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influencing these pathways remain insufficiently documented. Objective: The
objective was to identify the factors contributing to suboptimal healthcare path-
ways for these individuals. Study Framework: The study was conducted in pub-
lic hospitals in Cotonou, Porto-Novo and Parakou in Benin. Methods: A cross-
sectional analytical study was conducted with 497 participants in Cotonou,
Porto-Novo, and Parakou. Data were collected via questionnaire and then an-
alyzed using Stata 11.0. Associations were investigated using bivariate and mul-
tivariate logistic regression at a significance level of 5%. Results: Suboptimal
healthcare pathways accounted for 86.72% of cases. Five factors remained sig-
nificantly associated: illness-related cultural beliefs and practices (p < 0.001),
patient education (p = 0.04), type of disease (p = 0.04), chronicity of the illness
(p < 0.001), and the patient’s social position (p = 0.04). Sociocultural, informa-
tional, clinical, and socioeconomic factors strongly influence treatment choices
and continuity of care. Conclusion and Contribution: Optimizing care path-
ways for people with reduced mobility requires strengthening patient educa-
tion, reducing social and financial inequalities in access to care, and better con-
sideration of sociocultural realities.
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1. Introduction

A healthcare pathway refers to the sequence of healthcare services used by an in-
dividual from the onset of symptoms until the resolution or stabilization of their
health problem. It results from complex interactions between the patient’s indi-
vidual characteristics, sociocultural, economic, and environmental factors, and
the organization of the health system. The World Health Organization (WHO)
emphasizes that access to continuous, coordinated, and patient-centered care is
an essential element of universal health coverage and improved population health
[1].

In many low- and middle-income countries, particularly in sub-Saharan Africa,
healthcare pathways are often characterized by the coexistence of pluralistic
healthcare systems. Patients frequently resort to self-medication, traditional prac-
tices, spiritual or religious resources, and conventional health services, often se-
quentially or simultaneously [2] [3]. This medical pluralism can lead to diagnostic
delays, treatment interruptions and increased costs borne by patients and their
families [4].

People with reduced mobility represent a population particularly vulnerable to
difficulties accessing healthcare. According to the World Health Organization,
people living with a functional limitation or disability face more geographical, fi-
nancial, organizational, and informational barriers than the general population,
compromising the continuity and effectiveness of care [5]. The World Disability
Report indicates that these individuals have greater health needs while facing per-
sistent inequalities in access to health services [6]. More recently, the WHO Global
Report on Health Equity for Persons with Disabilities highlighted that barriers
encountered throughout the healthcare journey contribute significantly to excess
mortality and a decline in the quality of life of this population [7]. The determi-
nants of healthcare pathways have been the subject of much investigation. Ander-
sen demonstrated that healthcare utilization depends on predisposing factors, facil-
itating factors, and perceived or actual health needs [8]. Other studies have shown
that cultural beliefs, social norms, education level, economic resources and the avail-
ability of services strongly influence individuals’ therapeutic choices [9] [10]. In the
Democratic Republic of the Congo, Mwana-Wabene et al. observed that patients
with hypertension and diabetes frequently resorted to unconventional therapeutic
alternatives before consulting modern healthcare facilities [3]. In Guinea, Diakite
et al. reported a high frequency of self-medication in the treatment pathway of sickle
cell patients [11]. Furthermore, several African studies have highlighted the influ-
ence of religious beliefs, cultural representations of illness, and financial constraints
on healthcare-seeking behaviors [9] [12] [13].

In Benin, reforms undertaken in the health sector aim to improve the accessibility
and quality of care. However, little scientific data documents the determinants of
healthcare pathways for people with reduced mobility, even though this popula-
tion is particularly vulnerable to barriers to accessing healthcare services. A better

understanding of the factors associated with suboptimal care pathways is essential
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to guide public policy, strengthen equitable access to care, and improve the man-
agement of these patients. This study aims to identify the sociocultural, informa-
tional, economic, and clinical factors associated with the care pathways of people

with reduced mobility in hospitals in cities with special status in Benin.

