International Journal of Management and Humanities(IJJMH)

ISSN: 2394-0913, Volume-2 Issue-6, November 2016

The Effect of Demographic Factors on Utilizations
of Health Insurance Services

Ghazi Al- Hamed

Abstract: The Objectives of this study is to detemad and clarify
the extent of the effect of demographic factors fas ( Age,

Gender, Income level, Educational level ) (that aft the
utilization of health insurance services) (Medicalvisit,
Laboratory test,X-ray testlIn-patient services, Ermgency

services, Drug utilizations) by the beneficiers dfie health
insurance services. The mode of the study consishdependent
variable is demographic factors factors ( Age, Gendimcome
level, Educational level ), and the dependent vatabs the
utilization of health insurance services (Medicaisit, Laboratory
test,X-ray test, In-patient services, Emergency &=y, Drug
utilizations ) . The population study consist ofl gatients who
have health insurance and utilize the health insuree services in
health organization (private and public health org&ations ) in
Amman — Jordan ) Simple random sampling techniquesmased
to select respondents from the various Health orgations ,
(500) respondent was randomly selected from the dgtu
population, of which four hundred ten (462) was rietved shaped
.(.92%) of total study population. The model andly®f ANOVA
( one-way analysis) was used to analyze data and thst
mentioned hypothesis the (effect of demographictéas ( Age,
Gender, Income level, Educational level ) on the lizition of
health insurance services((Medical visit, Laborajotest,X-ray
test, In-patient services, Emergency services, Dutijizations .
The model analysis of ANOVA ( one-way analysis) shdve t
following results : A- There is no significant effeaf the Age
,the significant level is (.002) on the utilizatien of health
insurance utilizations at the(significant leved5%).B- There is no
significant effect of the Gender, the significatevel is (.008) on
the utilizations of health insurance utilizationstahe(significant
level <5%).C- There is significant effect of the Incomevel, the
significant level is (.001) on the utilizations dfealth insurance
utilizations at the(significant levek5%).D- There is significant
effect of the Educational level , the significangvel is (.003) on
the utilizations of health insurance utilizationstahe(significant
level<5%).

Keywords: (Age, Gender, Income level, Eduaatil level),
Emergency services, Drug utilizations

l. INTRODUCTION

Health insurance may be the most important type
insurance you can own. Without proper health insceaan
illness or accident can wipe you out financiallydgrut you

They have agreed to provide you with healthcarghat
specified cost. These costs include medical examngys
and treatments referred to as "covered servicesyour
insurance policy.

The range of coverage for expenses varies dépgon
the type of plan, as will the restrictions. You qaurchase
the insurance directly from the insurance compédmgugh
an agent or through an independent broker but peaple
get their insurance coverage through employer-speds
programs.

The purchase of health insurance reducesiske and
unpredictability inherent in a consumer’s cost ealth care.
Typically, a consumer selects a particular heaiguiance
plan just before the start of the health insuraplea year
and then pays a monthly premium to the health ersun
return, if the consumer receives health care dwvercburse
of the year, the health insurer may pay some (proélthe
costs, depending on the details of the plan. Famgte, if
the consumer does use health care, he or shelafteto pay
something out of his or her own pocket.

A. Statement of the Problem:

The problem of this study is to determined if thexeany
effect of demographic factors ( Age, Gender, Incdewel,
Educational level) on the utilization. of healthsimance
services which consist of (Medical visit, Laboragttest, X-
ray test, In-patient services, Emergency servides)g
utilizations ).

B. Important of the study:

The main important factor of this study is to detegre what
is the real demographic factors that affect thézation of
health insurance services (Medical visit, Labonatest, X-
ray test, In-patient services, Emergency servides)g
utilizations.

Objective of the study:

The Objectives of this study is to determined dadify the
extent of the effect of demographic factors thdéectfthe

and your family in debt for years. So what is HealtUtilization of health insurance services by thedjirers of

insurance and how does it work? Health insuraneetige
of insurance that pays for medical expenses inangh for
premiums. The way it works is that you pay your thgnor

annual premium and the insurance policy contracmcOme

healthcare providers and hospitals to provide hentf its
members at a discounted rate. This is how hospéats
healthcare providers get listed in your insurancevider
booklet.
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the health insurance services.

