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ABSTRACT 

 

Introduction 

Febrile illnesses in children and its management (especially infectious diseases) continue to 

result in an enormous increase in morbidity and mortality in developing countries causing a 

global public health concern. However, most low-middle-income countries have failed to 

institute systematic outcome assessment measures to ensure quality in the management of these 

conditions at one breadth.   This study therefore aimed at assessing the quality care management 

of febrile illness in under five (5) in health facilities in the Atwima Kwanwoma district of 

Ashanti Region, Ghana. 

 

Methods 
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The study was quantitative using a cross-sectional study design. Data were collected from 58 

healthcare providers and 390 folders of children treated for febrile illnesses. Data were 

analyzed using STATA version 14. Univariate and multivariate analyses were performed to 

identify socio-demographic, patient and prescribers’ factors influencing management of febrile 
illness among children under 5 years. Statistical significance for all testing was set as 0.05.  

 

Results 

The mean age and standard deviation of the prescribers were 30.2 ± 3.4. Majority of the 

prescribers (65.5%) were aged between 23-30years and the rest (34.5%) between 31-37years. 

About 67.3% were females and the rest (32.7%) were males, more than half of the prescribers 

(70.7%) were married and the rest (29.3%) were single. More than half (55.6%) of patients 

seen were females and 44.4% were males. Most of the patients (43.8%) who presented with 

febrile illnesses were between 0-11 months, while 29.1% and 27.2% of them were between 1-

2 years and 3-5 years respectively. The average age of children was 5.7 ± 2.3 months for those 

who were less than a year and 2.8±1.4 years for those between 1-5years. Patients who believed 

in superstition were less likely to receive quality care management of febrile illness as 

compared with those who did not believe in superstitions (AOR=0.50; 95% CI= 0.03-0.70).The 

results depict that socio-demographic factors such as age of a child and gender, influenced 

quality care management of febrile illness as detailed in Table 4. For instance, children below 

1 year were less likely to receive quality care management of febrile illness as compared with 

those above 3 years (AOR=0.05; 95% CI= 0.08-0.28). Also, female children were more likely 

to receive quality care management of febrile illness as compared with their male counterparts 

(AOR=1.50; 95% CI=0.03-0.70). 

 

Conclusion 

The study concludes that, prescribers’  factors such as those who believed in superstition and 

socio-demographic factors of children such as age and gender influenced quality care 

management of febrile illness. 

  

Recommendations 

Health policy makers should promote health education to reduce the negative effects of 

supersitition in health care management.  

. 

Key Words: Prescribers Factors,  Patients Socio-demographic Factors, Influencing,   

                    Quality Care Management,  Febrile Illnesses, Ghana. 

 

Background of the study  

Reducation of childhood diseases has been a growing concern of health professionals and 

policy makers for some decades now. Research outcomes have revealed that, febrile illnesses 

account for one of the causes of global infant morbidity and mortality[1,2]. It is one of the most 

common and single reasons why children under five seek both emergency and primary care in 

facilities [3,4]. Febrile illness include malaria, measles, pneumonia, diarrhea and tuberculosis 

[5,6]. On average a child experiences an episode of febrile illnesses every year [2] and the  need 

for continuous quality management of such conditions cannot be ignored.  Quality management 

in healthcare  encompasses the application and management of medical science and technology 

in a manner which maximizes its benefits to health delivery without correspondingly increasing 

risk[7,8,9].  
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 Being regarded as the main contributor to infant deaths in sub-Saharan Africa, febrile illness 

remains a major public health concern [10,11,6].  Black et al. [10], estimated that febrile illness 

causes  about 68% of all infant deaths in Africa with malaria being the leading cause of death 

in children under 5 years. For instance out of the estimated global 6.6 million children under5 

mortaility in 2012,  estimated 82% was attributed to  sub-Saharan Africa and Southern Asia 

while pneumonia, diarrhea and malaria accounted for 17%, 9% and 7% respectively [12].    

Due to the alarming nature of these diseases, effective medicines and control strategies to 

reduce its prevalence have been initiated in Africa. The WHO together with other stakeholders 

have made efforts for the effective management of this fever-related conditions [13,14]. 