2. Materials and Methods
2.1. Study Setting

The study was conducted in public hospitals in the special-status cities of Porto-

Novo, Cotonou, and Parakou in Benin.

2.2. Study Type

This was a cross-sectional analytical study.

2.3. Primary Targets

The primary target group consisted of individuals with reduced mobility recorded
in hospital admission registers from July 1 to December 31, 2024, at the partici-
pating health centers. For the central level, the study was conducted at the Hubert
Koutoukou MAGA National University Hospital Center (CNHU-HKM) in Coto-
nou, and the University Clinic of Internal Medicine was also included. For the
intermediate level, the study was conducted in the Medical Departments of the
Ouémé Departmental University Hospital Center (CHUD-O) in Porto-Novo and
the Borgou Departmental University Hospital Center (CHUD-B) in Parakou. For
the peripheral level, we conducted the study in the Medical Services of the Suru-
Léré University Zone Hospital Center (CHUZ-SL) and the Menontin Zone Hos-
pital Center (CHZ-M) in Cotonou.

2.4. Secondary Targets

These were the caregivers of people with reduced mobility who stayed at the health
center with the primary targets during their hospitalization. Their responses were
processed in the same way as those of the identified primary targets.

2.5. Inclusion Criteria

The study included people with reduced mobility and/or their caregivers who were
interviewed during data collection and who gave their free and informed consent

to participate.

2.6. Exclusion Criteria

The study excluded any people with reduced mobility and caregivers interviewed

who did not give their free and informed consent to participate.

2.7. Sampling Size, Methods, and Techniques

The sample was constructed using a simple random sampling method. The sample

size was deduced from probabilistic calculations using Swartz’s formula. Our lit-
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erature search did not find any reported prevalence figures for this phenomenon.
In the absence of prior data on the prevalence of the phenomenon under study, a
p-value of 50% was used, corresponding to the maximum prevalence hypothesis,
in order to obtain a conservative sample size. Let (p) be the prevalence rate; g=1 -
p, the accepted risk of error; ea® = 1.962, the power 7= 0.05. The SWHARTZ for-

mula being:
n=ea-pqr

After entering the data and performing the calculations, we arrived at a result
of 385 individuals to be surveyed at a minimum.

For sample construction, we used simple random selection without replacement
to determine the target groups. In each health center, we considered the number
of people with reduced mobility admitted for hospitalization from July 1 to Decem-
ber 31, 2024, to create our sampling frame and performed simple random selection
without replacement. The sample size for each center was weighted by the minimum
sample size and the weight of the center’s sampling frame. From this, we derived
the following calculation formula: Let Pbbe the weight of each center’s sampling
frame, n be the minimum sample size required, and £b be the number of individ-
uals to be surveyed per center: Eb = Pb/(>" Eb/n).

2.8. Data Collection Techniques and Tools

Data were collected through a questionnaire survey administered to patients or their
caregivers. To identify the target groups, we reviewed hospital admission records.
After selecting participants, we contacted each group, visited them, and adminis-

tered the survey questionnaire.

2.9. Dependent Variable

The dependent variable in our study was the care pathway of individuals who had
developed reduced mobility, within hospital centers in Benin’s cities with special
status. This referred to the subject’s therapeutic journey based on their condition.
It was a nominal variable with several categories:

- Traditional or folk treatment: In this case, treatment involved care provided by
a traditional healer, herbalist, marabout, diviner, Imam, priest, pastor, or other
religious figure, or was based on known or acquired indigenous therapeutic
knowledge and properties.

- Self-medication using pharmaceutical products.

- Purely medical pathway: A pathway involving only medical care, without any
admixture of non-conventional or traditional therapies.

- Complex medical pathway: A pathway involving up to three physicians (special-
ists or generalists) and one or more paramedical professionals, preceded or ac-
companied by non-conventional or traditional therapeutic practices.

- Labyrinthine medical pathway: A pathway involving four or more physicians
(specialists or generalists) and one or more paramedical professionals, pre-

ceded or accompanied by non-conventional or traditional therapeutic prac-
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tices.
However, during statistical analysis, this variable was dichotomized into two
categories:
- The “complex pathways” and “labyrinthine pathways” categories were grouped
together as “suboptimal pathways”.
- The remaining categories were grouped into an “other pathways” category.

