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Abstract

Aim: This paper examined the association between wealth and health insurance status and the
use of traditional medicine (TM) among older persons in Ghana. Background: There have been
considerable efforts by sub-Saharan African countries to improve access to primary health care
services, partly through the implementation of risk-pooling community or national health
insurance schemes. The use of TM, which is often not covered under these insurance schemes,
remains common in many countries, including Ghana. Understanding how health insurance
and wealth influence the use of TM, or otherwise, is essential to the development of equitable
health care policies. Methods: The study used data from the first wave of the World Health
Organisation’s Study of Global Ageing and Adult Health conducted in Ghana in 2008.
Descriptive statistics and negative loglog regression models were fitted to the data to examine
the influence of insurance and wealth status on the use of TM, controlling for theoretically
relevant factors. Findings: Seniors who had health insurance coverage were also 17% less likely
to frequently seek treatment from aTMhealer relative to the uninsured. For older persons in the
poorest income quintile, the odds of frequently seeking treatment from TM increased by 61%
when compared to those in the richest quintile. This figure was 46%, 62% and 40% for older
persons in poorer, middle and richer income quintiles, respectively, compared to their counter-
parts in the richest income quintile. Conclusion: The findings indicate that TM was primarily
used by the poor and persons who were not enrolled in the National Health Insurance Scheme.
TM continues to be a vital health care resource for the poor and uninsured older adults in
Ghana.

Introduction

There have been considerable efforts by sub-Saharan African (SSA) countries to improve access
to primary health care services, partly through the implementation of risk-pooling community
or national health insurance schemes (Jowett et al., 2004;Witter &Garshong, 2009; Robyn et al.,
2013). Universal health insurance coverage programmes, such as Ghana’s National Health
Insurance Scheme (NHIS), are vital mechanisms for ensuring equity in access to and use of
health care services, via the removal of financial barriers associated with seeking treatment
in health care facilities (Bennett, 2004; Agyepong & Adjei, 2008; Blanchet et al., 2012).
Community-based and national health insurance schemes also offer additional funds for health
care financing (Jowett et al., 2004; Gnawali et al., 2009). Yet, evidence from existing studies in the
sub-region shows payment of health insurance premiums remains a significant challenge and
impacts the utilization of health care services (Dixon et al., 2011; Jehu-Appiah et al., 2011;
Aryeetey et al., 2013). As a consequence, direct out-of-pocket payment for health care services
still remains a predominant practice (McIntyre et al., 2006; Gnawali et al., 2009; Saksena et al.,
2011; Kusi et al., 2015). In Ghana, this expenditure accounts for nearly half of the total expendi-
ture on health care (Akazili et al., 2012). At the household level, inability to pay for insurance
premiums excludes many people, particularly those with low socioeconomic status, from enroll-
ing in insurance schemes (Dixon et al., 2011; Jehu-Appiah et al., 2011; Kusi et al., 2015). Thus,
access to basic health care services in the formal health care system still remains a significant
challenge for many poor and vulnerable populations in Ghana and SSA.

Despite the growing availability of modern or Western health care services, significant
sections of populations in Ghana and other SSA countries continue to rely on indigenous heal-
ing practices (traditional medicine – TM) for their health care needs (Pouliot, 2011; Sato, 2012a;
Thorsen and Pouliot, 2015). TM refers to healing knowledge, skills and practices based on
the traditions, cultural beliefs and experiences indigenous to different communities or cultures
(WHO, 2002). It comprises of the use of animal-based, plant-based and mineral-based
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medicine, as well as, the use of spiritual therapies in the prevention,
diagnosis, improvement and treatment of physical and psychoso-
cial illness (WorldHealth Organisation, 2013). Traditional medical
practitioners include herbalist, bone setters, faith healers and spir-
itualist (Amegbor 2014; World Health Organisation, 2013;
Lakshmi et al., 2015). Evidence from existing studies show that
TM is effective in treating various illness and common health con-
ditions such as malaria, cholera and typhoid, as well as complex
health issues such as infertility (O’Brien et al., 2012; Thorsen
and Pouliot, 2015; Towns and Van Andel, 2016). Reports indicate
that between 60% and 80% of the population in SSA rely on indige-
nous medical remedies, including herbal medicine for their pri-
mary health care needs (World Health Organisation, 2013;
McFarlane, 2015; Thorsen and Pouliot, 2015).