However, not much has been achieved, as the impact of these interventions in the sub-Sahara 

is typically low. The failure of attempts to eliminate these diseases has been attributed to  

prescriber’s skills, efforts and patients factors. Davey, [15] found out that, factors derailing the 

achievement of quality management of febrile conditions are lack of funding to  implement 

interventions,  poor governments’ commitment, poor health service systems,   effects of rapid 

improvement standards visa-vis the slow learning pace of health care profesionals. It is clear 

that, the prescribers and patients socio-demographic factors influencing quality care 

management of febrile illnesses were missed out in that study.  

 

However,  this gap was noted and a study conducted by  Mosadeghrad, (16)  reported that,  

patients’ socio-demographic factors and prescriber factors such as severity of illness, 

socioeconomic status, cost of health care, gender, superstition, fear of lack of Confidentiality 

of patients’ records, low participation in health insurance, geography, proximity to the hospital 

affect the outcomes of quality care management of febrile  conditions. It is therefore important 

to initiate a study of this nature in Ghana to ascertain any variations in how prescriber factors 

and patients socio-demographic factors influence quality care Management of fibrile illness in 

children under 5. 
 

Methodology  

Study type and design 

A cross-sectional study design was used with the aim of examining the quality care 

management of febrile illness in  Ghana  using quantitative approach.  

Study population 

The study population involved all prescribers in the Foase sub-district and also children under 

five (5) years with febrile illnesses who were seen in the health facilities. A total of 23 health 

facilities were involved in this study.  

Inclusion  and Exclusion Criteria 

The inclusion criteria involved all prescribers (doctors, physician assistants, and nurse 

prescribers) in the health facilities   who have served in the district for at least three (3) months. 

Again, medical records /folders of children under 5 years presented with temperature ≥ 38.0 

°C and were diagnosed and treated for febrile illness were used for the study. The exclusions 

involved medical records / folders of children above 5years, presented with temperature < 38.0 

°C. Again, children who were diagnosed and treated of febrile illness in the health facilities 

outside the stipulated research duration were also excluded. Moreover, prescribers who have 

served in the facilities less than 3months were excluded.  
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Sample Size and Sampling Method  

The sample size for the children was calculated using the 64% prevalence of febrile illnesses 

(the majority being malaria) in children under five (5) years in Ghana (Owusu-Agyei et al., 

2009). With this prevalence, the sample size was calculated using Cochrane sample size 

formula. Where n=the desire sample size, p= 0.64 proportion of children with febrile illness 

and d= 0.05 desire precision. An initial sample size of 354 was estimated and an assumed non-

response rate of 10% was factored in arriving at a final sample size of 389. Also, a total of 58 

prescribers (representing all prescribers) within the five health facilities used for the study. 

These included; 2 medical officers, 13 physician assistants, and 43 nurse prescribers (18 

midwives and 25 nurses).  

Sampling Method 

A simple random sampling method was used to select the sample of medical records of the 

children who visited the five health facilities. A population proportion to the size of the children 

under five within the sub-district was used to estimate the number of folders to be selected 

from each facility. We therefore used the number of folders seen during the study period in 

facility divided by the total number of folders seen in all the facilities and further multiply by 

the calculated  sample size. A simple random sampling method was used to select the folders 

based on our inclusion criteria once the sample for each facility was determined.  

A random list of serial numbers was then generated using Research Randomizer online [17]. 

For instance, at Aburaso Methodist Hospital, all folders within the study period were numbered 

serially. In this case, the estimated proportion of 248 was entered into the software, a random 

list of serial numbers totalling 248 was automatically generated. The number of folders bearing 

the corresponding serial numbers were retrieved and included in the study. This process was 

repeated in all the other facilities until the required sample size was attained. A purposive 

sampling method based on work experiences,  number of years served, specialty, and among 

others was used to select the 58 health care prescribers 

Data collection Technique and tools 

Two types of data were collected; primary and secondary data. The primary data were collected 

using a structured questionnaire programmed and loaded onto a smartphone. The smartphone 

was running with installed Open Data Kit software designed for Android. The questionnaire 

was administered by trained research assistants and collected data uploaded to a cloud-based 

server for safekeeping and aggregation. The questionnaire was grouped into sections. Data 

collected included socio-demographic characteristics of the respondents, prescribers’ factors 

believed to be influencing quality care management. The questionnaires were drafted, pre-

tested, amended and administered in English. The secondary data was extracted from patient 

records at each of the sampled facilities in the study area based on the indicators sought from 

the patients bio-data.  

