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Abstract

Background: Though ageing is not a disease, it has been associated with the occurrence of conditions which
require health service utilisation. Ghana’s population is characterised by a steady growth in the number of older
adults and previous studies have noted limited levels regarding utilisation by older persons.

Methods: Thus, this study utilised a qualitative approach to explore older persons’ experiences regarding out-
patient hospital service utilisation in the Asante Akyem North District of Ghana. The aim was to generate findings
that will guide future policies. Sixteen semi-structured interviews were conducted and thematic analysis executed.
The Andersen’s Behavioural Model was used as a guiding framework.

Results: Medical condition was noted to characterise the need component of utilisation. Also, perceived effects of
ageing, beliefs and past health status predisposed an older person to utilise available services. Beliefs were noted to
make an older person utilise either orthodox or herbal services. Despite these, family support (in the form of
financial assistance), accessibility (health facility, health professional, medication and information) and health care
costs either enabled or prevented an older person from utilising services. Despite the existence of the National
Health Insurance Scheme, health care costs are high and that delayed utilisation or made others avoid the services
altogether. The care processes were noted to be cumbersome and involved long hours; though these features
were noted to be absent whilst utilising traditional medicine services and this provides an avenue for further
research in assessing patient outcomes associated with traditional medicine usage. These findings might be
contributing factors to why other studies identified limited usage of health services among older persons in Ghana.

Conclusion: Though older persons in the district may feel the need to utilise health services on outpatient basis,
the enabling factors (notably finance) appeared to be a driving force to actual utilisation. Thus, more innovative
health care financing strategies are needed to enhance the coverage of health services for older persons in the
district.
Background
The world’s population of older persons has been grow-
ing for centuries, but the pace of growth has accelerated
in recent times. The global population of persons aged
65 years or older was estimated at 461 million in 2004,
an increase of 10.3 million since 2003. In 2010, the
World Health Organisation [1] noted that an estimated
524 million people were aged 65 years or older and that
formed 8% of the world’s population. Projections suggest
that the annual increase will continue to exceed 10 million
Correspondence: jbayuo88@gmail.com
Department of Nursing, Faculty of Health and Medical Sciences, Presbyterian
University College, P.O. BOX 42, Agogo, Ghana

© The Author(s). 2017 Open Access This artic
International License (http://creativecommons
reproduction in any medium, provided you g
the Creative Commons license, and indicate if
(http://creativecommons.org/publicdomain/ze
over the next decade with an estimated monthly rise of
more than 850,000 [2]. This global picture may suggest
that the number of older persons is likely to outnumber
the number of children below age of five years [2].
Kinsella & Philips [3] have argued that while the popu-

lation of more developed countries have been ageing for
almost over a century now, this process began recently
in developing countries. Inasmuch as developing coun-
tries may triumph over an increasing number of persons
growing to advanced ages, the reality of meeting the
needs of older persons’ in these places requires atten-
tion. This is based on the assertion that most policies in
developing countries have focused on children and
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mothers and it will be a great challenge to re-focus at-
tention on older persons [4].
Within the Ghanaian context, issues relating to older

persons gained governmental attention in the late 1980’s
when steady increment in the number older persons was
noted [5]. Thus, inasmuch as Ghana’s population ap-
pears youthful, the absolute number of older persons ap-
pears to be increasing at a steady rate and this has been
projected to increase further [5].
The process of ageing, though not a disease may be as-

sociated with various disease conditions which may war-
rant the utilisation of health services [6]. In terms of
meeting the health needs of older persons, the Ghanaian
health system has been described as “weak and
resource-constrained” [7]. Also, the current hospital sys-
tem has been noted to be overly associated with acute
care; though older persons may be affected with chronic
ailments [8]. Consequently, the Ghana Public Health
Association (GPHA) has expressed concerns regarding
poor utilisation of health care services among older per-
sons and inadequate access to specialised health services
[9]. In similar lines, Tawiah [10] has also argued that the
greatest challenge of old age is to win the war against
degenerative chronic conditions affecting older persons.
To this end, the Ghana Statistical Services (GSS) and the
Ghana Public Health Association have recommended
health care and health policy reforms to meet the needs
of older persons [7, 9].
In pursuing these reforms, GSS has called for “re-

integration of older persons into the process so as to
enable them contribute to their own well-being” [7].
This may mean that there is a need to capture their
experiences with current health services as these may
serve as a basis to understanding how they feel about
current services and what their expectations are in rela-
tion to health care service utilisation [11]. It is worth not-
ing that some quantitative studies have produced
evidence regarding limited levels of health service utilisa-
tion among older persons in Ghana (example Exavery
et al., [12]), however, a description of their experiences
whilst utilising health care remains blurred. Thus it is be-
lieved that a thorough description of their experiences
can establish an understanding of how well the out-
patient hospital services are meeting their needs and how
they feel about the services as these can guide future re-
forms and policies [11].

