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ABSTRACT
	Background: Patients’ rights are fundamental to quality healthcare; yet, there is limited evidence on the factors influencing their exercise in Ghana. Understanding these determinants is critical to improving patient-centered care and promoting accountability in health service delivery. This study examined the extent and determinants of patients’ exercise of healthcare rights among outpatients in the Upper East Region.
Methods: A descriptive cross-sectional survey was conducted among 230 outpatients aged 18–59 years. Data was collected using structured questionnaires covering demographics, awareness, information sources, hospital experiences, and challenges in exercising rights. Descriptive statistics summarized respondent characteristics and rights exercise, while chi-square tests assessed associations between independent variables and the exercise of rights.
Results: Of the 230 respondents, 64.8% reported having ever exercised their rights, with the right to informed consent (30%) and confidentiality (21.7%) being the most commonly exercised. Significant determinants of exercising rights included educational level (p = 0.045), health insurance coverage (p = 0.015), awareness of rights (p = 0.001), sources of information (p = 0.001), trust in sources (p = 0.016), formal training (p = 0.001), and prior experience of challenges (p = 0.001). Major barriers included lack of knowledge (21.7%), fear of repercussions (17%), and ignorance or disregard by staff (35.6%). Respondents emphasized enhancing public education and improving patient–staff relations as key strategies to promote the exercise of rights.
Conclusion: The exercise of patients’ rights in the Upper East Region is influenced by both individual and systemic factors. Interventions targeting awareness, staff training, and supportive hospital systems are essential to empower patients and strengthen healthcare delivery.
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1. INTRODUCTION
Respect for patients’ dignity, autonomy, and interests is a cornerstone of high-quality healthcare delivery. Across health systems globally, protecting patients’ rights is increasingly recognized as essential not only for ethical practice but also for improving accountability, strengthening trust, and promoting patient-centred care (WHO, 2021). Contemporary patient rights frameworks emphasize access to information, informed consent, confidentiality, respectful treatment, and participation in healthcare decisions (Odeh et al., 2024; WHO, 2024). Evidence from low- and middle-income countries shows that when patients are informed and engaged in their care, they demonstrate better adherence, greater satisfaction, and improved health outcomes (Aparna, 2025; Kim et al., 2021; Akhal et al., 2025).
Patient rights are closely linked to broader human rights and health system responsiveness, and many countries have formalized these principles through national policies and institutional charters. In Ghana, the protection of patient rights is embedded within national health governance structures. The Patients’ Charter developed by the Ghana Health Service, in collaboration with the Commission on Human Rights and Administrative Justice, outlines the rights and responsibilities of patients and healthcare providers, including non-discrimination, confidentiality, informed decision-making, and respectful care. These principles are reinforced by the Public Health Act, 2012 (Act 851), which mandates healthcare facilities to respect and promote patients’ rights within the care process.
Despite the presence of such legal and institutional frameworks, the realization of patient rights depends not only on policy provisions but also on patients’ capacity and willingness to exercise those rights in practice. In this study, exercise of patient rights refers to the active use of entitlements within healthcare encounters, including requesting information, consenting to or refusing treatment, seeking clarification, accessing records, lodging complaints, or demanding respectful care. Research from several low- and middle-income settings suggests that while awareness of patient rights may be increasing, this awareness does not always translate into action due to structural, informational, and relational barriers (Kumlachew et al., 2025). Health literacy, education, provider communication, trust in institutions, and availability of complaint mechanisms have all been identified as factors shaping patients’ ability to assert their rights (Jiang et al., 2024).
Within Ghana, emerging evidence indicates that although many patients report awareness of their rights, they often hesitate to exercise them due to perceived power imbalances, fear of repercussions, and uncertainty about institutional procedures for addressing grievances (Kwame, 2025; Kumah, 2025). This disconnect between knowledge and action reflects broader health system challenges related to accountability, communication, and patient empowerment. Understanding this gap is critical because the effective exercise of patient rights is increasingly viewed as a behavioural outcome influenced by individual, informational, and institutional determinants.
Government healthcare facilities remain the primary source of care for most Ghanaians, making them key sites for examining how patient rights are experienced in practice. The Upper East Region provides a particularly relevant context for such analysis. Like many resource-constrained settings, the region faces challenges related to healthcare access, workforce limitations, language diversity, and communication barriers, all of which may shape patients’ experiences and their willingness to assert their rights. However, empirical evidence on the determinants of patient rights exercise in this setting remains limited.
This study, therefore, aims to identify the determinants influencing the exercise of patients’ healthcare rights among healthcare seekers in the Upper East Region of Ghana. By examining the roles of demographic characteristics, awareness, information sources, institutional responsiveness, and patient experiences, the study seeks to generate evidence that can inform patient empowerment strategies, strengthen accountability mechanisms, and guide policy interventions aimed at improving the responsiveness and quality of Ghana’s health system.