 

Data analysis 

The data was cleaned, entered and analyzed using Stata Version 14. The descriptive data were 

presented using frequencies with their corresponding percentages, tables, and charts where 

necessary. Univariate and multivariate analyses were performed to identify  patients’  socio-

demographic factors and precribers’ factors influencing management of febrile illness among 

children under 5 years. Statistical significance for all testing was set as 0.05.  
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Ethical Consideration 

All the study protocols were submitted to Committee on Human Research Publication and 

Ethics of the School of Medical Sciences, Kwame Nkrumah University of Science & 

Technology, Kumasi for review and clearance. Permission for the collection of the data was 

sought from the office of the District Health Directorate, the Medical Suprintendents of the 

respective hospitals and Heads of  Departments of the  Outpatients Department (OPD). The 

purpose of the research was explained to prescribers and officers’ in-charge of medical records 

at the various facilities in order to have access to the data.  The privacy of respondents was 

strictly observed as much as possible. All the research ethical principles were maintained to 

the latter during the conduct of this study. 

Consent to Participate 

All the participant consented to participate after the purposes of the research was explained to 

them. Again, all human subjects were provided with written informed consent to participate. The 

participants were also given the righ to opt out in the course of the interview without any threat. 

The whole interview process was conducted in a friendly and interactions between the 

interviewer and interviewees were smooth. 

 

RESULTS 

 

Sociodemographic Characteristics of Prescribers 

 

The detailed results of the background characteristics of prescribers included in this study are 

presented in Table 1. The mean age and standard deviation of the prescribers were 30.2 ± 3.4. 

Majority of the prescribers (65.5%) were aged between 23-30years and the rest (34.5%) 

between 31-37years. About 67.3% were females and the rest (32.7%) were males. Again, more 

than half of the prescribers (70.7%) were married. The majority of the prescribers (62.1%) had 

a Diploma as the highest educational qualification while the rest (37.9%) had first degree. Most 

of the professionals (43.1%) were Nurse Prescribers followed by midwives (31.0%), 

Medical/Physician Assistants (22.4%) and medical officers (3.5%).  

According to the ranks of the prescribers,  about 43.1% were nurse prescribers and the least 

number of prescribers were junior medical officers (1.7%) and senior medical officers (1.7%).  

The prescribers had been in their various professions for an average of 4± 2.8 years. Majority 

of prescribers (62.1%) had been working in their profession  not less than 5years.  On the 

average the prescribers had 4±3.1years as practice years of experience. More than half (53.5%) 

of the prescribers work five days a week, while a few also work throughout the week (1.7%). 

On average, 3.8±2.2 cases of febrile illnesses are seen every day, however majority (87.9%) of 

the prescribers stated that they see between 1-5 cases every day.  

 

Table 1: Demographic Characteristics of Prescribers  

Characteristics       n=56 % 

Age group   

23-30years 38 65.5 

31-37 years 20 34.5 

Mean (SD)  30.2 (3.4)  
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Sex   

Male 19 32.7 

Female 39 67.3 

Marital status    

Single 17 29.3 

Married 41 70.7 

Educational level   

Diploma 36 62.1 

First degree** 22 37.9 

Principal profession   

Medical Officer 2 3.5 

Medical/Physician Assistant 13 22.4 

Midwife 18 31.0 

Nurse prescriber 25 43.1 

Rank at Facility   

Senior Medical Officer 1 1.7 

Junior medical officer 1 1.7 

Senior Medical/Physician Assistant 2 3.5 

Medical/Physician Assistant 12 20.7 

Midwife 10 17.2 

Nurse prescriber 25 43.1 

Senior midwife 7 12.1 

Working experience at Profession (Years)    

1-11months 7 12.1 

1-5 years 36 62.1 

6 years and above 15 25.8 

Mean SD 4.04 (2.8)  

Working experience at Facility (Years)    

1-11months 5 8.9 

1-5years 35 62.5 

6 years above 16 28.6 

Mean SD 4.3 (3.1)  

Number of febrile illness seen daily   

                          1-5 cases 51 87.9 

                           6-10 cases 7 12.1 

Average cases seen daily (SD) 3.8 (2.2)  

** First degree: Includes University and Postgraduate  

*Data was presented in absolute figures with corresponding percentages 

Source: Authors Survey, 2020 

 