The vital role of TM in health and health care delivery is
particularly evident among rural residents, the poor and vulnerable
populations (Aikins & Marks, 2007; Powell-Jackson et al., 2014).
Among these populations, barriers to Western health care services
include unavailability and inadequate health care facilities and
practitioners, cost of care and other sociocultural beliefs (Tabi
et al., 2006; Pouliot, 2011; Sato, 2012b; Kuuire et al., 2015).
On the contrary, TM is readily available, accessible and affordable
for these segments of the population (Macha et al., 2012; Sato,
2012b). Though TM use is often associated with basic health
problems, studies in Ghana reveals its use is particularly higher
among patients with multiple acute and chronic health conditions
(Sato, 2012b; Aikins et al., 2014). Likewise, studies report that
patients with non-communicable diseases (NCDs), such as hyper-
tension and diabetes, view Western services for their health care
needs as expensive and inaccessible, thereby resorting to the use
of TMs (Aikins et al., 2014; Aikins et al., 2015). The surge in
NCDs in SSA coupled with the demand for TMhas led to the emer-
gence of quack TM healers whose practices pose a health danger to
the poor and vulnerable that patronize their services (Abdullahi,
2011; Kigen et al., 2013).

The objective of this paper is to examine the effects of wealth
and health insurance status on the use of TM among older persons
(persons aged 60 years and above) in Ghana. While there is a
plethora of literature on the effect of wealth and health insurance
on health care-seeking behaviour in Ghana (see Kuuire et al., 2017;
Jehu-Appiah et al., 2011; Dixon et al., 2011), our understanding
of how these factors influence the decision around seeking
Western or traditional health care remain limited among older
people. Existing studies on health care-seeking behaviour among
Ghana’s older adult population focus on the effects of socioeco-
nomic factors on NHIS enrolment (Kuuire et al., 2017) and the
impacts of NHIS status on health care utilization (Fenny et al.,
2016; Dalinjong et al., 2017; van der Wielen et al., 2018).
Moreover, the discussions in these papers ignore the vital role
TM play in health and health care–seeking behaviour of people,
especially the poor and vulnerable in society – including the older
persons. TM utilization is predominant among Ghanaians with
chronic health conditions (Sato, 2012b; Aikins et al., 2015), and
research shows that older persons are more susceptible to chronic
health conditions compared to younger persons (Aikins et al.,
2014; Prince et al., 2015). Currently, the NHIS provides limited
coverage for chronic conditions (such as hypertension) and does
not cover treatment outside the biomedical care setting, including
TM (Barimah, 2013; Aikins et al., 2014).

Ghana has an estimated 1.6 million older persons (6.7% of the
country’s total population) and this is expected to quadruple to
about 4.8 million in 2050 (8.9% of the country’s estimated

population in 2050) (Amegbor et al., 2018; Minicuci et al., 2014;
World Health Organisation, 2014). Understanding the health-
seeking behaviour of this rapidly growing section of the population
is useful for providing relevant policy direction that contributes
to improved health and well-being of older persons. Importantly
also, prevalence of NCDs is usually considerably higher among
older persons (Aikins et al., 2010; Amegbor et al., 2018;
Minicuci et al., 2014), although such conditions are not currently
covered under the NHIS and could potentially influence health-
seeking behaviours, including the use of TM, due to associated cost
of treatment. This context provides the impetus for examining how
health insurance and wealth status impact the use of TM among
older Ghanaians. Thus, controlling for other factors, the paper
assumes that (1) individuals with health insurance coverage and
(2) individuals in higher income/wealth categories will be less likely
to use traditional healers as their most frequent source of treatment
during illness.

