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Abstract

Access to public healthcare in Nairobi County is unequal among social classes.
Lower social classes have worse healthcare than either the upper or the middle
classes. These health inequalities are correlated with socio-economic inequali-
ties. The higher socio-economic classes have better access to healthcare than
the lower socio-economic classes. Higher incomes, education, employment
and wealth result in better health of the households in the County. Unequal
access to healthcare contributes to disparities in health status, increases costs
for both the insured and the uninsured. Lack of access to healthcare reduces
disposable incomes, particularly burdening the lower income households.
These households cannot afford the care they need. This has forced them to
forego such care altogether. The objectives of the study were three, namely: to
evaluate the influence of demographic variables in access to public healthcare,
to evaluate the influence of socio-cultural factors in access to public health
care, and to evaluate the influence of institutional factors in access to public
healthcare. The study used descriptive design, specifically, cross-sectional de-
sign for collection, measurements and analysis of data. The study took place
in Nairobi County. The target population was households living in Nairobi
County, where the sample was drawn from. The sampling techniques in-
cluded multi-stage random sampling, random sampling, stratifies random
sampling, cluster random sampling, convenient sampling and purposive
sampling. The sample size was obtained using Chadha’s formula (2006) to
arrive at 1066 sample size. Data collection instruments included observations,
face-to-face interviews, questionnaires, in-depth interviews and focus group
discussions. Qualitative data was analyzed thematically but quantitative data
was analyzed using descriptive statistics. Data was analyzed using SPSS ver-
sion 23. The results show that there were positive correlations between inde-
pendent and dependent variables. The P-value was statistically significant.
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The results were not due to random chance and that P-0.01 < 0.05 and this
confirms a positive relations ships between the variables. The relationships
were mutually inclusive and highly correlated. On that basis, the null hypo-
theses were rejected and the alternate hypotheses accepted. The results show
that demographic (disposing), socio-cultural (need) and institutional (enabl-
ing) factors influence access to healthcare. Socio-economic factors should be
addressed to benefit all the households. Socio-cultural factors should be dis-
tributed fairly among the households. Health systems should be improved and
adequately financed to provide the requisite resources to all the households.

Keywords

Social Class, Access to Healthcare, Health Inequalities and Socio-Economic
Status

1. Introduction

Access to healthcare among the various social groups is unequal in both devel-
oped and developing countries. In the United States, access to healthcare is un-
equal among families with different socio-economic backgrounds. For example,
low income families have less access to healthcare, and this explains why they
have high infant mortality rates compared to families of high incomes. Evidence
also show that African Americans, Red Indians and Hispanics have less access to
healthcare due to their racial backgrounds compared to the majority whites
(Barr, 2008). Socio-economic and racial factors play a key role in the distribution
of access to healthcare.

In France, access to healthcare for manual workers is less compared to profes-
sional workers. Professional workers have better socio-economic resources, de-
fined by income, occupation and education, which positively influence access to
healthcare. The manual workers have less of these socio-economic resources,
hence, the reason for not having good access to healthcare. In this case, occupa-
tion or employment statuses have some influence on access to healthcare.

In Canada, low income population has less access to healthcare compare to
middle or high income population (Ibid). As a result of this health differences,
life expectancy is lower among the lower income households compared with the
higher income households (Wilkinson, 1976). Income in this case appears to
have an important influence on access to healthcare. Households with high in-
comes can purchase healthcare services at private or specialized outlets. But
those with less income have limited options and this limits their access to
healthcare.

In another study, evidence show that Eskimos have less access to healthcare,
due to their origin status, compared to the native Australians. Originality status
appears to affect access to healthcare. In this study, the native Australians have

better advantages over the non-population. The evidence suggests that the
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non-locals are discriminated against and do not access equal resources and op-
portunities like the locals. Origin, language (Avila & Bramlett, 2013) and color
appear to be important factors in this study.

Like in the previous publications, low income continues to be an important
factor. In Britain, low income population has less access to healthcare compared
to the higher income populations (Donabedian, 1990). Income includes wages,
salaries, rents, pensions and gratuities among others affect access to healthcare.
Those with high incomes have capacities to procure healthcare at all costs. Those
with less income have less opportunities or resources to access healthcare.

The studies above show that access to healthcare was unequal among social
classes. Socio-economic and cultural factors are distributed unequally and the
upper social hierarchies have better access to healthcare, compared to the lower
social classes. Health inequality persists despite the fact that these are developed
countries with advanced health system. These gaps need further researcher and
proportionate policy interventions.

In some Sub-Saharan countries, access to healthcare is still common despite
numerous research and policy interventions. The World Bank shows that 50% of
African population has access to modern facilities, and more than 40% do not
even access clean water and sanitation. Immunization has not covered the entire
population. This has resulted in high levels of maternal and infant mortalities,
despite adequate human and material resources at their disposal.