2.10. Independent Variables

These are:

- Sociocultural accessibility, including: popular aspects of the pathology, endog-
enous aspects of the pathology, customs and traditions related to the pathology,
beliefs and values related to the pathology;

- Informational accessibility, including: educational concepts related to the pa-
thology, the frequency or rarity of the pathology in the general population;

- Geographical accessibility, including: the distance between home and health
center, accessibility to available means of transport, spatial inequality in the pro-
vision of care;

- Organizational accessibility, including: the presence of medical specialties use-
ful to the patient, the presence of paramedical specialties useful to the patient,
the practice or not of Therapeutic Patient Education (TPE) sessions in the cen-
ter, the outpatient pathway, the conventional hospitalization pathway, the reg-
ulations and laws governing the pathology, the technological and scientific con-
text of the country, the institutional aspects of care and pathways;

- Economic accessibility, including: the economic context of the region, the pa-
tient’s social position, the overall cost of the various procedures and treatments
already received (modern, endogenous, traditional, spiritual care, etc.), the di-
rect costs of care, the indirect costs of care, the cost-effectiveness of care accord-
ing to the patient, the patient’s perception of the cost of services in a hospital
setting, the promptness in settling healthcare bills, direct payment of healthcare
costs, coverage by health insurance or social security, the inability to pay for
healthcare costs;

- Patient-related factors include: the subject’s age, the subject’s sex, the type of
pathology, the patient’s clinical condition, the chronicity of the disease, the pa-
tient’s beliefs and values about the disease, and the time between the first symp-

toms of the pathology and the first medical consultation.

2.11. Data Processing

The completeness, accuracy, and consistency of the collected data were verified
daily during data collection. The data collected for analysis were entered using Epi
Data software version 7.2.3.0 and analyzed with Stata software version 11.0. Tables
for organizing the data were created using Microsoft Excel 2010, and the report
was typed using Microsoft Word 2010. The entered data were cleaned and refined

before analysis.
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2.12. Data Description

In this section, we will describe the routes taken and the variables surveyed. For
quantitative variables, the results were presented as mean and standard deviation
when the distribution was normal, or as median and quartiles when the distribution

was skewed. Qualitative variables were presented as proportions.

2.13. Data Analysis

We performed a bivariate analysis using logistic regression. This allowed us to de-
termine the associations between the types of care pathways encountered and the
various factors through the raw odds ratios (OR) and their 95% confidence inter-
vals (95% CI). In multivariate analysis, variables with a p-value less than 5% in the
bivariate analysis were included in an initial multivariate logistic regression model.
A backward stepwise logistic regression procedure was then applied to identify fac-
tors influencing suboptimal care pathways. The variables retained in the final model
were those with a p-value less than 5%. The goodness of fit of the final model was
assessed using the Hosmer-Lemeshow test. According to this test, the model is con-

sidered adequate when the p-value is greater than 5%.

2.14. Ethics Committee Declaration

At the outset, this research was conducted in accordance with basic ethical and
professional principles governing research involving human subjects. The agree-
ment of the administrative authorities of the selected hospitals was requested and
obtained before data collection began. In accordance with the principle of profes-
sional secrecy, the confidentiality of the collected data was strictly maintained
throughout the study. The free and informed consent of the participants and the
anonymity of the information collected were guaranteed throughout the study and
beyond.

This study was submitted to the Local Ethics Committee for Biomedical Research
of the University of Parakou (CLERB-UP) in Benin, and received a favorable opin-
ion with the reference: REF 1023/2024/CLERB-UP/P/SPW/R/SA dated April 18,2025,

Parakou, Benin.

3. Results
3.1. Data Description

We set out to survey a minimum of 385 individuals, having selected 512 after re-
viewing the centers” hospitalization registers. Ultimately, a total of 497 individuals

were surveyed, while 15 could not be reached during the survey period.