Materials and methods

Data

Data for the study comes from the World Health Organisation’s
Study of Global Ageing and Adult Health (SAGE). SAGE has a
longitudinal design and involves collecting data on the health needs
of older persons in five countries including Ghana. Irrespective
of the focus on persons who are 50 and older, a small sample of
persons aged between 18 and 49 were also included for compari-
son. We used the first wave of the SAGE data collected in Ghana
between January 2007 and December 2008 through face-to-face
interviews with respondents who were selected via a stratified
multi-stage sampling strategy. While the survey for Wave 2 has
been completed, the data are not currently available, hence our
decision to use data from Wave 1. The first stage involved strati-
fying the sample by the 10 administrative regions in Ghana and by
rural/urban location. From this, primary sampling units consisting
of 235 enumeration areas (EAs) were selected. All EAs that did not
have residents who are 50 years or older were excluded. A total
of 5269 households were surveyed with some 5573 individuals
sampled from these households. An estimated response rate of
86% and 80% were achieved at the household and individual
levels respectively. However, this study uses a sub-sample of
individuals who are 60 years or older because this is the official
retirement age in Ghana and the age from which individuals are
categorized as older persons. The final analytical samples used
in the study were 2256.

Measures

Dependent variable: The dependent variable (frequently used
health care type) for this study was a measure of the type of health
care frequently used by older persons during the last three years.
We derived this variable from the following question: “Thinking
about health care you needed in the last three years, where did
you gomost often when you felt sick or needed to consult someone
about your health?” Response categories were as follows: private
doctor’s office, private clinic or health care facility, private hospital,
public clinic or health care facility, public hospital, charity or
church-run clinic, charity or church-run hospital, traditional
healer, pharmacy or dispensary and other. Except respondents
who used a traditional healer (recoded “1= traditional medicine”),
all responses were recoded as “0=modern health facility”.
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Focal independent variables: Health insurance coverage, the
focal independent variable in the study was obtained from
the question ‘do [you] have health insurance coverage?’ with the
following response options: ‘Yes, mandatory insurance’, ‘Yes, vol-
untary insurance’, ‘Yes, both mandatory and voluntary insurance’
and ‘No, none’. The responses were operationalized to indicate
whether respondents had health insurance or not (coded
0= uninsured and 1= insured). The second focal independent
variable in this study, wealth status, was measured by income quin-
tile which is a household asset–based measure of wealth provided
in the data. Income quintile was coded as follows: 0= richest,
1= richer, 2=middle, 3= poorer and 4= poorest.

Other independent variables: We included theoretically relevant
demographic and socioeconomic variables in the study based on
existing literature on health-seeking behaviours. The demographic
variables included in the study were age; sex (coded 1=male,
2= female); ethnicity (coded 1=Akan, 2= Ewe/Ga-Adangbe,
3=Gruma/Mole-Dagbani, 4= other ethnic group); religion (coded
1= Christian, 2=Muslim, 3= Traditional, 4=Other religion/
none); education (coded 0= no formal education, 1= primary,
2= secondary/higher); sector of current or sector of former
occupation if currently retired (coded 1= self-employed, 2= public/
private sector, 3= informal sector); current employment status
(coded0= unemployed/retired, 1= employed);marital status (coded
1=married, 2= separated/divorced, 3=widowed) and location
of residence (coded 1= urban, 2= rural). We also included
respondents’ self-rated health (coded 1= good, 2=moderate,
3= bad), and whether they had ever been diagnosed with at least
one NCD (hypertension, stroke, angina, diabetes and asthma) as
control variables.