D. Hypothesis of the study:

There is effect of demographic factors (Age, Gender
level, Educational level) on the utilizatiohhealth
insurance services (Medical visit, Laboratory testray
test, In-patient services, Emergency services,
utilizations).

Drug
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industry amounts to 7.5% of the country's GDP (amsg
domestic product) in 2002. However various intdorel
health organizations have felt that the numberctsaly a
lot higher, and indicated likely as much as 9.3%pent on
this particular industry. The two dominant
in Jordan are public and private institutions.

The country's Health Ministry takes primary chagjehe

national public program, with 1,245 primary heatthre

centers and 27 hospitals under its belt -- thatjisivalent to
37% of all hospital beds in Jordan; the militarReyal

Medical Services operates hospitals which trans@at24%

of the country's total; while
the Jordan University Hospital contributes a furthe

3%. Private sector, on the other hand, makes &b @6all

hospital beds among the 56 hospitals built
country. Furthermore, a milestone was establisinethe
private sector in June 2007 when Jordan Hospitggést
privately run and general specialty hospital inrdam) was
awarded JCI international accreditation. In gelhgratients
pay a lot less for medical assistances in Jordampeced to
other countries. Jordan was not able to escape
proliferation of human immunodeficiency virus/aaea
immune deficiency syndrome (HIV/AIDS) but the stioa

is under control. According to data released in320d6ss

explanation for this could be that doctors allogatae time
to treating privately insured patients, which résih better
treatment.

The health care system in New Zealand is predantiy

playerdinanced with public funds. For the 12 month repayt

period of 2002/2003 total national health expendguwvere
$10.9 billion, with 78 percent of those expendigu($8.6
billion) covered by the New Zealand government. M/the
public sector is clearly the dominant payer, appnately 6
percent of national expenditures are paid for throprivate
health insurance, with the remaining 16 percentdéanby
out-of-pocket payments from individuals/familiedthugh
the overall percentage of funding through privatsurance
is small, approximately 40 percent of the adultylapon of

in thdlew Zealand is covered by some type of privaterarste,

Private insurers sell two basic types of insurazmeerage in
New Zealand: major medical, which includes covertae
hospitalization and surgical care; and comprehensithich
covers primary care costs such as physician visiid
outpatient prescription drugs, in addition to hea@ation

taed surgical care. Prior to recent changes, GPse wer

subsidised on a per-visit basis. It is importanhéte that it
is the pre-July 2002 rules that are relevant ts thiork,
since the data used were collected in 2002/2003110

than one in every 1000 population is affected bis th2001/2002, the Ministry of Health began implemedntabf
illness. United Nations Development Program furthethe Primary Health Care Strategy. The objectivetio
reported that Jordan has become malaria-free fi@did;2he strategy is to improve the health of New Zealandesugh.
authority has done a great job in cutting down tablesis The uninsured tend to consume expensive health care

by half during the 90s, but the illness remainsesjtead

and continues to be a challenge in the years ahead.
The 2006 bird flu outbreak did cast a shadowtlom

healthcare industry in Jordan though it was prethort

treatments when cheaper options are available.3Meis et
al. (1992) find that the uninsured are much mdeelyi to be
admitted to the hospital for a medical conditioattould
have been prevented with timely care. Similarlya\gman

lived. Cancer, a non-communicable disease, is gormaet al. (1994) estimate that the uninsured are rikety to

threat in

this country. However, Jordan has addev suffer a ruptured appendix, an outcome that caavioeed

tremendous success in pushing for immunization gmonvith timely care. Dozens of similar studies are marized

children in the last 15 years; it is believed thgt 2002,
vaccination and immunization has gone out to o0& ®f
children five and below. 7 in 10 Jordanians areecet by
some form of medical insurance in 2007; the govemira
target is to have 100% coverage by 2011.Jordanbalasts
of international world-class facility,
as King Hussein Cancer Center. This reputable islwsd