3.2. Dependent Variables

This concerns the healthcare pathways of people with reduced mobility in Benin.
Highly fragmented care pathways were the most frequent at 70.82%, followed by
complex care pathways at 15.90%. Therefore, 86.72% of care pathways were found
to be suboptimal.
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3.3. Independent Variables
The distribution was normal. The description of the independent variables is pre-

sented in Table 1 and Table 2.

Table 1. Description of sociocultural and informational accessibility data and related fac-
tors for individuals throughout their healthcare journey in hospitals in cities with special

status in Benin.

Variables Workforce %
Traditional treatment 183 36.82
Medical treatment 117 23.54
Popular aspects of pathology Prayers/exorcisms 83 16.70
Divination consultations 108 21.73
Indifferent 6 1.21
Witchcraft 164 33.00
Endogenous aspects of the ) .
Fruit of a sin 43 8.65
pathology
Indifference 290 58.35
Isolation/quarantine 65 13.08
Usages and customs
Compassion and protection 432 86.92
Curable illness 109 21.93
Incurable illness 132 26.56
Beliefs and values of pathology
Deathly illness 243 48.89
Indifference 13 2.62
Mass IEC 23 4.63
Educational factors Individual IEC 41 8.25
Unknown 433 87.12
Frequency or rarity of the Rare disease 6 1.21
condition Common disease 491 98.79
Lack of knowledge of laws 224 45.07
Regulations and laws
Knowledge of laws 273 54.93
Therapeutic patient education No 440 88.53
sessions attended at least once Yes 57 11.47
Existing program 312 62.78
Institutional aspects of care
Non-existing program 185 37.22
Complex 374 75.25
Outpatient perception
Simple 123 24.75
Complex 358 72.18
Inpatient perception
Simple 138 27.82
15-24 27 5.43
Age (years) 25-65 365 73.44
Over 65 105 21.13
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Continued

Sex

Patient’s clinical condition

Chronicity of the disease

Male
Female

Dependent patient

Independent patient

Chronic disease

Subacute disease

275 55.33
222 44.67
445 89.54
52 10.46
481 96.78
16 3.22

Table 2. Description of data on the economic accessibility and personalized aspects of care

pathways for people with reduced mobility in hospitals in cities with special status in Benin.

Variables Workforce %
Neurology 175 35.21
Traumatology 57 11.47
Rheumatology 20 4.02
Type of pathology Cardiology 58 11.67
Pulmonology 59 11.87
Internal Medicine 102 20.52
Nephrology 26 5.23
Oddity of Chance 205 41.25
Spellbinding 147 29.58
Patient’s beliefs and values

Curse 85 17.10
Indifferent 60 12.07
Day 1 123 24.75
Time between first symptoms and Week 1 130 26.16
medical consultation Week 2 47 9.46
Week 3 and beyond 197 39.64
Disadvantaged 75 15.09

Working Class 42 8.45

Patient’s social status

Average Income 309 62.17
Professional Income 71 14.28
Less than 500,000 301 60.56
500,001 to 1,000,000 153 30.78

Total cost of various procedures and More than 1.000.000 43 8.65

treatments already received (CFA

francs) Less than 500,000 329 66.20
500,001 to 1,000,000 133 26.76

More than 1,000,000 35 7.04
Less than 500,000 488 98.19

Indirect costs of care (CFA francs) 500,001 to 1,000,000 6 1.21

More than 1,000,000 3 0.6
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Continued
Bad 417 83.90
Cost-effectiveness ratio of care
Good 80 16.10
Exorbitant 459 92.35
Perception of service costs
Moderate 38 7.65
Promptness of payment of medical No 325 65.39
bills Yes 172 34.61
No 407 81.89
Health insurance coverage
Yes 90 18.11
Yes 297 59.76
Inability to pay for medical care
No 200 40.24

Also:

- Analysis of the economic context reveals that the economic context allows for
the management of 100% of the pathologies encountered. However, significant
disparities exist between individuals;

- Analysis of the country’s technological and scientific context reveals that the
technology exists to manage 100% of the various pathologies. The fundamental
problem is the difficulty of accessing this technology economically when it is
indicated;

- The analysis of knowledge on the availability of medical and paramedical spe-
cialties useful for the pathology reveals that 100% of individuals declare having
knowledge of the existence of these specialties on site, able to treat and manage

their health problems on site in the hospital centers investigated.