Access to healthcare among poor Tanzanians is poor compared to the weal-
thy. This is more pronounced in rural areas, where incomes, education, em-
ployment is low compared to the urban areas (Schellenberg et al., 2003). In
Uganda, access to healthcare is adversely affected because of poor health sys-
tems-poor hospitals, lack of equipment, low staff capacities leading to high in-
fant mortality rates (Donabedian, 1990). The low socio-economic class popula-
tion have limited options compared to the upper and middle class who can af-
ford health insurance cover and use of private facilities (Brawley, 2000).

Like the developed world, selected Sub-Saharan Africa provides limited access
to healthcare for its population. Sub-Saharan Africa is endowed with many nat-
ural and human resources, and yet access to healthcare is still a major problem.
Socio-economic, socio-cultural and institutional disparities continue to influ-
ence access to healthcare. Resources have been expended on health systems, but
access to healthcare remains a significant challenge. These countries continue
with further research and policy interventions to try to provide access to health-
care to the entire population.

Access to healthcare in Kenya is delivered by Government, Non-Governmental
organizations and the private sector. The government runs 41%, the
non-governmental organizations 15%, and the private business 43%. The Gov-
ernment owns most of the hospitals, health centers and dispensaries. However,
clinics and nursing homes are managed by the private sector. Access to health-

care is provided through a network of over 5000 health facilities countrywide.
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These facilities include the national referral hospitals, county referral hospitals,
district and sub-districts, health centers and dispensaries. National referral hos-
pitals are at the top, and they provide complex healthcare services. Kenyatta Na-
tional Hospital and Moi Referral Hospital lead in providing highly complex
healthcare services. However, private hospitals like Nairobi Hospital, Aga Khan
and many more others are the equivalent and provide highly sophisticated
technology and top qualified personnel. County referral hospitals, district and
sub-districts provide less but important health services. At the bottom are the
health centers and dispensaries that provide other services, especially primary
healthcare. The minority of the population access healthcare through the use of
traditional specialists (spiritual healers, bone setters, and herbalists).

Access to healthcare is important for all persons in the population. It increases
physical, social and mental health of the individual; it improves the quality of life
(IOM, 1993). Access to healthcare is important in promoting and maintaining
good health; it helps manage and reduce unnecessary diseases. It also prevents
early death besides achieving health equity among the population. Access to
healthcare is therefore imperative in order to achieve good health and equity for
the whole population (IOM, 1993). Access here includes coverage (Durham, et
al. 1998), services (Starfield, 2004), and timeliness (Brotherton et al., 2005).

In this thesis, socio-cultural factors (need) which are culture, values, habits,
race, ethnicity, language, social cohesion and social resources/capital are dis-
cussed to find out their influence on access to healthcare, amongst others; and
institutional (enabling) factors that include policies, governance, infrastructure,
health facilities, health financing, insurance and health personnel. The goal is to
increase access to healthcare and the objectives are to show the influence of these
factors on access to healthcare.

This study focuses on access to healthcare in Nairobi County. The results
show that access to healthcare is unequal among the households. Only a small
number of households’ access healthcare but the majority go without adequate
access or no access at all. The majority is the lower socio-economic classes, who
have less or no opportunities to access healthcare resources compared to the
upper and middle classes. These limitations to access have negative effects on the
health and potential of the households affected. This is the knowledge gap that
the study attempted to fill. A further research is necessary to fill the gap. Policy
makers also need to address all these dimensions including, material (so-
cio-economic), cultural (social resources/capital) factors and institutional that
affect access to healthcare.

Descriptive design is used to conduct the research. Data collections will use
various methods that include sampling techniques such as multistage random
sampling, convenient and cluster random sampling. Collections instruments in-
clude in-depth interviews and focus group discussion for objective two, and in-
terviews, key informant interviews, and questionnaires for objective one and

three. Descriptive statistics are used to analyze and interpret data. Using SPSS,
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version 23, the results are analyzed and statistical information provided. The ob-
jective of the analysis is to find out the relationships between the va-
riables-independent variables and dependent variables. The analysis shows cor-
relation coefficient, Pearson product correlation, Chi-Square and regression of

the variables under investigation.

2. Definitions of Concepts

2.1. Social Class—Independent Variable

Social class refers to a group of people in a society who have the same so-
cio-economic status. The concept refers to a collection of individuals who share
similar conditions. The concept has also been used to refer to a group of people
who have similar levels of wealth, influence, and status. Sociologists have used
three methods to determine social class: upper, middle and lower class. Gullup
has used “five levels to define social class: upper, upper middle, middle, working
and lower class”. Gilbert defines social class, “as groups of people/families who
are more or equal in rank and differentiated from other families above or below
them with regard to characteristics such as occupation, income, wealth and pres-
tige”.