Analytical strategy

We employed descriptive statistics, bivariate and multivariate
regression techniques in analysing the data. For the regression
models, we adopted the negative loglog link function in estimating
the relationship between the outcome and independent variables.
The choice of this technique was informed by the skewed nature of
the distribution between the categories of our outcome variable
(modern health facility= 96.8%; TM= 3.2%). Unlike the logit link
function, the negative loglog link function accounts for the specific
problem of skewed distributions where lower categories of the
binary outcome are more probable. This avoids the possibility of
obtaining biased parameter estimates. In all bivariate and multi-
variate analyses, we imposed respondents’ identification number
as a cluster variable due to the hierarchical nature of the data.
This strategy prevents the violation of the independence
assumption in standard regression models. Missing cases in the
data were handled by using the multiple imputation technique.
All analyses were undertaken following the completion of the
multiple imputations in STATA 14. Analyses also accounted for
the sampling weight provided in the data.

Results

Descriptive

From Table 1, most respondents (∼97%) often relied on private or
public modern health facilities, while only a small section of
respondents (∼3%) used the services of TM practitioners. A little
over half (∼55%) of seniors in Ghana do not have health insurance
coverage. Most respondents were Akan (∼48%), Christian (∼70%),
had no formal education (∼63%), were self-employed (∼80%),

Table 1. Distribution of study variables (n= 2256)

Per cent

‘Frequently used health care type’

Modern facility 96.8

Traditional healer 3.2

Insurance status

Uninsured 55.2

Insured 44.8

Income quintile

Richest 21.2

Richer 19.7

Middle 21.6

Poorer 18.6

Poorest 18.9

Age 71.2 (mean)

Gender

Male 49.2

Female 50.8

Ethnicity

Akan 48.3

Ewe/Ga-Adangbe 18.2

Gruma/Mole Dagbani 7.9

Other 25.6

Religion

Christian 70.2

Muslim 15.2

Traditional 8.9

Other/none 5.7

Education

No formal education 63.2

Primary 17.5

Secondary or higher 19.3

Main activity

Unemployed 41.7

Working 58.3

Employment sector

Self-employed 80.0

Private/public sector 13.4

Informal sector 6.6

Marital status

Married 54.2

Separated/divorced 10.6

Widowed 35.2

Location

Rural 60.1

(Continued)
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married (∼54%) and resided in rural locations (∼60%). Majority of
seniors reported they do not have anNCD (∼63%) and close to half
reported their health status as moderate (∼45%).

Bivariate

Figure 1 shows only variables that emerged as predictors of the
outcome variable at the bivariate level. The results show that there
is a statistically significant relationship between the two focal inde-
pendent variables and the most frequently used type of health care.
Seniors who are insured have a 2% decrease in the odds of seeking
treatment from TM healers compared to their counterparts who
are uninsured. Overall, seniors who belonged to lower income
quintiles had higher odds of seeking TM. For example, compared
to the richest, the poorest seniors had a 4% increase odds of
frequently seeking TM. Similarly, compared to the richest, seniors
who belonged to poorer and middle income quintiles had 2% and
5% increased odds of frequently using TM, respectively.

In addition to the two focal independent variables, two other
independent variables were significantly associated with the type
of health care (see Table 2). Respondents who indicated they were
widowed had 2% decreased odds of frequently using TM compared
to seniors who are married. Seniors who indicated they had one or
more NCD had a 2% decrease in the odds of seeking TM compared
to those who had no NCD.

Multivariate

It is important to note that there was a general significant increase
in the size of the parameter estimates in the multivariate results
(see Table 3). Figure 2 shows the visual comparison in the changes
in the coefficient estimates for the focal independent variables
between Models 1 and 2. In Model 1, only income quintile was

Table 1. (Continued )

Per cent

Urban 39.9

NCD status

No 62.7

Yes 37.3

Self-rated health

Good 31.3

Moderate 45.4

Bad 23.3

Figure 1. Bivariate negative loglog regression of ‘frequently used health care type’
(n= 2256)

Table 2. Bivariate negative loglog regression of ‘frequently used health care
type’ (n= 2256)

Coef. (Std. Err.)