 Socio-Demographic Characteristics of Patients 

 More than half (55.6%) of patients seen were females and 44.4% were males. Most of the 

patients (43.8%) who presented with febrile illnesses were between 0-11 months, while 29.1% 

and 27.2% of them were between 1-2 years and 3-5 years respectively. The average age of 

children was 5.7 ± 2.3 months for those who were less than a year and 2.8±1.4 years for those 

between 1-5years. Majority of the patient’s folder (79.2%) were from Aburaso Methodist 

Hospital with the least being from Dufie memorial clinic (1.9%). Medical assistants (33.6%) 

dominated the ranks of prescribers who saw the cases used for this study. 
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Table 2:  Demographic Characteristics of Patients 

Variables n=313 % 

Sex of children   

Male  139 44.4 

Female 174 55.6 

Age    

0-11 months 137 43.8 

1-2 years 91 29.1 

3-5 years 85 27.2 

Mean age in months (SD) (n=137) 5.7 (2.3)  

Mean age in years (SD) (n=176) 2.8 (1.4)  

Facility patients are seen   

Millennium Hospital 16 5.1 

Trinity Hospital 22 7.0 

Aburaso Methodist Hospital 248 79.2 

Foase Health Center 21 6.7 

Dufie Memorial Clinic 6 1.9 

Source: Authors’ Survey, 2020 

 

Prescribers’ Factors  Influencing Quality Care Management of Febrile Illnesses 

Table 3  describes prescribers’  factors influencing quality care management of febrile illness 

as perceived by prescribers.  Cost of healthcare (88.9%) and socio-economic status of patients 

(90.7%) were believed by the majority of the prescribers to affect quality in the management 

of febrile illness. Also, majority of the prescribers believed that the level of severity of the 

illness presented (87.5% ) and Confidentiality of patients’ records (88.2%) influenced quality 

care management of febrile illness respectively. More than half of prescribers (74.6%) 

perceived low participation in National Health Insurance enrolment and proximity to the health 

facility (69.1%) influence quality care management. Finally, majority of the prescribers 

(65.5%) perceived superstition to influence the quality of care management as presented in 

Table 3.  
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Table 3: Prescribers’  Factors Influencing Quality Care Management of Febrile Illnesses 

 Variables  n=58 % 

Superstition      

Yes 38 65.5 

No 20 34.5 

Confidentiality of patients’ records    

Yes 45 88.2 

No 6 11.8 

Cost of health care    

Yes 48 88.9 

No 6 11.1 

Geography (Proximity to the hospital)    

Yes 38 69.1 

No 17 30.9 

Socioeconomic status   

Yes 49 90.7 

No 5 9.3 

The severity of illness.   

Yes 49 87.5 

No 7 12.5 

Low participation in health insurance    

Yes 41 74.6 

No 14 25.4 

Source: Authors Survey, 2020 

 

In univariate and multivariate regression analysis, the results depict that prescribers’  factor 

such as superstition influenced quality care management of febrile illness as detailed in Table 

3  For instance, patients who believed in superstition were less likely to receive quality care 

management of febrile illness as compared with those who did not believe in superstitions 

(AOR=0.50; 95% CI= 0.03-0.70) as shown on Table 4.   
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Table 4: Prescribers’  Factors Predicting Quality Care Management of Febrile illnesses 

 

Model  

Univariate Model 

 

Multivariate Model 

 

  

Variables 

 

Crude Odd ratio  

(95% C.I) 

P-

value 

Adjusted Odd ratio 

(95% CI) 

P-

value 

Cost of health care  

No (Ref) 1.00 - - - 

Yes  1.70 (0.23 - 2.14) 0.64 1.33(0.55-2.06) 0.18 

Superstition  

No (Ref) 1 -   

Yes  0.90(0.02 - 0.44) 0.003* 0.50(0.03- 0.70) 0.02 

Clients proximity to a facility 

No (Ref) 1.00 - - - 

Yes  3.97 (1.18-13.28) 0.03 4.19(0.50- 3.4) 0.18 

Low participation in health insurance 

No (Ref) 1.00 - -  

Yes  3.47 (0.97- 12.35) 0.06 1.51(0.20- 11.30) 0.63 

OR: Odds ratio  AOR: Adjusted Odds ratio    

Source: Authors Survey, 2020 

Patients’ Socio-Demographic Factors  Influencing Quality Care Management of Febrile 