Social class is therefore a set of concepts used in social sciences and political
theory to mean social stratification in which people are grouped hierarchically in
social categories, most common being the ones referred presently.

Pierre Bourdien has attempted to explain “social reproduction, the tendency
for social class status to be passed down from one generation to the next”. This
happens because each generation acquires cultural capital (tastes, habits, expec-
tations, skills ...). Ogburn and Nimkoff define social class as “one or two broad
groups of individuals who are ranked by members of the community in socially
superior and inferior positions”.

However, Max Weber defines social class as “class or aggregates of individuals
who have the same opportunity of acquiring good, the same exhibited standard
of living”. Sociologists here see social class as a powerful form of stratification
but other layers can be drawn on such factors as age, gender, and ethnicity and
so on. In that regard, “placing people within such layers or strata means that
some will be in higher or lower positions; others will have power, whereas others
will be relatively powerless”.

Max Weber (1864-1920) argued that social class was based on a person’s
market position which is basically how much money or wealth they have and
their bargaining power to get this.

Karl Marx social theory acknowledged two social classes: Bourgeoisie who are
the owners of the means of production and the Proletariat, the workers who
have sold their labor, referred to as the exploited masses. According to Karl
Marx, these are a people who are in a relationship to the means of production.
The bourgeoisie own capital and the proletariat own their labor. Karl Marx views

such relationships exploitative, shown by “surplus value”
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Karl Marx aimed to bring about a classless society where common means of
ownership are practiced. He regarded capitalist society as exploitative as every-
thing was determined by money and economics. In his view, ruling ideas are
imposed on lower class, and this explains persistence of capitalism. In that re-
gard, Karl Marx, argued, each social class should have its own ideology and sys-
tem of beliefs. Karl Marx advocated for a revolution whereby society would be
classless. This Marxist definition and interpretation of social class is paramount
to the study. This is because society focused on access to healthcare based on so-
cio-economic resources. The question as to who controls or directs the alloca-
tions of resources is of paramount importance to the study.

In the study, social class was operational zed on the basis of age, gender, in-
come, education, occupation, marital status, wealth and place of residence. So-
cio-economic status in the study is broken into three levels: upper, middle and
lower class. These are measured/operational zed social class based on the criteria
shown below; age, gender, income, education, employment, marital status, and
wealth. Socio-economic status is broken into three levels; upper, middle and
lower, and assets are categorized as income, education and occupation. These are
used to measure the social position of the household in the stratification of the

society.

2.2. Access to Public Healthcare—Dependent Variable

Karl Marx viewed access to healthcare in terms of political power and economic
dominance in a capitalist society. He argued that major improvements in health
system could not occur without fundamental changes in broad social order. In
his view, the health system mirrored the social order in society. He saw the
bourgeoisie as the controllers of the health systems, health institutions, and the
health workers were stratified according to the dictates of the capitalist system.
This system could therefore not allow occupational mobility of the health work-
ers.

Karl Marx argued that governments spend less on ill health, poor housing and
institutional structures. In that view, ill health was viewed as a class problem that
was related to social inequality. Access to healthcare was therefore class based,
between the bourgeoisie and the proletariat (Bartley, 2004a, 2004b). The bour-
geoisie who control most resources had better access to healthcare. On the other
hand, the proletariat had less because of their social position in class. The solu-
tion to equitable access to healthcare was a transformation of socialism into
communist state/society. This is a classless society, stateless human society based
on common ownership; each according to his ability and needs. In this society,
no one would have power over another and everyone should be equal. This ideal
situation would give equal access to healthcare to everyone.

Access to healthcare is central in the performance of health systems around
the world. Access to health is defined as a way of approaching, reaching a

place, opportunity to reach a health facility. It has also been defined as access
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to a service, a provider, or an institution; access here is defined as the oppor-
tunity (Gulliford et al., 2002). Access to healthcare means helping people to
command appropriate healthcare resources in order to preserve or improve
their health. This implies that services should be available and adequate to
supply the services required. People should have the opportunities to obtain
healthcare, and in that way, they can access healthcare. Some definitions sug-
gest that access means having timely use of personal health services to achieve
the best health outcomes. In this context, coverage facilitates entry into the
health system.

Access to healthcare has been conceptualized in several ways (Andersen &
Davidson, 2001). In this study access to healthcare, was measured/operationalized
using the following dimensions: accessibility, approachability, acceptability,
availability/accommodation, affordability and appropriateness. The model used
shows the factors that lead to the use of health services. In this study, access to
healthcare is determined by socio-cultural factors: need factors: culture, social
resources, social capital, ethnicity, race, language spoken, discrimination, family

support and poverty.