2. METHODOLOGY
2.1 Study Design
This study employed a quantitative descriptive cross-sectional design to examine factors associated with patients’ exercise of healthcare rights. The design enabled the collection of data at a single point in time to assess levels of awareness, experiences, institutional influences, and barriers affecting healthcare seekers’ ability to exercise their rights. A cross-sectional approach was appropriate because the study sought to measure associations rather than causal relationships.

2.2 Study Setting
The study was conducted in the Upper East Region of Ghana. The region has a population of approximately 1.3 million people and is among the least urbanized areas of the country. Healthcare services are organized within a multi-tier system comprising regional, district, sub-district, and community levels. Public health facilities in the region serve as the primary source of care for most residents, making the setting appropriate for examining patients’ rights experiences within routine healthcare delivery.

2.3 Study Population
The study population consisted of adult healthcare seekers aged 18–59 years who had previously accessed outpatient services in health facilities within the Upper East Region. Individuals in this age range were considered capable of independently engaging with healthcare providers and exercising decision-making autonomy regarding their care. 
Participants were eligible if they were aged between 18 and 59 years, had accessed outpatient healthcare services in a health facility within the Upper East Region within the past 12 months, and were able to provide informed consent and complete the questionnaire independently. Individuals were excluded if they were severely ill at the time of data collection, had cognitive or communication impairments that limited their ability to respond to the questionnaire, or were healthcare professionals, as their experiences and knowledge of patients’ rights may differ substantially from those of general healthcare seekers.

2.4 Sample Size and Sampling Procedure
The required sample size was estimated using Cochran’s formula for proportions, which is appropriate for cross-sectional studies involving large populations. Assuming a 95% confidence level (Z = 1.96), a margin of error of 5%, and a conservative estimated proportion of 0.5 (to maximize sample size), the minimum sample required was calculated as 384 respondents. Because the target population of adult healthcare seekers in the Upper East Region exceeds 300,000, it was treated as effectively infinite, and no finite population correction was applied.
Participants were recruited through an online survey distributed via social media platforms and community-based digital networks targeting residents of the Upper East Region. Because participation depended on voluntary response to the survey link, the study employed a non-probability convenience sampling approach.
A total of 230 questionnaires were received, all of which were screened for completeness and eligibility. After data cleaning, all 230 responses were retained for analysis, as no questionnaire met the exclusion criteria for incomplete or invalid responses. This resulted in a final analytic sample of 230 respondents.
Although the achieved sample size was lower than the initial target, it was considered sufficient for descriptive analysis and bivariate testing of associations among categorical variables, particularly given the exploratory nature of the study.

2.5 Data Collection Instrument
Data was collected using a structured self-administered questionnaire developed based on the study objectives and existing literature on patient rights and healthcare system responsiveness. The instrument comprised closed-ended questions organized into the following domains: socio-demographic characteristics, awareness of patients’ rights, experience in exercising rights, institutional communication and responsiveness, barriers and challenges encountered, and suggestions for improving rights awareness and implementation.
The questionnaire was reviewed by two public health researchers for content clarity and relevance before administration. Because the instrument was delivered online, participation required internet access and basic digital literacy, which may have influenced the educational distribution of respondents.

2.6 Data Processing and Analysis
Data weas analysed using SPSS version 25 (IBM Corp., Armonk, NY, USA). Responses were coded numerically prior to analysis. The primary outcome variable was whether respondents had ever exercised their healthcare rights, coded as a binary variable (Yes = 1, No = 0).
Descriptive statistics, including frequencies and percentages, were used to summarize demographic characteristics, awareness levels, and reported experiences. Associations between categorical independent variables and the outcome variable were examined using Pearson’s chi-square tests. Statistical significance was set at p < 0.05. Expected cell counts were examined to ensure assumptions for chi-square testing were met.

3. RESULTS
3.1 Sample Characteristics
A total of 230 respondents completed the survey, representing 57.6% of the initial sample of 399 derived using the Yamane method. As shown in Table 1, respondents were predominantly aged 30–45 years (51.7%). Males constituted the majority, 57.0% of the sample. Most respondents had attained tertiary education (92.2%) and were employed (48.3%). Regarding healthcare utilization, 62.2% visited healthcare centers occasionally. Most respondents (93.5%) were covered by the National Health Insurance Scheme (NHIS).