3.4. Bivariate Analysis

Nineteen variables were significantly associated with the non-optimization of
healthcare pathways at the 5% level (p < 0.05). These variables were: popular as-
pects of the condition (OR = 17; 95% CI [2.81; 102.81]; p < 0.001); endogenous
aspects of the condition (OR = 2.32; 95% CI [1.48; 3.64]; p < 0.001); customs and
practices related to the condition (OR = 3.62; 95% CI [2.25; 5.81]; p < 0.001); be-
liefs and values regarding the condition (OR = 26.53; 95% CI [7.47; 94.22]; p <
0.001); educational concepts related to the condition (OR = 4.55; 95% CI [1.05;
19.71]; p = 0.04); therapeutic patient education sessions (OR = 0.12; 95% CI [0.04;
0.38]; p < 0.001); perception of the outpatient care pathway (OR = 5.27; 95% CI
[3.39; 8.16]; p < 0.001); perception regarding conventional hospitalization (OR =
5.65; 95% CI [3.68; 8.67]; p < 0.001); type of condition (OR = 5; 95% CI [1.80;
13.86]; p < 0.001); patient’s clinical status (OR = 2.29; 95% CI [1.28; 4.11]; p < 0.001);
chronicity of the disease (OR = 18.70; 95% CI [4.19; 83.41]; p < 0.001); patient’s
own beliefs and values (OR = 2.94; 95% CI [1.35; 6.39]; p = 0.01); time elapsed
between first symptoms and first medical consultation (OR = 2.49; 95% CI [1.49;
4.17]; p < 0.001); patient’s social standing (OR = 5.67; 95% CI [1.68; 19.08]; p <
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0.001); total cost of procedures and care already received (OR = 0.56; 95% CI [0.36;
0.88]; p = 0.01); patient’s view of the cost-effectiveness of care (OR = 5.65; 95% CI
[3.40; 9.38]; p < 0.001); patient’s perception of hospital service costs (OR = 2.64;
95% CI [1.35; 5.16]; p < 0.001); health insurance or social security coverage (OR =
1.82; 95% CI [1.13; 2.93]; p = 0.01); and inability to pay for care (OR = 1.95; 95%
CI[1.31;2.88]; p < 0.001).

Similarly:

- The chi-square analysis comparing popular aspects of treating the condition
with endogenous aspects and interpretations of the disease reveals a statisti-
cally significant link (p < 0.001);

- The chi-square analysis comparing popular aspects of treating the condition
with popular beliefs regarding the outcome of the condition reveals a statisti-
cally significant link (p < 0.001);

- The chi-square analysis comparing popular aspects of treating the condition
with the failure to attend at least one patient therapeutic education session regard-
ing their own condition reveals a statistically significant link (p < 0.001);

- The chi-square analysis comparing the type of condition with endogenous as-
pects and interpretations of the disease reveals a statistically significant link (p
< 0.001);

- The chi-square analysis comparing the type of condition with the patient’s own
beliefs and values regarding their condition reveals a statistically significant
link (p = 0.00);

- The analysis comparing the patient’s social status with the overall cost of the
condition reveals a statistically significant link (p < 0.001). Social status deter-
mines the overall cost of the disease;

- The analysis comparing the patient’s social status with the direct cost of the con-
dition reveals a statistically significant link (p < 0.001). The patient’s social sta-
tus determines the overall cost of the disease.

It can be concluded that there are no confounding factors among the variables
significantly associated with the suboptimal healthcare pathways of patients with

reduced mobility.