3. Methods

Population

Polit and Hungler refer to the population as an aggregate or totality of all
the objects, subjects or members that conform to a set of specifications. In this
study, the population, were all the households of all races/tribes, age groups,
income levels, educational status, employment status, marital status, wealth
status, residential areas who lived in Nairobi County during the survey. The
people in the population must be in possession of specific characteristics in
order to be included in the study. The eligibility criteria in this study were that
the participants had to be residents in Nairobi County, have voluntarily ac-
cepted to participate in the study and that they also use health facilities in
Nairobi County.

Sampling techniques

The procedure used to select a portion of the population to represent the en-
tire population is sampling (LoBiondo-Wood & Haber, 1998). A number of
households who voluntarily accepted to participate in the study were selected.
This procedure of selecting a sample to be studied rather than attempting to
study the entire population of households saved money and time. This is so be-
cause obtaining data from the entire population, analyzing and interpreting
would have been impossible to finish within the time constraints and limited fi-
nancial resource.

Sample

A sample is a subset of a population selected to participate in the study; it is a
fraction of the whole, selected to participate in the study. In this survey, a subset

of 1066 households was selected out of the entire population of households who
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voluntarily accepted to participate in the study, in Nairobi County. Chadha’s

formula (2006) was used to determine the sample size:

Required information:-
Anticipated population proportions = P, & P,
Confidence level = 95%
Absolute precision required on either side of the true value of the difference
between proportions = d

Sample size can be estimated using the following formula:

z’ ,[R(1-R)+P(1-B)]

n= e (3)

P, P, = anticipated value of the proportions in the two populations.

For confidence level 95% zis taken as 1.96

Nairobi West
> 2% =0.2155=22%
985016
Nairobi East
), = 369866 =0.375=38%
985016
Nairobi North
P, = 327428 =0.33=33%
985016
Westlands
542
4 :—7 / =0.07=7%
985016
1.96* {0.22(1 - 0.22) + 0.38(1 - 0.38) + 0.33(1 - 0.33) + 0.07(1 - 0.07)}
n=
0.05*

n= 1066 households

A total of 1066 households were surveyed using a random and multilevel

sampling approach, respectively. These constituted the population for the study.
As mentioned earlier, it was not always possible to cover all the population but
this allowed for the highest accuracy to be obtained. The sample was therefore

deemed reliable and appropriate to the study.

Multistage sampling is taking of samples in stages using smaller and smaller

sampling units at each stage. This is a form of cluster sampling that involved
several cycles of sampling. Counties were divided into clusters and then sam-
pled. These selected clusters were further divided into smaller clusters and
re-sampled again. This process was repeated till the ultimate sampling units

were selected at the last of hierarchical levels.

Snowball technique was used to identify 10 households’ members who dis-
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played the qualities or characteristics of interest to the study. After obtaining the
information from the selected households, the researcher requested the respon-
dents to assist in locating other respondents who would provide similar infor-
mation. This method was found useful because the population with such cha-
racteristics were not easy to identify while others were unwilling to provide sen-
sitive information.

A convenient sample comprising 20 health officials from the County was se-
lected during the interview. A convenience sample is readily accessible persons
in the study (De Vos 1998). These were health officials who were readily availa-
ble and they fitted the criteria set for the study. However, the risk of bias is great,
because each member of the population does not have an equal chance of being
included in the sample. The results obtained may therefore not be generalized to
the entire population.

A stratified sample comprising 100 health workers was divided into different
sub-groups according to their job titles, and then randomly selected for the
study. Specialist group titles included medical officers, dentists, dental clinics,
clinical officers, enrolled nurses, public health officials, pharmacists, technicians
and others. This was found useful because each sub-group received proper re-
presentation within the sample. This also provides a better coverage of the pop-
ulation. The research has control over the subgroups to ensure all are
represented.

This method was also used to select 20 health facilities for the study. The
total population of health facilities was divided into sub-groups including na-
tional hospitals, county referral hospitals, district hospitals, sub-district hos-
pitals, health centers, and dispensaries. Thereafter, they were randomly se-
lected for the study. This enabled the researcher to high light each sub-group
within the population. This method ensures the presence of each sub-group
within the sample.

The study found it more economical to choose a sample of 1066 households,
instead of studying the entire population of households in Nairobi County. The
study also found it unnecessary to collect data from the entire population, as the
responses from the sample were adequate to secure the information needed. This
sampling technique was useful because of low costs and less time consuming;
this suitable in situations where resources are limited.

Data collection instruments

In this study, data was collected using multiple techniques. The purpose of the
study was to increase access to healthcare; to specifically determine the influence
of selected factors in access to healthcare.