Table 1. Demographic Characteristics of Respondents

	Characteristic
	Frequency (N)
	Percentage (%)

	Sex
	
	

	Male
	131
	57.0

	Female
	99
	43.0

	Age
	
	

	18–29
	98
	42.6

	30–45
	119
	51.7

	46–59
	13
	5.7

	Education
	
	

	Secondary
	18
	7.8

	Tertiary
	212
	92.2

	Marital Status
	
	

	Married
	134
	58.3

	Single
	96
	41.7

	Employment
	
	

	Employed
	111
	48.3

	Unemployed
	49
	21.3

	Student
	70
	30.4

	Hospital Visits
	
	

	Daily
	47
	20.4

	Monthly
	40
	17.4

	Occasionally
	143
	62.2

	Health Insurance
	
	

	Yes
	215
	93.5

	No
	15
	6.5



3.2 Exercise of Patients’ Rights
Overall, 64.8% of respondents reported having ever exercised their rights at healthcare centers, while 35.2% had not. Among the rights exercised, the most common were the right to informed consent (30.0%) and the right to confidentiality (21.7%). Less frequently exercised rights included the right to medication, second medical opinion, treatment, and refusal of treatment. Among those who had never exercised their rights, the main reasons were lack of knowledge (21.7%) and fear of repercussions (17.0%) (Table 2).

Table 2. Exercise of Rights and Reasons for Non-Exercise

	Characteristic
	Frequency (N)
	Percentage (%)

	Ever Exercised Rights
	
	

	Yes
	149
	64.8

	No
	81
	35.2

	Rights Exercised
	
	

	Right to medication
	2
	0.9

	Right to access medical records
	26
	11.3

	Right to confidentiality
	50
	21.7

	Right to informed consent
	69
	30.0

	Right to refuse treatment
	16
	7.0

	Right to second medical opinion
	2
	0.9

	Right to treatment
	2
	0.9

	Reasons for Not Exercising Rights
	
	

	Fear of repercussions
	39
	17.0

	Lack of confidence
	2
	0.9

	Lack of knowledge
	50
	21.7

	Lack of support
	10
	4.3



3.3 Awareness and Information Sources
Approximately 44.3% of respondents reported being fully aware of their rights, 41.3% somewhat aware, and 14.3% not aware at all. Awareness was strongly associated with exercising rights: 86.3% of fully aware respondents had exercised their rights compared to 24.2% of those unaware (χ²(2) = 21.29, p < 0.001).
Key sources of awareness included the internet (27.8%) and healthcare providers (23.0%), with highest trust reported for healthcare providers (41.3%) and hospital pamphlets (19.1%). Both source of awareness and trust were significantly associated with exercising rights (χ² = 21.56, p < 0.001 and χ² = 14.00, p = 0.016, respectively). Respondents who had received training on patients’ rights were more likely to exercise them (χ²(1) = 12.19, p < 0.001) (Table 3).

Table 3. Awareness, Information Sources, and Training (N = 230)

	Variable
	n
	%
	χ²
	p-value

	Awareness
	
	
	21.29
	0.001

	Not aware
	33
	14.3
	
	

	Somewhat aware
	95
	41.3
	
	

	Fully aware
	102
	44.3
	
	

	Awareness Sources
	
	
	21.56
	0.001

	Internet
	64
	27.8
	
	

	Healthcare provider
	53
	23.0
	
	

	Hospital pamphlets/brochures
	29
	12.6
	
	

	Family/friends
	25
	10.9
	
	

	Community workshops/seminars
	18
	7.8
	
	

	Other
	41
	17.8
	
	

	Source Trust
	
	
	14.00
	0.016

	Healthcare provider
	95
	41.3
	
	

	Hospital pamphlets/brochures
	44
	19.1
	
	

	Internet
	38
	16.5
	
	

	Community workshops/seminars
	33
	14.3
	
	

	Family/friends
	11
	4.8
	
	

	Other
	9
	3.9
	
	

	Training on Rights
	
	
	12.19
	0.001

	Yes
	97
	42.2
	
	

	No
	133
	57.8
	
	





3.4 Challenges in Exercising Rights
Among respondents, 63.5% reported facing challenges when exercising their rights. The most common challenges were staff ignorance/disregard (35.6%), lack of clarity on rights (16.5%), and language barriers (10%). Only 30.9% knew how to raise complaints, and 41.7% were comfortable raising complaints. Facing challenges, knowledge of complaint mechanisms, and comfort in raising complaints were all significantly associated with exercising rights (p < 0.01) (Table 4).