The Ghanaian health care and health insurance system
The approach to health care in Ghana represents a mix-
ture of preventive and curative services. Before 1996,
health care delivery was the sole responsibility of the
Ministry of Health and its services were basically ori-
ented towards curative services. However in 1996, an act
of parliament (ACT 525) established the development of
Ghana Health Service which appeared to be more ori-
ented towards preventive services; though focus cur-
rently remains heavily on maternal and child health.
Healthcare services are provided by hospitals, health
centres, maternity homes and chemical shops. However,
the well-resourced hospitals or tertiary health facilities
are located mostly in the urban places though most of
the older persons are in rural areas. In addition, there
exist traditional medical services at various locations in
the country.
As part of the government’s effort to ensure equitable

access to health in Ghana, it introduced the National
Health Insurance Scheme (NHIS) into the health system.
The primary goal of the scheme is to increase affordabil-
ity and utilisation of drugs and health services in general,
and among the poor and most vulnerable populations in
Ghana. The NHIS is financed from four main sources: a
value added tax on goods and services, a portion of so-
cial security taxes from formal sector workers, individual
premiums, and miscellaneous other funds from invest-
ment returns, Parliament, or donors. The 2.5% tax on
goods and services, called the National Health Insurance
Levy (NHIL), is by far the largest source, comprising
about 70% of revenues. Social security taxes account for
an additional 23%, premiums for about 5%, and other
funds for the remaining 2 %. The NHIS covers out-
patient services, including diagnostic testing and surger-
ies such as hernia repair; some in-patient services,
including specialist care, most surgeries, and hospital ac-
commodation (general ward); oral health treatments; all
maternity care services, including Caesarean deliveries;
emergency care; and, finally, all drugs on the centrally-
established National Health Insurance Authority (NHIA)
Medicines List (NHIA webpage). In order to be enrolled,
a Ghanaian citizen is expected to pay a registration fee
and a premium (has to be renewed on a yearly basis).
However, persons aged 70 years and above, core poor
and pregnant women are exempted from paying pre-
miums but must pay the registration fee prior to enrol-
ment. Aside the NHIS, there are various private
insurance schemes available to persons in the country.

Theoretical framework
The Andersen’s Behavioural Model of Health Care
Utilisation was developed in the late 1960’s to assist in
understanding why people use or do not use health care
services and to measure equitable access to health care
[13]. Health care utilisation is seen as an essential stride
towards illness management, prevention of diseases and
treatment [14]. Health care utilisation has been defined
by Andersen’s model as interplay of predisposing, enab-
ling and need determinants. Thus, an individual’s access
to and use of health services is a function of these three
determinants or characteristics. A simplified version of
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the model is presented as Fig. 1 below. Though studies
have specified the usefulness of the model, it has been
indicated that it offers better explanation for discretion-
ary health behaviours (outpatient care services) than
non-discretionary health behaviours such as inpatient
care [15]. Similarly, the model has been noted not to be
sensitive to the diverse cultural and structural barriers in
healthcare among minority groups. Thus, Andersen [15]
has suggested the need for careful integration of cultural
and structural variables into the model so as to enable
the model provide explanations regarding health service
utilisation among minority groups. Furthermore, the
model offers flexibility in understanding health behav-
iours and can be applied to the current study as it fo-
cused on outpatient service utilisation in the hospital
[15]. The model is shown as Fig. 1.

Methods
The aim of this study was to explore and describe the
experiences of older persons regarding outpatient service
utilisation in Asante Akyem North District.
Fig. 1 Health Service Utilisation Model (Andersen [15])
Study design
As this study was oriented towards exploring and de-
scribing older persons’ experiences with health service
utilisation, an in-depth descriptive qualitative approach
was appropriate [16]. Waldrop et al., [17] have noted
that the in-depth qualitative approach is appropriate to
provide textual descriptions of older persons’ experi-
ences and useful as health service utilisation experiences
among older persons appear to have been minimally
explored.

Setting
The study was conducted within the Asante Akyem
North District of the Republic of Ghana; specifically, the
Agogo Presbyterian Hospital (a quasi-governmental
health care facility). The hospital was selected as it is the
largest health facility in the district and is utilised by per-
sons of all ages. The services offered include both pre-
ventive and curative care. Curative care services have
been divided into medical, surgical, obstetrics, paediat-
rics and emergency services. Older persons most often
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utilise medical and surgical care services on either out-
patient or inpatient basis [7].