Qualitative data was collected using in-depth interviews and focus group dis-
cussions. The data collected was non-numerical. The participants were asked to
respond to general questions and interviewers probed and explored the respon-
dents to identify and define households’ perceptions, opinions, and feelings

about the phenomenon under study.
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In-depth interviews were conducted with key informants and samples of res-
pondents. The interviewers invited between 6 - 10 participants to talk about the
phenomenon. The interviewer made sure that the environment was pleasant and
in some cases provided light refreshments to create a relaxed environment.

The objective of the in-depth interviews was to generate the following infor-
mation: perceptions on services received, opinion on the benefits of health in-
surance, impact of the health facilities and attitudes on health facilities/ health
workers.

Focus groups were classified according to the organization of the sessions.
Some sessions were highly structured, whereas others were slightly structured.
This was a focus group interview. Focus Group discussions explored the house-
hold’s perceptions on factors that influence access to healthcare services. Here,
the researcher designed specific topics that formed the subject of discussion.
They were used for both male and females. In this study, FGDs were held in
English and Kiswahili. However, in some parts of Embakasi and Kibera both
languages were not understood. The research assistant had to engage an inter-
preter to help translate in the language understood. The information sought in-
cluded: households’ values, culture, opinions and attitudes about health facilities
and health workers.

Multivariate Analysis

Qualitative data analysis was on socio-cultural variables in objective two. So-
cio-cultural factors analyzed included culture, language, social capital, poverty,
race, ethnicity, migrant status, habits, values and others. The study hypnotizes
that socio-cultural variables have an important influence on access to public care
services.

Data were analyzed using various themes. These themes came from the review
of the literature, characteristics of the phenomenon being studied, common
sense, constructs, researcher’s values, and personal experience with the subject
matter. This is what ground theorists call open coding, and what content ana-
lysts call qualitative analysis or latent coding.

The transcripts were analyzed using thematic analysis and analytical phases
included becoming familiar with the data, generating new codes, searching for
and review for themes and patterns. The assistant researchers read each tran-
script a number of times in order to familiarize them with the content and the-
reafter generated initial codes. Items describing similar ideas were grouped,
coded manually, and sorted to capture common themes. The team next re-
viewed, defined, named and identified the themes. The team conducted all ana-
lyses and resolved discrepancies through discussions. The objective here was to
measure the relationship between socio-cultural factors and access to health-

care.

4. Ethical Consideration

The National Commission for Science, Technology and Innovation approved the
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study’s research protocol on 14th July, 2015 for a period ending 18th December,
2015. Permit No. NACOSTI1/P/15/7814/6977 was issued on 14th July. 2015. The
Ministry of Health authorized the study to be carried out on its health facilities;
The Ministry of education too authorized the study to be carried out; The
County Government of Nairobi, Health Department authorized the study to be
carried in the County.

Households in Nairobi County were eligible to participate in the study, 15+
years of age, and they live in Nairobi. Prior to participating, all individuals re-
ceived a letter describing the study purpose and procedures, and that participa-
tion was voluntary. Oral and written consent was obtained from the participants
before the interviews commenced. Al the data obtained was held confidential.
The use of the data collected, the purpose and access to information as well as
the role of the researcher was explained. The interviewers explained the useful-
ness of the study findings, which was to help plan improvements of access to

public healthcare among various stakeholders.

5. Findings

This section uses qualitative data from observations, interviews, focus group
discussions and in-depth interviews. The data collected shows the responses and
perspectives of the respondents on attitudes towards new policies/regulations,
culture, behaviors, attitudes, values, poverty, deprivations, social resources, so-
cial capital, communication, discrimination and so on. In this section, factors
will not be referred to as variables. This is because in qualitative studies, we often
do not use variables. However, there is a very thin line between independent and
dependent variables. The study examined patterns and meanings of various fac-
tors above that affect access to healthcare.

Attitudes towards new regulations

Findings show that 10% of the respondents liked the new regulations on social
insurance. They understood them and frequently benefitted from them. The
30% of the respondents somehow liked the new regulations. They partly used
them to access healthcare. However, the majority 60% did not like the new regu-
lations. They neither used them nor even understood them. According to them,
these new regulations were a preserve of households of upper and middle class
hierarchies. This failure to appreciate the regulations further alienated them for
access healthcare.

The new regulations increased access among the upper and middle class social
groups. On the other hand, the failure to appreciate new regulations undermined
their capability to access healthcare. Attitudes therefore are important factors
that affect access to healthcare. We therefore infer that attitudes can be inter-
preted to have significant influence on access to healthcare. Using content analy-
sis, we use this behavioral data to classify, summarize and tabulate data. These
are important factors that influence access to healthcare for all the groups, as
shown in Table 1.
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Table 1. Attitudes towards new regulations.

Social classes Frequency Percentages %
Upper class 100 10
Middle class 302 30
Lower class 604 60

Frequency distributions show the values of the observations and how often
they occur. Responses from the lower class occur more frequently than both the
upper and middle class. The percentages show the relationships between differ-
ent sets. Attitudes and access to healthcare are mutually inclusive. There is a
positive correlation coefficient between attitudes and access to healthcare.