3.5. Multivariate Analysis

We initially included in the multiple logistic regression model the 19 variables whose
p-values were significant in the bivariate analysis. After progressively removing
non-significant variables, we retained 5 factors significantly associated at the 5%
threshold with the suboptimal care pathways of people with reduced mobility in
hospitals in cities with special status in Benin, with a p-value less than 0.05. We then
verified the goodness of fit of the regression model using the Osmer-Lemshow test,
which yielded a p-value of 0.47 (greater than 0.05). It is concluded that the model
is adequate. The findings indicate that the lack of optimization of care pathways
for people with reduced mobility in hospitals within Benin’s special-status cities
was associated with the following variables: customs and practices related to the
condition (OR = 10.58; 95% CI [2.45; 45.66]; p < 0.001), concepts of patient ther-
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apeutic education (OR = 1.28; 95% CI [1.15; 3.22]; p = 0.04), the type of condition
(OR = 0.29; 95% CI [0.09; 0.97]; p = 0.04), the chronicity of the disease (OR =
25.02; 95% CI [3.28; 191.06]; p < 0.001), and the patient’s social status (OR = 4.58;
95% CI [2.05; 19.97]; p = 0.04).

4. Discussion

4.1. Predominance of Suboptimal Care Pathways among People
with Reduced Mobility

This study highlights a high proportion of suboptimal care pathways among peo-
ple with reduced mobility in cities with special status in Benin. More than eight
out of ten patients experienced complex treatment pathways involving multiple
forms of care before accessing appropriate hospital care. This finding demonstrates
the existence of gaps in continuity of care and persistent barriers to early access to
health services. This observation aligns with research conducted in several African
countries where patients frequently alternate between conventional medicine, self-
medication, recourse to traditional healers, and religious practices before entering
the modern healthcare system [3] [11] [14]. In Burkina Faso, Ilboudo showed that
the perceived severity of illness strongly influences the use of healthcare facilities,
with symptoms considered mild often being managed outside the formal medical
system [2]. Comparable results have been reported in Guinea in sickle cell patients
and in the Democratic Republic of the Congo in people suffering from chronic dis-
eases [4] [11].

4.2. Sociocultural Determinants of Healthcare Pathways

One of the main contributions of this study is highlighting the role of customs and
traditions in shaping healthcare pathways. Patients exposed to certain sociocultural
representations of illness experienced more suboptimal pathways.

Collective beliefs contribute to the social definition of illness and influence how
individuals interpret symptoms, identify their causes, and choose which therapeu-
tic resources to use. When illness is associated with supernatural, spiritual, or mys-
tical causes, recourse to traditional healers, religious leaders, or other community
actors may precede medical consultation [15]. These results are consistent with
those observed by Manya et a/. in the Democratic Republic of the Congo, who
showed that cultural and religious norms significantly influence the use of health
services [9]. Similarly, Kane et a/ highlighted the crucial role of cultural beliefs
and practices in health behaviors observed during the Ebola epidemic in West
Africa [12]. Several international studies also indicate that social representations
of illness remain major determinants of healthcare utilization in resource-limited

countries [16].

4.3. The Role of Therapeutic Patient Education in Care Pathway
Optimization

The concept of patient therapeutic education also appears to be an independent
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determinant of care pathways. Individuals with low levels of information about
their illness or who have not benefited from an appropriate educational approach
experienced more complex care pathways. Therapeutic education promotes un-
derstanding of the illness, adherence to treatments, decision-making autonomy,
and the appropriate use of health services. It also helps reduce consultation delays
and disruptions in continuity of care [17]. The observed results are consistent with
those reported by Achouri ef al. in North Africa, who showed that the absence of
therapeutic education was associated with poorer treatment adherence in diabetic
patients [18]. Internationally, several systematic reviews have demonstrated that
therapeutic education programs improve clinical outcomes and enhance the effi-

ciency of health systems [19].

4.4. Influence of Disease Type and Chronicity

The study reveals that pathology type and disease chronicity significantly influence
care pathways. Patients with chronic diseases or complex conditions were more
likely to experience suboptimal pathways. Chronic diseases generally require pro-
longed, multidisciplinary, and coordinated care. They often involve multiple
healthcare providers, repeated consultations, and continuous adaptation of treat-
ment strategies. In contexts where healthcare systems remain fragmented, this com-
plexity can lead to increased healthcare utilization and longer treatment pathways
[20]. These results are consistent with the behavioral model of Andersen, accord-
ing to which healthcare needs are one of the main determinants of healthcare uti-
lization [8]. They also corroborate the observations of Ilboudo in Burkina Faso,
who showed that persistent symptoms and disease progression gradually lead pa-

tients to seek more treatment [2].