Table 4. Challenges in Exercising Rights (N = 230)

	Variable
	n
	%
	χ²
	p-value

	Ever faced challenges
	
	
	22.62
	0.001

	Yes
	146
	63.5
	
	

	No
	84
	36.5
	
	

	Challenges type
	
	
	
	

	Staff ignorance/disregard
	82
	35.6
	
	

	Lack of clarity on rights
	38
	16.5
	
	

	Language barriers
	24
	10.4
	
	

	Fear of retaliation
	17
	7.4
	
	

	How to raise complaints
	
	
	10.21
	0.001

	Yes
	71
	30.9
	
	

	No
	159
	69.1
	
	

	Comfortable raising complaints
	
	
	11.34
	0.003

	Very comfortable
	96
	41.7
	
	

	Somewhat comfortable
	78
	33.9
	
	

	Not comfortable at all
	56
	24.3
	
	



3.5 Overall Hospital Experiences
Respondents’ experiences with hospital communication, staff respect for rights, complaint response, and overall satisfaction were assessed. Ratings were mixed, with a notable proportion indicating poor communication (36.5%) and poor staff responses (30.9%). Associations between these variables and exercise of rights were not statistically significant at p < 0.05, although communication showed borderline significance (χ²(2) = 5.68, p = 0.059) (Table 5).

Table 5. Overall Hospital Experiences (N = 230)
	Variable
	Category
	n
	%
	χ²
	p-value

	Communication
	
	
	
	5.68
	0.059

	
	Good
	67
	29.1
	
	

	
	Neutral
	53
	23.0
	
	

	
	Poor
	84
	36.5
	
	

	
	Very Poor
	26
	11.3
	
	

	Staff Respect Rights
	
	
	
	4.02
	0.134

	
	Agree
	72
	31.3
	
	

	
	Neutral
	65
	28.3
	
	

	
	Disagree
	93
	40.4
	
	

	Staff Response to Complaints
	
	
	
	2.94
	0.230

	
	Good
	64
	27.8
	
	

	
	Neutral
	58
	25.2
	
	

	
	Poor/Very Poor
	108
	47.0
	
	

	Healthcare Satisfaction
	
	
	
	3.10
	0.213

	
	Dissatisfied
	80
	34.8
	
	

	
	Neutral
	70
	30.4
	
	

	
	Satisfied
	80
	34.8
	
	




3.6 Suggestions for Improvement
Respondents suggested enhanced awareness campaigns, including community-level engagements, hospital-based education, and use of media and local languages. Emphasis was also placed on improving staff–patient relations through respectful communication and staff training. Overall, the most frequently cited recommendation was creating awareness of patients’ rights (80 responses), followed by improving hospital staff–patient interactions (33 responses).

3.7 Demographics and Exercise of Rights
The associations between demographic variables and respondents’ exercise of patients’ rights were examined using chi-square tests (Table 6). Only education level (χ²(1) = 4.01, p = 0.045) and health insurance coverage (χ²(1) = 5.95, p = 0.015) were significantly associated with exercising rights. Sex, age, marital status, employment, and frequency of hospital visits were not significantly associated (p > 0.05).
Table 6. Association Between Demographics and Exercise of Rights