Perceptions and perspectives towards services provided

The majority of the respondents, 60% lower class were not satisfied with the
services provided by the County health systems. The healthcare delivery systems
did not satisfy their needs as they are not treated well by the healthcare person-
nel. All kinds of treatments were quite unsatisfactory, and this limited their
access to healthcare.

On the other hand, 30% of the middle class households expressed satisfaction
with healthcare services. The services were not readily available but they were
satisfied with what was available. This is so because this category had additional
opportunities that gave them access to healthcare in private facilities. They had
alternative options compared to the lower class.

But the 10% of the upper households had poor perceptions and perspectives
but they did not care about services given. This category of social class had better
socio-economic resources that gave them many options to access private health-
care. Whether services were available or not, was of less significance given the
opportunities before them. Perceptions and perspectives were categorized and
presented in frequencies and percentages as shown in Table 2.

Satisfaction with health services is important and tends to increase access
healthcare. Consequently, satisfaction has a significant influence on access to
healthcare. Satisfaction and access to healthcare were mutually inclusive as the
association showed a positive relationship.

These relationships are expressed in frequencies and percentages. The fre-
quencies show the value of the observations and how often they occur. They also
help to compare the two data sets—satisfaction and access to healthcare. Per-
centages help to show the relationships between the data sets.

Access to healthcare services

10% of the upper class were not very concerned about access to healthcare
services. This is because they were not using public facilities much. Their
healthcare was mainly in private health facilities, given that they had better op-

portunities to purchase private healthcare services.
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Table 2. Perceptions and perspectives.

Social class Frequency Percentage%
Upper class 100 10
Middle class 302 30
Lower class 604 60

On the other hand, 30% of the middle class care somehow about access to
healthcare services. They partly used public facilities and therefore accessibility
was to some extend important. This was because they had some socio-economic
packages that gave them some options to use private healthcare.

However, the majority 60% of the lower class viewed access to healthcare as a
very important component of their healthcare. They entirely depend on public
health services and any delays or otherwise seriously affected them. This is so
because they entirely depend on public facilities to access healthcare. They have
no opportunities, given their deprived status to access healthcare. These percep-
tions on access to healthcare as shown in Table 3.

Access to healthcare was a very important factor and it determined healthcare
among the people. Access to healthcare was an important factor that determined
the nature of access people achieved. Positive attitudes towards access to health-
care are important. Positive attitudes are mutually inclusive to access to health-
care.

The data is displayed infrequency tables in order to show the number of times
each score occurs. The percentages are used to compare the information dis-
played. The results show a positive association between the factors. The correla-
tion shows a strong statistical relationship.

Communication

The findings show that 50% of the lower class did not understand English or
Kiswahili. They could only communicate in their local languages. The health fa-
cilities lacked interpreters to help them communicate with health providers. This
affects their ability to access healthcare.

I addition, 30% of middle class had fairly good communication skills and
could communicate with health providers well. They could communicate in
English and Kiswahili. This medium communication increased their access to
healthcare. This advantage was due to their advantaged socio-economic status.

Further, 20% of the upper class had very good communication with the health
providers. They communicate easily with health providers, and this increases
their access to healthcare. This is partly due to their socio-economic status.

Consequently, ability to communicate was an important factor in access to
healthcare. It influenced access to healthcare, as shown in Table 4.

Communication was mutually inclusive to access to healthcare. Communica-
tion has a positive relationship with access to healthcare. The correlation was
statistically significant, mutually inclusive and highly correlated. Frequency and
percentages show the occurrence of the data sets and their relationships respect-

fully.
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Table 3. Access to health services.

Social class Frequency Percentages%
Upper class 100 10
Middle class 302 30
Lower class 604 60

Table 4. Communication factors.

Social class Frequency Percentages
Upper class 201 20
Middle class 302 30
Lower class 503 50

Lack of faith in Public Facilities

The findings show that 10% of they had no faith in health facilities. These fa-
cilities were dilapidated, old and needed repairs urgently. They lacked efficient
health workers. In addition health facilities lacked clean water and sanitation.
They shied away from using them in preference to private health facilities.

On the other hand, 30% of middle class had some limited faith in public
health facilities. They used them partly to supplement their use in private facili-
ties. This was so because they had limited access to socio-economic opportuni-
ties compared to the upper class.

However, 60% had faith in public facilities despite lack of essential facilities
like laboratories, clean water and sanitation and few health personnel. Even
without faith, lower class entirely relies on public facilities for healthcare. They
lack socio-economic resources and cannot afford private healthcare, as shown in
Table 5.