Participant recruitment
The purposive sampling approach which involved specif-
ically recruiting persons aged 50 years and over [16] was
utilised in this study. Thus, after obtaining ethical clear-
ance at the University of Southampton and the Agogo
Presbyterian Hospital, information was sent to the Out-
Patient Department (OPD) of the hospital to inform staff
about the study. The researcher was provided a seat at
the reception. After older persons had been attended to
by the physician and were about to leave the hospital,
they were met at the exit of the OPD reception by the
researcher in order to discuss the study and invite them
to participate. The discussions were carried out in the
“Akan” dialect (a Ghanaian Language). The contact
numbers of older persons who were interested in partak-
ing in the study were obtained from them. After two
days of purposively recruiting sixteen (16) older persons,
phone calls were carried out from the third day and ap-
pointments were scheduled with participants at their
own convenience and venue. The medical staffs were in-
formed that in case data saturation was not achieved
after interviewing the sixteenth person, a follow up re-
cruitment would take place. However by the end of the
sixteenth interview, data saturation was reached as no
new information was noted [16]. As no new information
was noted after this, the researcher did not return to the
hospital to recruit more participants. Moreover as the
study had to be completed within a stipulated time
frame, the researcher proceeded to continue with data
analysis.

Data collection
As the study aimed to understand and describe older
persons’ experiences regarding health service utilisation,
the words and non-verbal language cues expressed by
participants would be helpful. Thus, an interview was
appropriate [16]. The interview approach was utilised as
it was easier to schedule a meeting with one older per-
son at a time as compared to focus group discussion and
this allowed participants to express themselves in the
presence of only the researcher [18]. Mason [19] has
noted that semi-structured interviews provided deeper
and rounded explanations. To this end, an interview
guide was developed to obtain data from older persons
using a semi-structured approach [20]. Before undertak-
ing the interviews, the guide was piloted among three
older persons who were conveniently recruited in the
district. However, the findings from those interviews
were not included in the actual study. The interviews
took place at the participants’ home with minimal dis-
traction. Prior to scheduling interviews, an initial
discussion had been commenced with participants at the
point of recruitment. Thus, participants were familiar
with the researcher even before data collection com-
menced. Upon arrival at the interview venue, further ex-
planations were offered regarding the study and
participants were allowed to ask questions. Permission
was sought to have the interview recorded. As partici-
pants spoke about their experiences, facial expressions
were noted in a field diary. As the interview continued,
intermittent breaks were provided to enable participants
to take water. The interviews lasted between 49 to
65 min. The interview commenced with asking partici-
pants how they have been faring and this was followed
by obtaining socio-demographic data. Participants were
then asked what they perceived as their health needs
and followed with how they felt with regards to utilising
OPD services in the hospital. Also, participants were
asked to describe how well the services were meeting
their needs. As the interview proceeded, probes were
used to enable in-depth exploration of their experiences.
In some instances, an iterative mode of questioning was
used to ensure that participants were consistent with
their responses [16]. Leading questions and medical jar-
gons were avoided throughout the interview process. At
the end of the interview, participants were thanked and
informed that all recordings would be transcribed to
English and emerging themes discussed with them (as
interviews were conducted in the “Akan” dialect). At
a later day, a second interview was held with each
participant. Feedback was obtained from each partici-
pant which further shaped the findings as some
“Akan” terms were clarified and re-considered in the
analysis process.

Data management and analysis
In order to provide an in-depth description of older
persons’ experiences with outpatient service utilisa-
tion, thematic analysis was used to generate themes
from the data obtained [16]. Thematic analysis in-
volved discovering, interpreting and reporting patterns
and clusters of meaning within the data [18, 16]. This
required working systematically through the tran-
scribed texts and identifying themes that are progres-
sively integrated into higher-order key themes in
relation to the research questions [16]. Transcribed
data were entered into MS word and exported to
NVivo version 10. The analysis proceeded with an
understanding of the Health Service Utilisation Model
and findings offered support for the model.

Methodological rigour
Participant validation and prolonged contact with partic-
ipants helped to ensure that descriptions represented
their experiences.
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Ethical considerations
Prior to commencement of the study, ethical clear-
ance was sought and obtained from the Research &
Governance Unit of the University of Southampton.
Thereafter, the study was registered at the Agogo
Presbyterian Hospital. Approval and clearance was then
obtained at the hospital prior to commencement of the
study. After recruitment, participants were provided with
two consent forms to either thumbprint or sign.

Results
Socio-demographic characteristics of participants
The process of purpose sampling resulted in recruiting
older persons aged 50 years or more for the study. A
total of sixteen (16) older persons participated in the
study. Details of socio-demographic features are pre-
sented in Table 1. The majority of the participants are
within the ages of 50 to 59 years (n = 6). A greater num-
ber of older persons in the study are married (n = 9) and
are Christians (n = 11).

Experiences with health service utilisation
Health service utilisation has been defined by Andersen’s
behavioural model as interplay of needs, predisposing
and enabling determinants. This section discusses
themes associated with each determinant.

Need themes
These determinants specify the reason for seeking
healthcare. In this study, medical condition (symptoms
and diagnosis) and professional evaluation were identi-
fied as determinants that made older persons seek and
utilise health care services.