	Association
	χ²
	df
	p-value

	Exercise * Sex
	0.06
	1
	0.804

	Exercise * Age
	0.89
	2
	0.642

	Exercise * Education
	4.01
	1
	0.045

	Exercise * Marital
	2.95
	1
	0.086

	Exercise * Employment
	3.43
	2
	0.180

	Exercise * Visits
	1.43
	2
	0.489

	Exercise * Insurance
	5.95
	1
	0.015



4. DISCUSSION
The analysis revealed that education level and health insurance coverage were significantly associated with the exercise of patients’ rights, whereas sex, age, marital status, employment status, and frequency of hospital visits were not. Specifically, respondents with tertiary education and those covered under the National Health Insurance Scheme (NHIS) were more likely to exercise their rights. This finding aligns with previous research indicating that higher education enhances patient empowerment and ability to navigate healthcare systems (Guldager et al., 2025; Enebeli, 2025). Similarly, health insurance coverage may reduce financial barriers and provide patients with confidence to demand their rights, consistent with studies showing insured patients are more likely to engage actively in healthcare interactions (Dong, 2024; Umar et al., 2020; Institute of Medicine (US) Committee on the Consequences of Uninsurance, 2002).
The lack of significant associations for sex, age, marital status, and employment suggests that awareness and structural factors, rather than sociodemographic characteristics, may play a stronger role in enabling patients to exercise their rights in this context. This finding is in line with research from sub-Saharan Africa, which emphasizes systemic and knowledge-based determinants over basic demographic factors (Enebeli, 2025; Dong, 2024).
Awareness of patients’ rights was strongly associated with exercise of rights. Among respondents fully aware of their rights, 86.3% reported exercising them, compared to only 24.2% of those unaware. The primary sources of awareness were the internet and healthcare providers, with patients placing the highest trust in healthcare professionals and hospital pamphlets. These findings underscore the critical role of patient education in promoting rights utilization. Studies from Ghana and Nepal similarly highlight that awareness and targeted information campaigns significantly enhance patients’ ability to assert their rights (Singh, 2022; Nkrumah et al., 2025).
Training and formal education on patients’ rights were also influential. Respondents who received any form of training were significantly more likely to exercise their rights (χ²=12.19, p=0.001). This emphasizes the importance of structured educational interventions both in community settings and within health facilities.
Among patients who exercised their rights, the most frequently asserted rights were the right to informed consent (30%) and the right to confidentiality (21.7%). Conversely, rights related to second medical opinion, treatment refusal, and access to medication were rarely exercised. These patterns may reflect patients’ perceptions of which rights are most enforceable or culturally acceptable to assert, and the degree of engagement with healthcare professionals. Similar studies indicate that informed consent and confidentiality are often prioritized due to their direct relevance to routine interactions with healthcare staff (Michael et al., 2025; Ateya et al. 2024; Semyonov-Tal, 2024).
Reasons for not exercising rights included lack of knowledge (21.7%) and fear of repercussions (17%), highlighting the dual challenge of limited awareness and perceived risk in advocating for one’s rights. This finding mirrors global evidence showing that fear of negative consequences and inadequate knowledge remain major barriers to rights utilization (Birhanu et al., 2021; Odeh et al., 2024; Putturaj, 2024).
A substantial proportion of respondents (63.5%) reported encountering challenges when attempting to exercise their rights. The most common issues were ignorance or disregard by healthcare staff (35.6%), lack of clarity on rights (16.5%), and language barriers (10%). Notably, 69.1% of respondents did not know how to lodge complaints, and many were uncomfortable doing so. Respondents who were familiar with complaint procedures were significantly more likely to exercise their rights (χ²=10.21, p=0.001). These findings suggest that both staff attitudes and institutional systems for complaints and feedback are critical determinants of rights exercise. Similar studies in African healthcare contexts have emphasized that provider behavior and systemic barriers often undermine patients’ ability to assert their rights effectively (Camara et al., 2020; Kwame, 2025; Abraham, 2024).
Respondents reported suboptimal overall hospital experiences, particularly regarding communication and respect for rights. Nearly 48% rated staff communication as poor, and 40.4% perceived staff as disrespectful toward patients’ rights. Although statistical associations between these experiences and exercise of rights were mostly non-significant or borderline (p>0.05), the trends suggest that interpersonal interactions may influence patients’ willingness to assert rights. Consistent with prior research, effective communication and respectful treatment by healthcare providers enhance patient confidence and engagement in care (Jiang et al., 2024; Camara et al., 2020).
Respondents emphasized two major areas for enhancing rights exercise: (1) increased awareness through community outreach, school-based education, and hospital-level initiatives; and (2) improved patient-provider relations, including staff training on respect for rights and effective communication. These suggestions are consistent with international recommendations advocating multi-level strategies for promoting patient rights, combining educational campaigns, institutional policies, and staff capacity building (WHO, 2023; Doshmangir et al., 2025).

5. STRENGTHS AND LIMITATIONS
This study provides empirical evidence on the factors influencing exercise of patients’ rights in a region with limited prior research. The sample size was adequate, and the use of internet surveys facilitated access to geographically dispersed respondents. However, limitations include potential selection bias, as internet access and digital literacy may have excluded some demographic groups. The cross-sectional design also limits causal inference, and recall bias may have influenced self-reported exercise of rights.

6. CONCLUSION
The exercise of healthcare rights among patients in the Upper East Region of Ghana is influenced primarily by education, health insurance coverage, awareness, and training. While most patients are knowledgeable about basic rights such as informed consent and confidentiality, systemic challenges such as staff attitudes, unclear complaint mechanisms, and language barriers hinder the full exercise of rights. Strengthening patient education, improving institutional complaint systems, and enhancing staff-patient relations are critical for promoting patient empowerment and adherence to rights in healthcare delivery.
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