Faith was therefore an important factor that had a significant influence on
access to healthcare. Faith and access to healthcare are mutually inclusive and
highly correlated. Pearson correlation is significant at the 0.01 level (2-tailed).
The correlation shows the statistical relationship between faith and access to
healthcare,

Cultural factors

The study shows that 50% of lower social class respect culture/ because it af-
fects perceptions of health, illness and death. They value customs, values, lan-
guage and traditions as they make it easy to communicate freely and honestly. In
this way, they can reduce disparities and improve health outcomes.

On the other, 40% have some respect for cultural components because their
socio-economic positions have added considerable challenges to culture and tra-
ditions. They consider culture and traditions as somehow outdated and they
prefer modern western culture. Cultural factors therefore have limited effect on

access to healthcare.
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Table 5. Faith in health facilities.

Social class Frequency Percentage
Upper class 101 10
Middle class 503 50
Lower class 402 40

However, 10% of the upper households have limited respect to culture and re-
lated traditions. They consider culture outdated and outrageous and therefore
try their best to discard in preference to modern culture. Most of these house-
holds have high opportunities occasioned by their access to socio-economic as-
sets—high income, education and occupations. These factors have profoundly
changed their lifestyles and now only prefer to use modern medicine. They shun
culture because it makes them look backward and primitive, as shown in Table
6.

Cultural factors have a vast influence on health, especially among the lower
social class. They affect their perceptions on various dimensions on health and
dieses. They influence where they go when they are ill, types of healthcare and in
fact types of treatment they seek. Correlation coefficient is strong between cul-
tural dimensions and access to healthcare, especially among the lower class as
shown in the frequencies and percentages above. Pearson correlation shows that
the two factors are mutually inclusive and highly correlated at 0.01 level
(2-tailed).

Attitudes towards health workers

In the study, 50% of the lower class experienced hostile receptions; the work-
ers were rude and lacked cultural appreciation. These in depth results show that
these households were of lower socioeconomic status. Despite these negative at-
titudes, they still seek healthcare in public places, due to limited options arising
from their socio-economic deprivations. These attitudes seriously affect access to
healthcare.

On the other hand, 30% of middle class had some negative attitudes towards
health workers. This forced them to seek healthcare in private facilities, where
staff are respectable. They are able to do so because they have better access to so-
cio-economic resources. These opportunities give them alternative options.

However, 20% of the upper class had very negative attitudes but cared less be-
cause they had alternatives.

They were of high socio-economic status-high incomes, education, and em-
ployment and therefore they do not rely so much on public health facilities for
their health needs. They have some sympathy with the workers and do not have
such adverse observations, as shown in Table 7.

Attitudes to healthcare workers have an influence on access to healthcare.
Pearson Product Moment correlation shows that there is association between the
two factors; attitudes and access to healthcare, as shown by the ratios and inter-
val scales on the table above. These factors are mutually inclusive and highly

correlated.
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Table 6. Cultural factors.

Social class Frequency Percentage %
Upper class 101 10
Middle class 402 40
Lower class 503 50
Total 1006 100

Table 7. Attitudes towards health workers.

Social class Frequency Percentages
Upper class 201 20
Middle class 302 30
Lower class 503 50
Total 1006 100
Social resources

The results show that 20% of upper social class respect social resources. Social
resources include tangible items like money, information, goods and services.
Love and affection fall in this category. Social position in society is part of social
resources. Social resources do not influence because they are socially high in the
social hierarchy and have many social goods like high incomes, education and
employment that gives them a privileged position in society. They can access
healthcare in private facilities and cannot therefore depend on traditions to in-
fluence their access.

On the other hand, 30% of middle class have fair respect or value to social re-
sources. They too have some fairly moderate social goods, their social economic
status in society. They have fairly good incomes, education and employment
opportunities. These factors influence their access to healthcare.

However, the majority 50% value social resources as they have considerable
influence on access to healthcare. These factors frame behavioral choices in-
cluding decisions affecting health. Many of these households find themselves
engage in high risk behaviors that include drinking, smoking and unhealthy di-
ets. All these affect access to healthcare. They engage in these activities because
they lack socio-economic goods that can make them change their behavior. They
engage in these activities because they have limited opportunities.

Pearson correlation shows that there is a significant relationship between the
two factors, social capital and access to public healthcare. This correlation is sig-
nificant at 0.01 level (2-tailed). The results confirm that the two factors are sig-
nificantly correlated: thus mutually inclusive and highly correlated.

Social capital

The results show that upper class 10% of upper class value social capital and
the rest have no respect or value to it. Social capital includes dimensions like

economic resources gained from being part of net works of social relationships,
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trust, trustworthiness, and civil norms, association of membership, voluntary
associations, and homogeneity. Social net works, social support, social networks
and social connections are valuable to households and allow access to healthcare
resources (Aye et al., 2002). They sometimes provide job opportunities and help
enhance skills.