Medical condition From the analysis, the symptoms as-
sociated with a particular condition made an older
Table 1 Socio-demographic features of participants
50–59 years 60–69 years 70–79 years 80+

Age 6 5 3 2

Marital status Married 5 3 1 –

Single – 1 – –

Widowed 1 1 2 2

TOTAL 6 5 3 2

Religious affiliation Christian 3 4 3 1

Islam 2 1 – 1

Traditional 1 – – 0

TOTAL 6 5 3 2

Gender Male 2 3 0 1

Female 4 2 3 1

TOTAL 6 5 3 2

(Source: Field Data, 2016)
person seek and utilise health care services. These symp-
toms appeared to interfere with the older person’s way
of usual activities and as such decided to seek medical
attention. For some participants, utilising hospital ser-
vices occurred almost immediately; whilst others tried
some home remedies before seeking attention at the
hospital. The perceived severity of the symptom was ei-
ther based on the intensity of the symptoms as experi-
enced by participants or consequences of failing to act
on initial symptoms experienced. In some instances,
older persons had some knowledge about the complica-
tions that may result or had heard others talk about
similar symptoms and that made them consider using
hospital services:

“I had been coughing for three days and I was unable
to sleep well but I thought it would pass soon but it
did not. I tried lime and honey at home but it just did
not work so I went to the hospital. The cough was
unbearable and it was disturbing everyone in the
room when we slept at night [cups chin in the palm]”
(Male, 60–69 years)

“I hardly visited the hospital until I started urinating
too often which disturbed me a lot. If I continued like
that I knew all the water in me would get finished so I
had to go to the hospital and see the doctor for help”
(Female, 70-79 years)

Professional evaluation Subsequently, as older persons
felt the need to seek health care, they were evaluated by
a health care provider and that made it necessary for an
older person to continue using health services. In this
regard, participants were informed of the need to attend
regular reviews by physicians. This was in the form of
monthly or bi-monthly medical appointment to assess
progress made, carry out laboratory tests, change or re-
fill medications. Thus, been informed by the physician of
the need for reviews appeared to have created a need for
continuous outpatient visits:

“I used to go the hospital once every month but it has
been changed to once every two months. I get my blood
pressure drugs for sixty days” (Female, 50–59 years)

“They did so many things and the doctor said I should
come there every month for check-up but now, I see my
doctor once every two months for him to assess me and
see if there is any problem. I get medications too”
(Male, 83 years)

Predisposing themes
The themes noted in this section include perceived ef-
fects of ageing, beliefs and past health care experiences.
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Perceived effects of ageing Participants verbalised the
need to seek various forms of health care. A theme
identified was that participants believed that increas-
ing age predisposed them to utilise health services to
a greater extent as they got ill often or experienced
some physical symptoms which caused discomfort.
Thus, participants indicated advancing age was associ-
ated with diminishing physical health which needed
health care. Also, advancing age was noted to be as-
sociated with physical symptoms such as joint pains
and the existence of chronic conditions such as dia-
betes that made the need for health care usage
important:

“Well as one grows older, things change. Now I can see
that my strength has reduced and I am unable to
work as I do. When I walk for some few metres…….
[pauses for a while] I am tired and feel pains in my
calf. It is not like it is going to change because I know I
am growing older with all the pain at my back and
legs” (Male, 60–69 years)

“I wake up with pain every morning and have to come
to the hospital because of it. I can really feel I am
growing old with all these pains [sighs heavily]”
(Female, 70-79 years)

Despite the symptoms and conditions associated with
advancing age, participants felt the need to maintain
good health as they grew older and that created the like-
lihood of utilising outpatient hospital services even
though some participants noted that it was difficult
maintaining good health especially as one advanced in
age. The difficulty associated with maintaining good
health in older age was noted to be associated with the
nature of the symptoms which appeared to be chronic
and that made participants compare their health status
in their youthful years with their current status. Despite
this, it was identified that the difficulty in maintaining
good health by themselves predisposed older persons to
utilise health care as they desired complete recovery.
This desire served as a predisposing factor that made
older person require continuous contact with health care
services:

“At my age, I want to remain strong though it is
difficult for me because I am not getting any younger.
My health needs is all about those things that make
me feel fit and strong. I want my blood pressure to
always remain okay so that I do not experience any
headaches in the evening when I sleep. It has been
difficult for me though I try my best and I want to be
completely well from these pains and high blood
pressure” (Male, 60–69 years)
“When I was young, I did not experience this but I
now have it and no matter what I do, I still feel weak
at times and as for the pain, it is there always. I walk
short distances and I have to wait for a while.”
(Female, 60-69 years)

Beliefs Aside perceived effects of ageing, beliefs were
also noted to predispose older persons to utilise
health care services. However, these beliefs predis-
posed older persons to either utilise orthodox or trad-
itional medical services. In this regard, if an older
person believed the aetiology of their illness was due
to pathological process, they sought orthodox service.
However, if the older person believed the disease was
associated with supernatural aetiology, they sought
help from the traditional practitioners in addition to
the orthodox service they received. Despite these vari-
ations, all participants believed it was necessary to
maintain good health as they grew older and they val-
ued it as such:

“I think this sickness is coming along with my old age
so I come to the hospital because they can be of
help…… I don’t really believe in those stories where
people say there is a curse or something. It is a disease
and I have to go to the place where they treat it.”
(Female, 60–69 years)

“Ah…………….I think it was because I offended some
people in the past that is why I got that sugar disease
[diabetes] so I visit the herbalist for assistance in
addition to what the doctor will give me at the
hospital” (Female, 50-59 years)

Past health care experiences It was noted that past ex-
periences with health care services served as a determin-
ant that allowed them to use that service again. This was
associated with how satisfied they were with previous
utilisation. Older persons were able to compare services
of various health care facilities and based on their past
experiences, they opted for a facility they felt more com-
fortable with:

“I have been at the hospital three years now and in
the past, anytime I felt sick I came here so I feel more
comfortable been there; I know most of the people
there too so I get comfortable with them as well”
(Male, 60–69 years)

“Even though I spend more time waiting there, the
Government hospital at Konongo is worse and it is
terrible there so I prefer traveling here to see a doctor”.
(Male, 70-79 years)
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Enabling themes
The themes noted here are family influence and support,
accessibility and health care costs.

Family influence and support In the presence of an ill-
ness, influence and support from close family members
served as enabling determinants. Family influence was
evident as some older children encouraged their parents
to utilise available health services. Influence of older
children was also reflected in reminding their parents of
medical appointments and this allowed participants to
keep track of when they had to be present at the hos-
pital. Aside adult children, spouses were noted to be in-
fluential in enabling older persons utilise health care
services: Support offered by adult children and spouses
also comprised of financial support as that helped older
persons pay for costs of health care utilisation:

“It is my daughter who told me to go to the
hospital because they have medications to help me”
(Female, 70–79 years)

“Some time ago, I hardly visited the hospital until I
started urinating too often. I did not want to come
here because I will spend the entire day here until my
daughter talked me into coming” (Male, 50-59 years)

“When my husband was alive, he occasionally came
with me and paid the bills but now that he has
died, I come alone and it is sometimes a problem
for me especially when I do not have money”
(Female, 70-79 years)

Accessibility Aside family support, it was noted that
easy accessibility to health care services was identified as
a key issue and appeared to dominate most part of the
interview. Accessibility represented how easy an older
person could reach or come into contact with the health
care facility. For some participants, the hospital or other
health care facilities were within immediate reach but
other participants had to travel from other places to visit
the hospital. Those who stayed close to the hospital
most often utilised services as soon as they felt the need
to and had the available resources. However, for older
persons who stayed far from the hospital, pharmacy
shops were the first point of call in case it became ne-
cessary to utilise health services. However, if no positive
response is noted after utilising pharmacy services, the
older person proceeded to the hospital at a later day and
this implied leaving the house early and having extra
money for transportation. The choice of transportation
to the health facility depended on how much money an
older person had and how fast they hope to arrive at
their destination. Thus, financial constraints implied that
the older persons would not be able to visit the health
facility. In other instances, participants did not turn up
for medical reviews if they noted that they would arrive
at the hospital late which implied been seen by a health
professional late. In these cases, participants remained
home. Aside participants staying at home with their
symptoms, some utilised traditional medicine as it was
readily accessible than the orthodox services and partici-
pants did not have to travel far. Thus, in this instance
herbal preparations served as substitute and were uti-
lised because they were within easy reach:

“I go to the pharmacy shop most often because it is
close by and later come to the hospital if I still do not
feel any better” (Male, 50–59 years)

“I leave the house very early in order to arrive
here on time and see the doctor because if I come
late, I am assured of getting back home late.”
(Female, 60-69 years)

“Sometimes I do not have money for transport so I stay
back home till I am able to raise some cash otherwise I
will not go to the hospital. Even if I have money and
time is past 8am, I will not go to the hospital because
if I do I will come home very late. So I manage and
live with the pain till I am able to wake up early
enough and come and queue here to be seen by the
doctor” (female, 60-69 years)

“The herbalist is just at the community centre close
to my house so I can just walk there and take some
herbs, boil them and drink twice a week” (Female,
60-69 years)

Accessibility also represented how easy an older per-
son came into contact with a health professional when
they arrived at the health care facility to have their
health care needs addressed. Participants had to go
through various processes before been seen by a health
care provider and that required they leave their various
homes early to queue at the hospital. Thus, coming to
the hospital was noted to be characterised by long wait-
ing times, and cumbersome with several processes for
older persons:

“I have to wake up early and come and drop my card
at the entrance. If I come late, I will leave late so I
come early so that at least I can still go and farm
when I leave the hospital.” (Female, 80 years)

