other facs is held constant. Individuals whose own
health status rating is “Poor” instead of “Very @bdlisplay a 63% lower odd-ratio of
preference for traditional vis-a-vis public healflacilities, ceteris paribus. The
autonomous component of odd ratio is 0.00 whichnedaat in the absence of any
influences, the typical individual is 1.0 timeslfX0% less likely ([0.00-1.0= -1100) to
visit an NGO facility as opposed to a public hedlficility. In the absence of any
influences, the typical individual is nearly sevemes (6.91) more likely to visit a
traditional facility as opposed to a public hed#hility for treatment of terminal illnesses

like cancer.

Finally interpreting coefficients that did not attatatistical significance, it emerges that,
an extra year in age of respondents decreasesveelatlds of seeking traditional
healthcare given the choice of public health sewior cancer treatment by 11%, ceteris
paribus. Males are 10% more likely to visit a ttiahal rather than a public health
facility for cancer and terminal illnesses. Agareatment and travel costs do not have
any influence on the relative preference for tiadal healthcare. However, an increase
in distance by a kilometre will reduce the prefeefor traditional healthcare services by
11% in favour of public healthcare. Traditionalisted individuals whose religion is
‘other’ are 77% and 46% less likely to visit a itemhal as opposed to a state run facility

for cancer and terminal illness healthcare.

A rise in education from none to primary and seempdevels increases preference of
traditional as opposed to public health services3BY and 53% respectively while
tertiary and university education status increasdgtive odds of choosing traditional
services by 2.89 and 1.38 times respectively, isgparibus.

Compared to the colleagues who were never mamedtied respondents are 1.46 times
more likely to choose traditional as opposed toliputealth services; divorcees are twice
as likely and widows 1.26 times more likely to mrefraditional to public healthcare for

cancer, ceteris paribus. Compared to working redgats, job seekers are 3.18 times

more likely to seek traditional healthcare for aanand terminal ilinesses; homemakers
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and students are respectively 13% and 10% lesty likeseek traditional healthcare
services, ceteris paribus. A decline in persontihgaof health form ‘very good’ to
‘good’, ‘satisfactory’ and ‘poor’ leads to respetil.18 times increase, 6% decrease and
67% decrease in relative odds of preference falittomal healthcare given the option of
public healthcare for cancer and terminal illnes&@sally, insured individuals are 1.16
times more likely to prefer traditional to publiacilities for cancer health services,

ceteris paribus.

4.8 Discussion of findings

As compared to the findings of Mulemi (2010), Buckk al (2013), Kitui, Lewis, Davey
(2013) and Buckle et al (2013) who identified dieta, treatment and transport costs as
important barriers to choice of health facilityististudy provides mixed results on health
seeking behaviour for terminal illnesses. Costradtment and transport do not explain
preference for different healthcare providers m $knse that an increase in cost creates a
dilemma in choice of alternatives to public headitec

Public health facilities are the lowest cost prevglof cancer treatment but also have the
highest service waiting time up to three fold tle&tprivate, mission and traditional
healthcare providers. Mulemi (2010) discovered thaiting time especially in referral
hospitals can influence demand for health servitesmerges that probability of visiting

a public facility rather than alternative cancealkiecare providers increases with waiting
time. Cancer and terminal illness healthcare demesponds to waiting time in favor of
public than other healthcare facilities, which ebhbk attributed to higher affordability of

health services in government health facilitieatieé to others.

The mean distance travelled seeking healthcaraecesrvanges from 6 to 11 kilometers
across all types of facilities but some patientet over 500 kilometers. This is an
appalling situation considering that, distance andt have been found to demotivate
choice of formal health facilities in the case ddternal child birth by Kitui, Lewis and

Davey (2013). In this study, every extra kilometédistance travelled results in similar
relative probability of seeking private, mission GO healthcare. But when distance

covered is longer, the relative risk of choosing\#BO facility increases relative to pubic
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healthcare while that of a traditional healthcaeerdases. It is likely that, compared to
other diseases, cancer and terminal illnesses hiceadt services are in limited
availability. Given such a scenario, patients woddcompelled to meet whatever cost
and distance requirement to receive healthcareowittliscriminating the provider based
on cost and distance. Even though costs and destdacnot influence the choice of
source of treatment/ healthcare for terminal iltess the issue is whether distance to a
cancer healthcare provider can affect the demanth&services. Following the law of
demand, it is possible that the number of visitetican increase if cancer patients

travelled a shorter distance or paid less costdeive these services.