Insurance status (ref: uninsured)

Insured −0.02 (0.01) *

Income quintile (ref: richest)

Richer 0.02 (0.01)

Middle 0.05 (0.01)**

Poorer 0.02 (0.01)*

Poorest 0.04 (0.01)**

Age 0.00 (0.00)

Gender (ref: male)

Female −0.01 (0.01)

Ethnicity (ref: Akan)

Ewe/Ga-Adangbe −0.01 (0.01)

Gruma/Mole-Dagbani −0.02 (0.01)

Other 0.00 (0.01)

Religion (ref: Christian)

Muslim 0.03 (0.02)

Traditional −0.01 (0.02)

Other/None 0.01 (0.02)

Education (ref: no formal education)

Primary 0.00 (0.01)

Secondary/Higher 0.00 (0.01)

Current employ (ref: unemployed)

Working 0.01 (0.01)

Sector of employment (ref: informal)

Public/private −0.01 (0.01)

Informal sector −0.01 (0.01)

Marital status (ref: married)

Separated/divorced 0.00 (0.02)

Widowed −0.02 (0.01)**

Location (ref: rural)

Urban −0.02 (0.01)

NCD status (ref: no)

Yes −0.02 (0.01)**

Self-Rated Health (ref: good)

Moderate −0.01 (0.01)

Bad 0.01 (0.01)

*** p< 0.001, ** p< 0.01, * p< 0.05
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significantly associated with ‘frequently used health care type’ in
the last three years. Further investigation revealed that income
quintile suppressed the relationship between insurance status

and ‘frequently used health care type’. The findings show that
seniors who belonged in the middle income quintile had 56%
increased odds of seeking TM compared to the richest.
Compared to the richest, the odds for the poorest seniors fre-
quently seeking TM were 48% higher.

In Model 2, while the relationship between income quintile and
‘frequently used health care type’ remained robust, the relationship
between insurance status and ‘frequently used health care type’ also
became statistically significant. Further analysis revealed that the
relationship between insurance status and ‘frequently used health
care type’ was mediated by marital status. Seniors who had health
insurance coverage were also 17% less likely to frequently seek
treatment from a TM healer relative to the uninsured. The odds
of richer seniors seeking treatment from a TM increased by 40%
compared to the richest. Seniors in the poorest income quintile
observed the highest percentage increase in coefficient estimates
between Model 1 and Model 2 (see Figure 2). For this group,
the odds of frequently seeking TM increased by 61% when
compared to those in the richest quintile.

The results also show that two of the selected socioeconomic
variables emerged as significant predictors of ‘frequently used
health care type’ in the last three years. While religion had a pos-
itive relationship with ‘frequently used health care type’, marital
status had a negative relationship. Specifically, seniors who were
identified as Muslims had 36% increased odds of frequently seek-
ing TMhealers compared to Christians. On the other hand, seniors
who indicated they were widowed had 29% decreased odds of
frequently seeking TM relative to those who were married.

Discussion and Conclusion

Our study sought to examine the effect of health insurance and
wealth status on health care–seeking behaviour of older people
in Ghana. It is a widely held believe that TM is a popular form
of health care – in terms of access, cost, availability and acceptance
– in Ghana and other SSA countries (Pouliot, 2011; Sato, 2012a;
Powell-Jackson et al., 2014). Recent evidence in the literature
questions this widely acclaimed popularity of TM in Ghana and
SSA, particularly without adequate consideration for the context
of utilization (Amegbor, 2017a, 2017b; Sato, 2012b). The findings
of this study show that the majority of Ghanaian older adults
(96.8%) reported using modern health care, which is consistent

Figure 2. Multivariate negative loglog regression of ‘frequently used health care type’
(n= 2256)

Table 3. Multivariate negative loglog regression of ‘frequently used health care
type’ (n= 2256)

Model 1 Model 2

Coef.
(Std.
Err.) Coef.

(Std.
Err.)