Illnesses 

Univariate and logistic regression analysis were performed to establish patient’s socio-

demographic factors influencing quality care management of febrile illness. The results depict 

that, socio-demographic factors such as age of a child and gender influenced quality care 

management of febrile illness as detailed in Table 5. For instance, children below 1 year were 

less likely to receive quality care management of febrile illness as compared with those above 

3 years (AOR=0.05; 95% CI= 0.08-0.28). Also, female children were more likely to receive 

quality care management of febrile illness as compared with their male counterparts 

(AOR=1.50; 95% CI=0.03-0.70). 
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Table 5:.Patient Socio-Demographic Factors Influencing Quality Care Management of 

Febrile Illnesses 

Model  

 

Univariate Model Multivariate Model 

Variables Crude Odd ratio 

(OR; 95% C.I) 

P-

value 

Adjusted Odd ratio 

(AOR; 95% CI) 

P-

value 

Age of child  

Above 3 years (Ref) 1.00 - - - 

Below 1 year 0.70 (0.23- 2.14) 0.002 0.50 (0.08- 0.28) 0.04 

1-2 years 0.81 (0.23-2.14) 0.54 0.66 (0.16-1.84) 0.33 

Gender      

Male (Ref) 1 - - - 

Female 1.90(0.02-0.44) 0.004* 1.50(0.03-0.70) 0.02 

Facility patients are seen     

Aburaso Methodist 

Hospital (Ref) 

1 - - - 

Trinity Hospital 0.81(0.53-1.24) 0.32 0.62(0.43-0.89) 0.22 

Millennium Hospital 0.78(0.55-1.12) 0.18 0.61(0.41-0.92) 0.15 

Foase Health 

Center 

0.54(0.36-0.81) 0.30 0.70(0.47-1.02) 0.23 

Dufie Memorial 

Clinic 

0.60(0.37-0.98) 0.07 0.62(0.43-0.89) 0.09 

OR: Odds ratio       AOR: Adjusted Odds ratio    

Source: Authors Survey, 2020 
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DISCUSSION 

The overall assessment of the quality care management in the district was described as good 

by 60.3% of the prescribers, while the remaining 39.7% described it as bad.  

The study achieved a response rate of 96% for the prescribers and 100% for the client’s data 

collected from the folders. From the demographic characteristics of prescribers in this study, 

the age distribution was in the range of 23-37years which is an indication of youthfulness of 

the prescriber’s population in the district. This corresponds with general age distribution of the 

district which also has majority of its members being youthful[18]. 

Also, a greater number of the prescribers were female (67.3%), the possible explanation for 

this could be as a result of how health staff have been distributed in the district and that is also 

aligned to the sex distribution of health care professionals in Ghana. Therefore, the  majority 

of the prescribers sampled were nurses (both midwives and general nurses). The educational 

level of the prescribers was basically first degree and diploma; however, diploma certificates 

constituted the greater number. As stated earlier, nurses constituted the highest number of 

prescribers in this study and until recently most of nursing certifications were awarded as 

diploma, making the nurses with degree few in the system.  

Even though there have been varied views on the relationship between work experience and 

job performance, work experience is generally touted as a function of job performance outcome 

as the number of years one spends on a particular task is believed to influence his knowledge 

and skills on that particular task [19,20,21]. Our study revealed that prescribers with fewer 

years of professional practice were 52% more likely to report poor quality management 

outcomes of fevers. This could be attributed to inexperience as they may still be learning on 

the job. Repetitive and routine management of febrile illnesses by  prescribers may enable them 

to sharpen their skills as new and complex situation keeps presenting themselves. This finding 

is consistent with studies conducted by Lunze et al (22) which revealed that work experience 

had positive relationship with management outcome. 

Again,an average of 3.8 cases of febrile illness is seen by each prescriber daily. This finding 

contradicts other studies that report fevers to be the most prevalent case seen among children 

under five years [6,23]. This figure may seem smaller; however, it will be depended on the 

total number of patients seen daily by prescribers in the facilities.  