The majority do not value social capital because they are insulated by high so-
cio-economic resources. They have high incomes, education and employment
opportunities and these resources promote their health needs.

On the other perspective, 20% of the middle class had some middle level value
for social capital. This was because they sometimes benefit from social capital.
This position they hold is because they also have some social goods like mod-
erate incomes, education and employment opportunities that enable them access
healthcare resources but in some limited way.

However, the majority 70% of the lower class have considerable value for so-
cial capital. High level of social capital does influence access to healthcare
through spread of health norms. Social capital increase knowledge and skills that
affect access to healthcare. It also helps tackle health inequalities that result from
social isolation, low levels of support and confidence. Social capital sometimes
tries to reduve the gap between the poor and the rich. Furthermore, it helps to
increase support opportunities for people and groups to form connections. Neg-
ative social capital can also pose restrictions of individual freedom and exclu-
sion, as shown in Table 8.

The results show that social capital has influence on access to healthcare. The
two factors as shown by Pearson Product Moment Correlation confirm that
there is association between the two factors, measured at ratio or interval scales.
The two factors are mutually inclusive and highly correlated. This relationship is
significant at 0.01 level (2-tailed).

6. Discussion

Socio-cultural factors have also been found to have a significant influence on
access to public healthcare. These factors include culture, attitudes, values, dis-
crimination, stress, associations, and social capital among others. Stress for ex-
ample has been found to affect access to healthcare in many instances: Stress has
been associated to risk behavior and chronic diseases and these are dominant
causes of mortal. Quite often, people do not take stress as important for their
health let alone the fact that some do not even understand when stressed. This
continues to be a killer disease albeit lack of specific policies to address the vice.
Other socio-cultural factors include lack of “social resources” among the low-
er socio-economic classes. These include character and intensity of social net
works, associational social hierarchies (Hall et al., 2009). These resources are
important and they assist households access resources that are adequate to meet
their healthcare needs. It is important that these resources are nurtured and dis-

tributed evenly among the households.
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Table 8. Social capital.

Social Class Frequency Percentage %
Upper class 101 10
Middle class 201 20
Lower class 704 70
Total 1006 100

Other factors related to the above are social relations, social net works, trust,
secondary associations, marriages and friendships. All these constitute “social
capital” that is critical for day-to-day living. Others include status hierarchies in
society that create distinctions among social class, and assign individuals with
prestige social positions. These factors (independent variables) have profound
influence on access to public healthcare (dependent variable). Lack of them in-
creases inequality in access to healthcare.

Unfortunately, little is being done to augment these factors and these have in-
creased stress leading to premature deaths. Some studies have shown that such
people appear to be healthier (Kawachi et al., 2004). Such illusions have resulted
into fatal health outcomes. It is imperative that government and other stoke-
holds address the need to have these factors so that they can enhance the health.
Relevant departments of government should increase these among the people

who need them most.

7. Conclusion

This study is on “Social class and access to Public Healthcare in Kenya, A case
For Nairobi County”. This research is important because it provides important
information about access to healthcare and related outcomes and interventions.
Access to healthcare faces many barriers and this study attempted to address
their influences and suggest possible interventions. Access to healthcare is im-
portant because it prevents diseases, reduces them and prevents early deaths. It
helps also increase life expectancy among the population. However, these gains
are threatened by factors that affect access to healthcare. These factors include
poverty, geographical area of residence, race and ethnicity, sex, age, language
spoken, and disabilities. They affect ability to access healthcare, availability,
timeliness, convenience and affordability.

Access to healthcare in the County is unequal among the households. Some
households of upper social hierarchy, access healthcare more than say the mid-
dle and lower social classes. The lower social class end with worse health out-
comes compared to the middle or upper social hierarchies. This health inequali-
ty has some correlation with income inequality. The higher social economic so-
cial classes have better access to socio-economic resources and opportunities
compared to the lower social class. These socio-economic opportunities include

high incomes, education, occupation and wealth; and are unevenly distributed in
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favor of the upper and middle class social hierarchies.

These social goods give better advantages to the upper and lower social
classes. They access more healthcares. The higher the level of incomes, educa-
tion, occupation and wealth is, the more the opportunities for accessing to
healthcare are. Unequal access to healthcare contributes to disparities in health
status. It increases costs for both the insured and the uninsured. This also means
that there are less disposable incomes, particularly burdening the lower social
income households. Categories of households in this category cannot afford the
care they need and this has forced them to forego such care all together.

The findings show that health inequalities are further exacerbated by unequal
distribution of incomes, power and wealth. Lack of these factors increase poverty
and marginalization among the lower social classes. These factors further affect
socio-cultural factors. Absence of social capital, social resources like associations
and marriages, unemployment and job loses increase deprivations and, hence

affect access to healthcare.
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