Insurance status (ref: uninsured)

Insured −0.14 (0.09) −0.17 (0.09)*

Income quintile (ref: richest)

Richer 0.37 (0.19) 0.40 (0.18)*

Middle 0.56 (0.19)** 0.62 (0.19)**

Poorer 0.37 (0.20) 0.46 (0.20)*

Poorest 0.48 (0.18)** 0.61 (0.19)***

Age 0.00 (0.01)

Gender (ref: male)

Female 0.06 (0.11)

Ethnicity (ref: Akan)

Ewe/Ga-Adangbe −0.15 (0.13)

Gruma/Mole-Dagbani −0.38 (0.22)

Other −0.17 (0.13)

Religion (ref: Christian)

Muslim 0.36 (0.14)*

Traditional −0.08 (0.19)

Other/none 0.10 (0.17)

Education (ref: no formal
education)

Primary 0.06 (0.10)

Secondary/higher 0.17 (0.15)

Current employ (ref: unemployed)

Working 0.05 (0.10)

Sector of employment (ref:
informal)

Public/private −0.03 (0.18)

Informal sector −0.18 (0.16)

Marital status (ref: married)

Separated/divorced 0.01 (0.12)

Widowed −0.29 (0.12)*

Location (ref: rural)

Urban −0.01 (0.09)

NCD status (ref: no)

Yes −0.16 (0.09) −0.15 (0.09)

Self-rated health (ref: good)

Moderate −0.10 (0.10) −0.08 (0.09)

Bad 0.08 (0.12) 0.12 (0.12)

***p< 0.001, ** p< 0.01, * p< 0.05
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with evidence from other recent studies (Sato, 2012b).
The popularity of modern care is restricted not only to health care
facilities but also in self-care managing of common diseases such as
malaria (Fenny et al., 2015). In cases of recurring diseases and
chronic diseases, the use of TM tends to be relatively higher than
biomedicine (Aikins, 2005; Sato, 2012b). The literature further
indicates that in remote and rural areas where there are deficiencies
in modern health facilities, the population are more likely to use
TM to address health care needs (Aikins & Marks, 2007;
Powell-Jackson et al., 2014). Findings in this paper demonstrate
the need to contextualize TMutilization with prevailing health care
cost and means of payment.

Health insurance coverage remains a crucial enabling resource
for accessing modern health care services (Fenny et al., 2016).
It provides a higher degree of financial risk protection against cost
associated with seeking treatment. It also reduces health care
expenditure significantly for insured persons (Saksena et al.,
2011; Kusi et al., 2015; Kansanga et al., 2018). However, these
risk-pooling and financial protection do not cover TM or other
alternative forms of health care. Among the poor and vulnerable,
such as older persons in Ghana, inability to pay for modern health
care results in delays in seeking treatment or forgoing treatment
(Robyn et al., 2012). It is also important to note that a considerable
proportion of Ghana’s older adult population is uninsured despite
health premium age-exemption criterion for persons 70 years or
older (Parmar et al., 2014). In view of this, we argue that uninsured
older persons do not have the financial cushion associated with
seeking modern health care; hence, they may resort to less expen-
sive forms of treatment such as using TM or self-medicating with
TM (Amegbor, 2017a, 2017b).

Income remains an important determinant of health care–
seeking behaviour and health insurance enrolment. A considerable
number of persons of lower income status are unenrolled in the
NHIS, a situation largely attributable to limited financial capabil-
ities to meet the insurance premium (Dixon et al., 2011; Jehu-
Appiah et al., 2011; Aryeetey et al., 2013; Kusi et al., 2015).
In the midst of widespread poverty, individuals often have to make
a budgetary trade-off for vital goods such as food, in order to afford
the health insurance premiums (Dixon et al., 2011; 2014; Fenny
et al., 2016). Economic vulnerability of persons of lower income,
as well as their inability to afford health insurance premiums,
means this section of the Ghanaian population have limited access
to and use of modern health care services. As evident in this study,
older persons in lower income quintiles were more likely to report
using TM for their regular health care needs. This may be due to
their inability to afford the cost associated with seeking modern
care. TM offers a cheaper alternative form of health care for the
poor and vulnerable; and it is also readily available in rural com-
munities where most low income older adults live (Parmar et al.,
2014). As shown in this paper and others, persons with higher
incomes are less reliant on TM for their regular health care needs
(Pouliot, 2011; Sato, 2012a; Thorsen & Pouliot, 2015), partly
because they can afford the cost associated with seeking modern
health care as well as pay premiums for health insurance coverage
to guarantee access to modern care when needed (Jehu-Appiah
et al., 2011; Sato, 2012a; Fenny et al., 2016; Dalinjong et al.,
2017). The rich turn to TM only in cases of chronic health where
biomedical care fails to provide a cure (Aikins, 2005; Sato, 2012b).
Even in such situations, they rely on the services of licensed and
commercial TM practitioners compared to the poor and disadvan-
taged who mostly rely on TM for self-treatment or rely on non-
commercial TM healers (Amegbor, 2017a; Pouliot, 2011).