Public and mission facilities had the worst whil&® run facilities performed had the
best staff attitude during service. Further analysvealed that the government owns two
thirds of facilities nearest patients with termiidesses but about half of whom cannot
get related health services in those facilitiescketmey have to travel further away. The
primary reasons provided for this is that mediameinavailable and staff unqualified.
Krause and Sauerborn (2000) too have discussegrtitdem of supply-side factors
including service attitude and lack of drugs in tase of Burkina Faso. Muriithi (2013)
has similarly cited service quality and informati@bout that quality as major
determinants of a patient’'s choice among altereathedical treatments in a Nairobi
slum. Staff attitude among terminal illness headtle providers is important in choice of
facility such that, healthcare providers with moorteous staff are likely to withess a
higher demand for healthcare for cancer and terdniinass services than public health
facilities. This is typically a limitation facingower level facilities in rural areas,
including health centers and clinics more thanrrafenospitals in big cities. It must be
the case that facilities that are nearest the hahpatients would be their first choice of

healthcare if they were well equipped with drugd goalified staff.

But other questions emerge such as: Are staff @blve timely diagnosis or do they
take a while before they refer to the next facilityWhat happens at the referral facility?
Are they subjected to long queues waiting for redjp or chemotherapy? If so what is
the waiting period? Are the wards full? Are bedarsld? Are there qualified staffs such

as cancer specialists? According to Javis and Mati{@014), Mulemi (2010), and
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Strother et al (2013), the challenges of cancedthe include; prevention and
screening are not available or accessible to mesplp, while many cases are often

undiagnosed or misdiagnosed, partly due to inadeduealthcare infrastructure.

Evidence by Ensor and Cooper (2004) and Muriitld1@® suggest that demand-side
barriers “may be as important as supply factorgeéterring patients from obtaining
treatment”. Such factors include lack of informati@bout when to seek treatment, user
costs, service quality, wealth, gender, intra-hboke preferences, demographics and
sociocultural norms. In this study, individual dttrtes also impact on terminal illness
healthcare demand preferences. Patients educatediversity level are more likely to
visit private, mission and NGO cancer healthcareilifees rather than public and
traditional facilities. Compared to atheists, resgents whose religion status is Catholic,
Protestant and Muslim have higher risk of visitmgublic, private or NGO facility than
a mission or a traditional service provider. Indivals with health insurance are at least
one and a half times more likely to prefer privatel mission facilities more than public,
NGO and traditional cancer healthcare providerdjnding quite in harmony with
Mostert et al. (2009). This could be attributedhe fact that health insurance facilitates
affordability of treatment.

Across the board a typical individual is nearlyes¥imes more likely to seek traditional
healthcare as opposed to a public, private, missn@hNGO run facilities for cancer and
terminal illnesses healthcare. This observatiomfsoiowards poor sensitization about
cancer, social-cultural beliefs, family practicesswen other reasons beyond the scope of
this study as suggested by Birhanu (2012) as wdlresor and Cooper (2004). Further, a
small proportion of patients in the KHHEUS 2013 dstuwho were diagnosed with
cancer/terminal illness did not make the requirathber of visits as recommended by a
specialist. The main reasons offered for this behavwas lack of money, self
medication or illness not considered serious enoWdereas lack of money is an issue
of affordability, self medication and intensity iihess could be an attitude, knowledge
and practice issue. Regardless of the reasonsdeayvit could work to the detriment of
the patient hence this is an issue that needssgdre
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CHAPTER FIVE
SUMMARY, CONCLUSION AND RECOMMENDATIONS

5.1 Summary

This study anchors on growth model to investigates hindividual and health facility
attributes influence the choice of healthcare mtewifor cancer and terminal illnesses.
Literature reveals that various factors influenice thoice of provider and demand for
healthcare services in different countries. Thaséofs range from age, education, beliefs
of decision makers to accessibility, affordabilitysurance status of respondents among
others. The choice of variables for inclusion ie thodel for this study was rationalized
from a review of previous studies. Using data fritra 2013 Kenya Household Health
Expenditure Utilization Survey, a multinomial loticsregression model was estimated
whose findings have important issues for consid@ratThis chapter presents the
implications of the study, practical policy reconmdations and suggestions for further
research. The study aimed at understanding therpatf outpatient services provision
for cancer patients among health care providerKdanya and assess the influence of
individual, household and health facility attribsiten the choice of cancer treatment in

Kenya.

5.2 Conclusion

It emerges that, rural dwellers have higher uptakeancer healthcare services from
public, mission and traditional health faciliti¢sah those of private and NGO providers.
Traditional facilities have the highest treatmeastcwhereas public facilities have the
lowest. Public facilities also report lowest trawelst from home which implies that are
located in close proximity to more cancer patights other facilities. The good thing is
that public facilities are more affordable thanesthlternative cancer and terminal illness
care centres. However only two thirds of canceieptd said they use these facilities
hence the concern is on the remaining third. Tlawithstanding, even in the event that
all patients were to access public health servitese might be a constraint of facilities
for diagnosis, treatment and care.
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On the positive side, extremely few insured respotsl with cancer and terminal
illnesses go for traditional healthcare. Nearlycwvias many individuals with health
insurance seek services from private and missioifitfes as public and NGO facilities.
Thus, apart from affordability, there must be otheasons why insured patients feel
motivated to seek cancer care services away frobligptealth facilities. Findings
indicated that the government owns two thirds oflitees nearest patients with terminal
illnesses half of whom cannot get much needed Inesdtvices in those facilities they
have to travel further away. Primary reasons pmdidor this is that medicine is
unavailable and staff unqualified. At the same tpoblic facilities are reported to have
the longest waiting time and lowest rating of gatBon with staff attitude meaning that
they are constrained by number of staff, qualitypefsonnel, equipment or even a
combination of the three challenges. Unless theeaientioned constraints are addressed,
public facilities may not be an effective channel ftancer and terminal illnesses

services.