“I have to wait long hours. After I have seen the doctor
and I will be asked to take my blood to the lab for
investigation. I will wait for the results and I can



Bayuo BMC Health Services Research  (2017) 17:652 Page 8 of 12
spend all morning. It is too long for me because I will
have to join another queue to see the doctor with my
results and another queue to pay and collect my
medication.” (Male, 70-79 years)

This identified problem was further compounded by
inadequate sitting space which implied that some clients
had to stand as they waited for their turn and they could
not exit the OPD. Exiting the OPD meant that one could
miss his/ her turn of seeing the doctor and as such par-
ticipants will prefer standing to wait for their turns even
when the OPD was full. To this end, coming to the hos-
pital was noted to be a least preference for participants
as they were likely to spend an entire day in pursuit of
receiving health care. A contributing factor to long wait-
ing hours at the hospital was identified to be inadequate
number of staff (notably doctors) at the OPD. However,
the noted difficulties associated with accessing hospital
services made participants patronise herbal medicines as
the herbal practitioners and their services were readily
accessible in the community:

“In the hospital, if you don’t have time then you do not
have to even go. I get hungry but I cannot go and eat
because the nurses might call me to see the doctor
when I leave. If I miss that, it will be difficult getting
me to see the doctor so I have to wait with the hunger.
Sometime ago, I went there with cough complaints
everyone looked at me when I cough so I thought the
nurses would even allow me to see the doctor and
leave for the house but it was some kind of first, come
first served thing.” (Female, 50–59 years)

“Most of the time, I have to wait for long hours to see
the doctor. Sometimes we are informed there are only
two doctors here and so we have to be patient to see
them one after the other. After this queue, I will have
to get medications at the pharmacy and that is also
another long queue” (Female, 60-69 years)

“Things are faster with the herbalist at the community
center. There is nothing like retrieving folders or going
to lab. I talk with him and he gives me medication
and I am off” (Female, 70-79 years)

Also, it was identified that older persons required
information regarding their health status and the pro-
gress they have made in meeting treatment goals.
However, in some cases participants could not obtain
this information and that made them uncertain about
how they are progressing. This enabled some partici-
pants to utilise herbal preparations as the herbal
practitioners provided information about their condi-
tions and offered encouragement to continue on the
herbs even when no positive effects were noted by
participants. This may reflect that relationship among
older persons and health care providers played a part
whilst accessing health services:

“Sometimes I wish to spend more time talking with
the doctor so that I can ask more questions but
because other patients are waiting, I have to hurry
and leave but I have questions bothering me.”
(Female, 60–69 years)

“The herbalist has time to talk with me and assure
me I will get better so I will keep coming here”
(Female, 50-59 years)

In addition to the above, it was noted that readily
available medications or herbs further enabled older per-
sons utilise a particular health care service. Older per-
sons who utilised hospital services noted that
medications were not always available and have to visit
several pharmacies. In some cases, the medications were
not actually available. In other instances, the medication
was available but expensive and as such the older person
could not afford it. However, older persons who patron-
ised herbal preparations noted that herbs were readily
available and easy to use as well:

“I can easily pluck the herbs in the forest for free”
(Male, 60–69 years).

“Sometimes too, the medicines are not even available
in the hospital and you have roam in the town
searching for the drug. If I go to one or two places and
I cannot get the drug, I just stop searching for the drug
and stay on the herbs till it is time for the monthly
review.” (Female, 70–79 years).

Health care cost The cost associated with health ser-
vice utilisation was also identified as a factor that en-
abled older persons utilise health services. With the
existence of the National Health Insurance Scheme,
older persons were required to make cash payments
for services not covered by the scheme. Thus, utilis-
ing health care services at the hospital meant having
enough money to pay for the services rendered. The
cost associated with hospital service utilisation was
described as expensive by participants. In the pres-
ence of non-availability of money, older persons went
to the extent of borrowing money to cater for their
health care needs. Despite the cost of services, partic-
ipants expressed the need to be totally free of their
ailments but this appeared unachievable as the condi-
tions were chronic in nature. To this end, participants
noted that the health insurance scheme (NHIS) is not
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supportive as it offered limited help with regards to
covering health care costs:

“Coming to the hospital is expensive. When the
NHIS came at first, I was told most of the things
in the hospital were free but now I have to pay for
almost everything. I don’t know why it is like that
but the president should do something about it. I
am a farmer and if my products are not sold, it
will be difficult to get money to come here”
(Male, 50–59 years)

However unavailability of money implied absence at
the hospital for review. In some instances, they utilised
part of the entire service available:

“hmmmmm……… I have said from the beginning
that it is expensive coming here and when I do not
have money, I do not even come at all. Even with
the health insurance, the laboratory test I have to
do cost me 16 Ghana cedis. As for the medication,
the insurance covers only one and I have to buy the
other ones. Sometimes I keep the prescriptions till
the following month when I have money to purchase
them. It is a problem for me (caps chin in the right
palm)” (Female, 50–59 years)