 

It was also noted  that, the gender distribution of childrenfor febrile illnesses in the district is 

female-dominated and  reflects that of the larger district [18]. Infants less than a year also 

dominated the age of children presenting with febrile illnesses in the district (Table 2). These 

findings reflected reports from studies conducted elsewhere in Bangladesh [24]. Even though 

all children appear to be vulnerable when we talk about their resilience to diseases, children 

under 1year are more susceptible to febrile illnesses and have the worst morbidity and mortality 

from such conditions. 

 

The treatment outcome of febrile illnesses in general, depends on several factors that are 

interlinked [25]. The success of most treatment strategies may be linked to the behaviour of 

both the patient and the prescriber. For instance, no matter how potent a medical prescription 

may be, unless the user of such medication is committed to following instructions on its dosage. 

In the same vein, the attitudes and behavior prescribers put up at the clinic may also motivate 

or demotivate a patient from following instructions. The study examined the various patient 

factors that are perceived to influence quality care management of febrile illnesses. The 

majority of prescribers reported that cost of care, severity of illness and economic status play 

a role in determining quality as far as the management of febrile illnesses is concerned. A third 
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of the prescribers mentioned proximity as one of the patient factors they perceive to affect 

quality. This finding is consistent with a study conducted in Burkina Faso, which reported that 

patients closer to facilities are likely to return for review compared to those afar, which in effect 

compromise the treatment of febrile conditions [26,27,25]. 

 

Also, factors such as severity of illness, cost of care, and socio-economic status have been 

reported in several studies to have major influence on an individual’s health-seeking behaviors 

[23,28,29]. For instance, Simanjuntak et al., [30] and Lindblade et al., [31] reported in separate 

studies that wealthier people are likely to seek early care for their children when compared to 

people with low-income status. 

 

With regards to other factors related to the prescribers, the client’s confidentiality and low 
insurance coverage and superstition were also mentioned to influence quality care 

management. The role of socio-cultural beliefs on healthcare treatment outcomes of fevers has 

been reported in several studies across the globe [32, 26]. However, these cultural beliefs are 

geographic-specific. Findings from our study are consistent with earlier reports as it revealed 

that superstition was one of the factors that could influence quality in the management of febrile 

illnesses. Clinical assessment of quality management cannot be mentioned without considering 

the client’s confidentiality and privacy. It is an essential element as clearly mentioned in the 
patient charter, a little breach of such element may affect the client-prescriber relationship and 

in the long run compromise quality. 1-in-3 of the prescribers perceived low insurance coverage 

as a means which can affect quality care management of febrile illness. This finding 

corroborates with other studies conducted elsewhere in Ghana [27,33]. They reported that one 

of the main motivations for seeking care at hospitals against using chemical shops and 

pharmacies was the existence of health insurance at the former. 

Moreover,quality of care has a positive relationship with the age of a child. The likelihood of 

a child receiving quality care becomes higher as the child advances in age. Children between 

0-11 months were less likely to receive quality care management in this study compared with 

older children between 1-2 years and above 3 years. This could probably be attributed to the 

fact that these neonates and infants are too young to show signs of discomfort when they are 

not well.  Unlike the relatively older children most of which are able to complain or show 

visible signs prompting for appropriate treatment. For instance, a report from WHO suggest 

that risk of deaths for children less than four weeks is 15 times greater than those who have 

seen their first birthday. A situation which is explained by their weak immunity to deal with 

new infections compared to the older children [34,35]. It is therefore not surprising that these 

neonates and infant population in this study constituted a greater number of children presented 

with febrile illnesses as well as have reduced likelihood of receiving quality care in its 

management. 

Gender  was identified as a significant predictor of the quality of care management that a child 

receives after presenting with febrile illness in this study. Even though all children appear to 

be vulnerable when we talk about their resilience to diseases, however, the gender role causes 

a variation in terms of their susceptibility to febrile illness has been reported differently [24]. 

Whiles some study's findings are consistent with ours, others hold opposing views. For 

instance, Gold et al.,[36] reported that male children are more susceptible to wheeze, cough, 

bronchitis than girls. Another study also reports that there is no significant gender difference 

with respect to febrile illness among children under five [24].  
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Conclusion  

  

 

The study concludes that, prescribers’  factors such as those who believed in superstition and 

socio-demographic factors of children such as age and gender influenced quality care 

management of febrile illnesses in Ghana. 

 

 Recommendation 

Health policy makers should promote health education to reduce the negative effects of 

supersitition in health care management.  

. 
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