in an Institute of Medicine (2002) report, and meatl find
a robust correlation between a lack of insuranckraliance
on expensive, avoidable medical treatments. Soriteese
also suggests that the uninsured are more likebetk care
in the ED than the insured (Kwack et al. 2004), &nid

such commonly assumed that uninsured patients visit&befor

non-urgent problems and contribute to ED crowding

cancer treatment facility in Middle East is cons@tbas one (Abelson 2008, Newton et al. 2008). The first otgh
of the top-notch cancer treatment institutions wweld has evaluates Medicaid expansions. Dafny and Grube®5p0
to offer. World Bank rated it as the best healtteqarovider estimate that Medicaid expansions led to an inergasotal
in the Middle Eastand one of the top fiveinpatient hospitalizations, but not to a significarcrease in
internationally. Expatriates from the world ovémcked to avoidable hospitalizations. The authors concludé being

this Kingdom to seek medical treatments. In 2@G08cord
250,000 patients came from Egypt, Canada,
America, Syria, Sudan, Palestine and Iraq to p helto

insured through Medicaid leads individuals to viite
hospital more often and, potentially, to consumalthecare
more efficiently.

generate more than $1 billion to the booming meddicaOther papers study the effect of Medicare on hegidtre
tourism. employees are generally obliged to padie in utilization. Finkelstein (2007) studies the aggtega
the public health insurance system, where coverage spending effects of the introduction of Medicared &ard
universal, co-payments and deductables are moderate et al. (2008, 2009) study the effects of Medicare o
premia are based on income. However, they may bugitp  individual health care consumption. All three paper
insurance instead if their income exceeds the katal conclude that Medicare leads to a substantial &serein
compulsory insurance threshold. Controlling foleson health care consumption. One limitation of suchigts is
into private insurance we find a significant negateffects that individuals who gain health insurance throdgdicaid

of being privately insured on the number of dostisits. At and Medicare are often insured beforehand. Cuttet a
the same time we find that being privately insuhed a Gruber (1996) demonstrate that fifty percent of new
significant positive effect on self-assessed healin Medicaid enrollees were previously enrolled in eoypt-
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provided insurance plans. Similarly, Card et al00®)
conclude that much of the increase in hospitaliretithat
occurs after people become eligible for Medicaréikisly
due to transitions from private insurance to Medicather
than from no insurance to Medicare. Consequentigse
papers do not isolate the causal effect of beingsumned on

health care consumption, which is the object adrimst here.

The other limitation of studies focused on Medicarsl
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B- Study Population

The population study consist of all patients wheehbealth
insurance and utilize the health insurance seniitdsalth
organization (private and public health organizadig in
Amman — Jordan )

C- Study Sample:
The simple random sampling technique was used leztse

Medicaid is that their estimates are based on tHgSPondents from the various Health Organizati¢&ep)
demographic groups at lowest risk of being uningure’®SPondent was randomly selected from the study

Precisely as a result of these two programs, ongmall
fraction of children or the elderly lack healthunance.
Most of the uninsured are non-elderly adultsl aver half
of uninsured non-elderly adults are between thes ajel9
and 35 (Kriss et al. 2008). Estimates of the effedthealth
insurance coverage on the near-elderly and childnen