“The NHIS used to be very helpful because it is
covered almost everything in the country. Previously, I
did not pay anything when I came to the hospital but
now even the medications that I used to get for free
with the NHIS, I have to pay for it. Going to the lab to
check my sugar level too comes with costs now and
that increases the amount of money I spend whenever
I come here. Am sure you now understand why I said
if I don’t have money, I will not even try going there”
(Male, 60-69 years)

At some points, older persons missed medical ap-
pointments because of unavailability of money even
when they were registered with the NHIS. However,
costs associated with traditional medicine services
were noted to be cheaper as compared to services of-
fered at the hospital and in some cases, participants
received free services from the traditional practi-
tioners. These enabled older persons to utilise their
services especially when they had limited financial
resources:

“I am supposed to go for check-up every month but I
cannot keep to it because coming here is preparation
so if I have money, I will come but sometimes the costs
of the medications and services are so high that I
cannot afford so I stay home” (Male, 50–59 years)
“I even like the herbs because it is not for sale; I
only give a small token to the herbalist and then I
have the herbs. If not for my daughter, I will see
the herbalist every time instead of going to the
hospital” (Female, 60-69 years).

Discussion
According to Andersen [15] individuals must first per-
ceive illness or the likelihood of its occurrence for the
use of health services to occur. In this study, the medical
condition (symptom and diagnosis) experienced by par-
ticipants made them require health care. This finding
corroborates with those by Kohno et al., [11] as they
noted that need determinants associated with Japanese
retirees utilising health services in Malaysia included
perceived health need by the older person, medical
symptoms and self-rated general health status. In
addition to existence of symptoms, the current study
noted that these symptoms interfered with the older per-
sons’ daily activities and as such they felt the need to re-
turn to their previous state of health: a finding that was
not identified in previous studies and this could serve as
an explanation as to why medical symptoms serve as a
need factor.
Furthermore, Kim and Lee [21] and Exavery et al., [12]

identified existence of chronic illness as a need factor as
there was a need for continuing contact with health pro-
fessionals (professional evaluation). In similar lines, the
current study noted that by seeking professional evalu-
ation for their illnesses, participants were made to come
for reviews monthly, two monthly or three monthly.
Thus, chronic illness required on-going health utilisation
so as to monitor the progress of older persons and
maintain good health.
Andersen et al., [13] have described predisposing de-

terminants as those characteristics that make some
persons utilise health services more than others. A
theme captured in this study was perceived effects of
ageing. Participants felt that as they grew older, they
became ill more often and that made them require
utilisation of outpatient services. Though Kim and Lee
[21] noted that increasing age was associated with a
lower outpatient service usage, the current study iden-
tified that increasing age predisposed an older person
to utilise those services. This is because participants’
associated advancing age with physical symptoms such
as joint pains may require more outpatient services
and it substantiates the findings of Jahangir et al., [14]
as they noted that increasing age was positively associ-
ated with increased use of preventive services which
were available on outpatient basis. This could mean
that preventive services played a major role in the
health of an older adult and as such policy may need
to consider increasing those services.
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Furthermore, beliefs and past health care experiences
were also identified to predispose older persons to utilise
health services. An aspect of the findings substantiate
those of Wong and Diaz [22] in that if health conditions
in the past predisposed the older person to utilise health
care services more and they were subsequently satisfied,
they were likely to use the services again. However, a
unique sub-theme which emerged from the current
study was that beliefs related to the aetiology of a par-
ticular disease further predisposed an older person to
utilise either orthodox or traditional services. According
to Andersen [15] health beliefs include a wide range of
personal thinking and behaviours such as attitudes,
values and knowledge that people develop throughout
their lives, pertaining to healthcare services. Andersen
and Davidson [23] further argue that health beliefs influ-
ence the way people formulate ideas about their own
need for healthcare services. In relation, this may mean
that participants might think that some conditions may
require one to visit the hospital whilst for other condi-
tions, it may be inappropriate to visit the hospital. This
assertion may reflect their past encounters with the
health system. If the health service was successful in
achieving optimum outcomes, the older person might
want to utilise it again. However, if this did not occur
and the disease was attributed to supernatural causes,
traditional medicines were utilised. This specifies that
both orthodox and traditional services at a particular
time met a specific need of an older person. Thus, a bet-
ter collaboration between these modes of service deliv-
ery may be helpful and this may require policy support.
Even though individuals may be predisposed to use

health care services, some means need to be available to
ensure their actual usage. These factors have been de-
scribed as enabling determinants [13]. For this study, en-
abling factors were identified as family influence and
support, accessibility and health care costs.
Health care costs were generally noted to be expensive