Individual social attributes are important influesdan choice of healthcare for cancer and
terminal illnesses. For example, Christians favwoission and public facilities, Muslims
favour private and NGO facilities whereas athefiat®ur traditional facilities more than
others. But a more policy important finding is tledteducation whereby less educated
cancer and terminal illness patients have preferdac traditional healthcare whereas
more educated counterparts prefer formal healthitutisns. Some of the patients
diagnosed with cancer/terminal illness did not m#ke required number of visits as
recommended by a specialist due to lack of monely,nsedication or perceptions that
illness not serious enough. This indicates thatcation provision can improve
knowledge, practices and increase access to fohmalth services for cancer and

terminal illness.

5.3 Policy Recommendations
Given that demand for healthcare is not signifisanésponding to cost and distance
among all types of health facilities, it is notddhtt the reason could be as a result of

limited supply of cancer treatment services. Thus important for stakeholders (the
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national and county governments, private investdfSOs and development partners) to
increase the range of alternative providers of ssetvices in different areas of the
country. Currently majority of well-equipped fatiéis are based in Nairobi. It is
imperative for the national and county governmeatsipgrade existing cancer/terminal
care facilities, say with diagnostic and treatmeqtuipment. Equally important is to
establish mobile clinics for a wider reach throudistance and treatment cost of

medication.

Given that some patients reported lack of money lamjor impediment to health seeking
across the various healthcare providers, diagravsilstreatment services of cancer and
terminal illnesses should be subsidized signifigam public facilities to increase
affordability and reduce possible loss of humanteafor issues that could be prevented.

The experience of patients could be improved i twere met by a more courteous and
receptive body of staff at whichever facilities yhasit for healthcare. Indeed this was an
important factor influencing choice of facility. Tk it is imperative that the Ministry of

Health and administrators of non-state facilitieaduct customer care training of staff at

various levels to be able to handle cancer patiardsnore sensitive manner.

All facilities should be encouraged to reduce tuwnad time for service delivery. It

emerges that a reduction in turnaround time ine®gweference for other facilities
relative to public service healthcare. In the evbat patients prefer to take up private,
mission, NGO and traditional healthcare servicestlie shorter turnaround time, then
visitations to public health facilities would go ifghe patients would be attended faster.
Hence health practitioners in public facilities shib be facilitated and motivated to

increase efficiency in service provision.

Cancer awareness among the public is necessarigpgel cany myths that may be the
cause of preference for traditional as opposedotondl healthcare for cancer and
terminal illnesses. This initiative can be completed by increasing access to universal
primary, secondary and tertiary education to imeeeaawareness about cancer.

Specialized campaigns can also be carried outcim@te early diagnosis and treatment.
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The government should as a matter of priority strie equip all lower level health
facilities (especially level-5 hospitals and below)th drugs and well experienced
personnel to handle cases of terminal illness. Maahings in terms of time and money
can be saved, and household productivity increasashg patients if they do not have to

travel far to receive healthcare.

It is imperative to promote coverage of health rasge to facilitate affordable and
prompt uptake of formal health seeking behaviord@gnosis and treatment of cancer
and terminal illnesses. Also, sensitization on naed benefits of seeking timely health
care is imperative at early stages to alleviatefpgicostly experiences at later stages of

cancer development.

Other general recommendations include increasirage sbudgetary allocations for
sensitization forums through media campaigns, méiion Education Communication
(IEC) materials and engagement at the communitprerention strategies, diagnostic,
treatment, and palliative care. It is also crutmatrain specialized health care personnel

that will lead to real time diagnostic and redueterral dilemmas.

5.4 Areas for further study

Further study is necessary, with a bias towardsateinnumber of visitations) to explore
what motivates the choice of traditional termirialesses healthcare in the presence of
alternative formal health systems. Such as studly uaravel the mystery about why
traditional providers are still a preferred providd cancer healthcare or why cancer

patients would prefer to self-medicate.

In response to data limitations further studiesdneewviden the scope of study in terms of
sample size and variables. For example data onecamas available for very few

respondents which can be resolved by increasingséingple size. Data on household
expenditure was not available for this study yetould be useful pointer towards
household production of health versus other gosdsh(as education, nutrition et cetera).
As such future studies could consider relying amary data during which data can be

gathered from more respondents and more variateda
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