unlikely to be very informative about the effects o

insurance coverage expansions, as such expansidhs Detail Frequency | Percentage (%)
disproportionately ~affect young adults. This study| G€nder
contributes to the literature on health insuranteseveral Male 239 52
respects. First, it isolates the effects of uniedustatus, |emale 223 48
avoiding contamination by transitions from privédepublic Total 462 100
insurance. Second, it focuses on young adultspapgthat Age
is more representative of the uninsured populatizen 1-14 83 18
either children or the elderly. Third, it introdsca corrected 15-30 42 9
instrumental variables estimator for data basedaoself- 31-40 o1 11
selected population, in this case, those who ptesethe | 41-50 76 16
hospital. 51-60 97 21
However, there exists little evidence that indiixals shift >61 113 25
the timing of health care visits in anticipationgdining or Educational Level:
losing insurance coverage. In an analysis of peivat| Less Secondary 83 18
insurance claims records, Gross (2010) finds ndende school
that teenagers who lose coverage at age 19 conswre Secondary school 42 9
hospital visits or prescription medication in theseks Diploma 60 13
before they lose. Coverage. Card et al. (2008) fird Higher education 277 60
ewde_nce. th{:\F individuals nearing age 65 postpapatient Total 462 100
care in significant numbers until they qualify fidiedicare, Income level
and Long et al. (1998) find little evidence of hhatare <300 JD 93 20
stockpiling for the general population. 301- 500JD 275 60
501-800 JD 52 11
[l METHODOLOGY OF THE STUDY >800 42 9
The methodology of this study consists of the faltgs: Total 462 100

A- Study Model:

The study model was built according to literatusesl

population.

The total number of population that the questares
were administered was (500) , of which four (46@Bs
retrieved shaped (92%) of total study populatioabl& (1)
below overview of respondents characteristics.

Table (1) below overview of respondent’s charactestics.

D-Study instrument:
Questionnaire was designed to collect data far ghidy, it

previous studies, The model consist of the independ contain p_ersonal characteristics of theT respondadtgroup
variables which consist of (Age, Gender, Incomel,levof Questions related to the hypothesis, Likert mezment

Educational level, and Dependent variables whiatsish of
(Medical visit, Laboratory test, X-ray test, In-jauit
services, Emergency services, Drug utilizations

The following model illustrates booth independeatiable
and dependent variable:
Independent Variable

Demographic  wvariables

Dependent Variable

Health mmsurance Services

which consist of which consist of:

Age Medical wisit
Gender Laboratory test
Incomes level -ray test
Educational level

In-patient services

Emergencv services

Drug utilizations

was used to evaluate the respondent Questionnaire.

E-Validity and Reliability of study:
Validity : There is positive respondent from concerned
qualified persons regarding the Questionnaire corapts.
Reliability : Reliability was tested through cronbach test
alpha; the value test was 71%.

F -Data analysis:

The model analysis of ANOVA ( One-way analysis) was
used to analyze data and test the mentioned hygisttiee
(effect of demographic factors ( Age, Gender, Inedevel,
Educational level ) on the utilization of healthsimance
services((Medical visit,Laboratory test,X-ray tes{patient
services,Emergency services,Drug utilizations .
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G- Test Hypothesis:

There is effect of demographic factors (Age, Gendefest,

Income level, Educational level) on the utilizati@f health

insurance services (Medical visit, Laboratory testray

In-patient services, Emergency services, Drug

utilizations  (significant levet5%).

The model analysis of ANOVA (one-way analysis) shoin Table (2) below:

Dimension Df (degree of freedom ) F (Significant iel <5%)
Age 5 8.168 .002
Gender 1 4.826 .008
Income level 3 9.543 .001
Educational; level 3 7.461 .003

The model analysis of ANOVA (one-way analysispws
the followings:
A- There is no significant effect of the Age, thgrsficant
level is (.002) on the utilizations of health insoce
utilizations at the(significant levels%).

B- There is no significant effect of the Genderg th

significant level is (.008) on the utilizations dfealth
insurance utilizations at the(significant le¥&%).
C- There is significant effect of the Income levéhe
significant level is (.001) on the utilizations dfealth
insurance utilizations at the(significant le¥&i%).
D- There is significant effect of the Educationavél, the
significant level is (.003) on the utilizations dfealth
insurance utilizations at the (significant le¥@0%6).

V. CONCUSSION

12.

14.

15.

16.

17.

18.

19
According to ANOVA (One-way analysis) there is no

significant effect of Gender on the utilizations dealth

insurance services at the (significant le¥®&%0). But there is
significant effect of Age, educational level andame level
on the utilizations of Health insurance services tla

(significant levek5%).
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