by participants in this study even though they had all
registered with the NHIS. This is because the Insurance
Scheme which has been identified by Wong and Diaz
[22] as an enabling factor is unable to meet the entire
cost of health utilisation services by older persons. This
implies that lack of adequate finances to supplement the
NHIS may serve as a barrier to health care and as such
participants either utilised traditional medicines or de-
layed their attendance to the hospital. This confirms the
findings of Kohno et al., [11] as they noted that lack of
enabling resources may delay the health care utilisation
by older persons. Unique to this current study was that
as participants delayed in utilising health care, they uti-
lised traditional medicines as a substitute. However, this
study could not establish the outcomes associated with
this utilisation.
In meeting health care costs not covered by the NHIS,
it was identified from this study that family support
played an essential role. This is because older persons
with family support were able to make it to the hospital
for reviews and participants without support missed
medical appointment and used herbal preparations more
frequently. This finding supports an earlier finding by
Jahangir et al., [14] as they identified the existence of
family income as an enabling factor.
Aside finance, accessibility was also noted as an enab-

ling factor. Accessibility was noted at four levels in this
study and appeared to dominate most part of the inter-
view: accessibility to the health facility, health profes-
sional, medications and information regarding their
health status. Though some participants lived close to
the health facility, others had to travel to the facility; in
which case their first point of utilisation was the phar-
macy. On some occasions, transport fares presented a
challenge to older persons as that implied that they
needed extra money to pay for the fares. Along similar
lines, Exavery et al., [12] noted that ability to be trans-
ported to the health facility played a role in enabling
older persons utilise health services. Though Parmar
et al., [24] have noted that living far from the hospital af-
fected the enrolment of older persons into the insurance
scheme, it was identified that all participants in this
study have registered with the NHIS. This variation
could be related to the fact that exemption of older per-
sons from paying premiums in Ghana has attracted
greater enrolments.
In terms of accessibility to the health professional, par-

ticipants noted that it was time consuming with cumber-
some processes. These findings are in line with those
indicated by Rooy et al., [25] as they reported that long
waiting times affected older persons’ utilisation of hos-
pital services and resulted in them utilising herbal prod-
ucts as these were readily available in the communities.
Similar findings were also reported by Aboderin [26]
and Goins et al., [27]. This may mean that older persons
wanted to be attended to by health professionals as soon
as they came to the hospital but in most cases, they did
not experience that. Thus, there may be a need to im-
prove the staff strength at the facility to enhance rapid
delivery of services to patients. In addition there may be
a need to encourage health professionals (nurses and
physicians) to consider specialising in geriatrics so as to
offer specialist care to older persons who visit the
facility.
In terms of medications, participants noted that they

sometimes had to roam in search of them as some types
of medications were unavailable in the hospital. In some
instances, the medications were available but expensive
in which case an older person either utilised traditional
medicine or saved money to purchase the medications at
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a later date. In similar lines, Etowa et al., [28] have
asserted that older persons usually utilised self-
medication and traditional preparations as these were
cheaper and easily accessible. This might represent an
avenue for policy consideration so as to foster closer
working relationship between orthodox and traditional
services.
Participants expressed the need to have information

regarding how well they were progressing but in most
cases, they could not access this information and that
made them uncertain. Participants who visited the trad-
itional herbal practitioners noted that they were available
to provide information which was basically explanations
of the symptoms an older person was experiencing. In
similar lines, Rooy et al., [25] noted that even though
older persons appreciated modern health care services,
they utilised herbal products due to the limited number
of health care staff and an increasing health care pro-
vider to patient ratio at the hospital.
As this study was conducted in a district hospital, a

similar study may be carried out in a teaching hos-
pital to compare findings as it is expected that the
latter may have more specialised forms of services for
all patients and as such variations in their experi-
ences. As participants noted utilisation costs to be
high, future research might consider actual costs asso-
ciated with health service utilisation in comparison
with those covered by the NHIS so as to enable more
objective assessment of the insurance scheme and
make further recommendations.
Findings from this study are however limited and

unique to the setting in which it was undertaken. Also
the findings may be limited to older persons utilising
discretionary health service (outpatient hospital services)
as the study focused on them. Thus, other studies are
warranted in exploring the phenomenon among older
persons using other forms of health services in the
district.

Conclusion
Findings from this study have provided an understand-
ing of older persons’ experiences with outpatient hos-
pital services. Though older persons in the district may
feel the need to utilise health services on outpatient
basis, the enabling factors (notably finance) appeared to
be a driving force to actual utilisation. Thus, more in-
novative health care financing strategies are needed to
enhance the coverage of health services for older per-
sons as even though they may feel the need to utilise the
health services, financial constraints may cause a delay
in the process. In addition, there may be a need to in-
crease the staff strength so as to shorten the waiting
time for older persons seeking health care as well as en-
hance easy accessibility to health professionals. In this
regard, nurses and doctors may need to be supported to
undertake specialist education in geriatrics so as to plan
and execute programmes tailored to meet the needs of
older persons seeking health care.
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