The findings of our study have several policy implications.
Although numerous studies have examined the effect of income
and health insurance status on access to modern care, our under-
standing of how these two variables influence choice between
TM and modern care use remain limited. Findings from this
study demonstrate that TM is a vital health care resource for poor
and uninsured older persons in Ghana. However, the existence of
quack healers, untested or counterfeit TM remedies pose a danger
to the uninsured and lower income older adults who depend on
TM for primary health care and other health needs. Regulation
of TM practices and products in Ghana, like most SSA countries,
remains a challenge – providing justification for their current
exclusion from public health delivery under the Ministry of
Health. TM products and remedies in Ghana are largely untested
and do not have approval from state regulatory institutions
such as the Centre for Plant Medicine Research (CSRPM), the
Food and Drugs Authority and the Ghana Standards Authority.
Consequently, some TM products may pose health dangers to
users due to their potential toxicities (Pouliot, 2011; Sato,
2012b). Thus, there is the need to fast track the inclusion of
TM practitioners, drugs and health centres under the Ministry
of Health. Including TM under the Ministry of Health must
only be undertaken after ascertaining, on a case-by-case basis,
efficacy and establishing best practices. This will help minimize
the risk of harm for the public, especially for the uninsured and
the poor who frequently rely on TM during times of illness.

The findings of this study ought to be considered in view of
some limitations. TM, as used in this study does not incorporates
the use of TM in self-care context. While a substantial majority of
older adults use modern health care for their regular health care
needs, the literature demonstrates a high level of TMuse in self-care
context (Danso-Appiah et al., 2010; Pouliot, 2011; Chipwaza et al.,
2014). Respondents of the SAGE survey may have limited their
response to TM to professional care as the response categories only
reference the use of professional TM service. Also, theWHO SAGE
wave 1 is a cross-sectional data; hence, we cannot draw causal rela-
tionships between health insurance status and the ‘frequently used
health care type’ or income status and the ‘frequently used health
care type’. Future studies can use subsequent waves of SAGE in
addition to Wave 1 to examine the temporal effect of health insur-
ance and wealth status on the use of TM among older Ghanaians.
Our study also focused on frequent health care–seeking behaviour
which may not be similar to health care–seeking behaviour for spe-
cific illnesses or disease episodes (Amegbor, 2017b).

Concerns around efficacy and dosage of TM remain important
discussion points that drive the conversation towards incorporat-
ing TM in mainstream health care delivery in Ghana. While such
ongoing discussions remain important, it is imperative to under-
stand TM utilization patterns, particularly in the context of
Ghana’s NHIS health equity mandate. In this paper, we provided
evidence of the factors associated with TM use among older
Ghanaians. This understanding is important because it provides
useful information that can be incorporated in the broader discus-
sion of strategies to improve primary health care access from
the perspective of older people’s health utilization behaviours.
The findings from our study demonstrate that TM is a popular
source of access to health care among uninsured and older persons
with lower incomes. This reiterates the need to improve NHIS
coverage for poor older persons and calls for the need to regulate
TM and incorporate it into the broader health care system.
This will go a long way to protect the poor and uninsured older
people from seeking treatment from unlicensed TM practitioners.
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