4.5. Social Position and Inequalities in Access to Care

The patient’s social position was the last factor independently associated with care
pathways in our study. Individuals from the least advantaged social categories were
more likely to follow suboptimal pathways. This relationship is well-documented
in the scientific literature. Economic resources influence access to consultations,
additional tests, medications, and the means of transport necessary to reach
healthcare facilities [21]. In contexts where direct financing of care remains sig-
nificant, financial constraints can lead to postponed consultations or the use of
less expensive therapeutic alternatives [1]. Our results are consistent with those of
Bloy et al, who highlighted the influence of the social gradient on healthcare-seek-
ing behaviors [10]. They also align with the work of Samba et a/ in Senegal and
with the literature review by Fomba et al. on treatment pathways in sub-Saharan
Africa [13] [22].

4.6. Implications for Public Health

The results of this study suggest that optimizing care pathways for people with
reduced mobility requires multisectoral interventions. Strengthening therapeutic

education, reducing financial inequalities in access to care, improving social pro-
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tection, and taking sociocultural realities into account in health promotion strat-
egies appear to be priority levers. Better coordination of health services could also

help reduce fragmentation of care pathways and improve continuity of care.

4.7. Strengths and Limitations of the Study

This study is valuable because it simultaneously explores several dimensions of
the care pathways of people with reduced mobility at different levels of the Beni-
nese hospital system. It provides original data on a topic that remains poorly doc-
umented in the national context.

However, certain limitations must be considered. The cross-sectional nature of
the study does not allow for establishing a causal relationship between the identi-
fied factors and the observed care pathways. Furthermore, the information col-
lected was partly based on reports from patients or their caregivers, exposing the
study to a risk of recall or reporting bias. Finally, the results primarily concern hos-
pitals in cities with special status, and their generalization to the entire country

should be undertaken with caution.

5. Conclusions

This study highlighted a high prevalence of suboptimal care pathways among peo-
ple with reduced mobility receiving care in hospitals in cities with special status
in Benin. The results show that these pathways are influenced by a combination
of sociocultural, informational, clinical, and socioeconomic factors.

Among the identified factors, some appear modifiable, notably knowledge related
to the illness, patient education, and certain sociocultural influences likely to affect
treatment choices. Others, such as the type of disease or its chronic nature, require
more adaptation of the organization of care and strengthened coordination among
the various stakeholders involved in patient care.

These results highlight the importance of developing integrated strategies to
improve the accessibility, continuity, and coordination of care for people with re-
duced mobility. Strengthening therapeutic education programs, improving finan-
cial protection against healthcare expenses, and taking sociocultural realities into
account in public health interventions could contribute to optimizing care path-
ways for this vulnerable population. Further studies, including those in other re-
gions of Benin, as well as qualitative approaches to explore the mechanisms un-
derlying therapeutic choices, would be useful for deepening our understanding of
the determinants of care pathways and guiding health policies toward more equi-
table and efficient care.

Funding

This research received no funding.

Acknowledgements

We thank all those who contributed to this research, including the research team

DOI: 10.4236/0jepi.2026.163033

512 Open Journal of Epidemiology


https://doi.org/10.4236/ojepi.2026.163033

T. Nougbode et al.

at the Comlan Alfred Quenum Regional Institute of Public Health in Ouidah, Be-

nin.

Author Contributions

Conceptualization, T.N. and C.P.M.; methodology, T.N.; software, T.N.; valida-
tion, C.P.M., C.D., M.A,, and C.J.S.; formal analysis, T.N.; investigation, T.N.; re-
sources, T.N.; data curation, T.N.; writing—original draft preparation, T.N.; writ-
ing review and editing, T.N.; visualization, T.N.; supervision, C.P.M.; project ad-
ministration, C.P.M.; funding acquisition, T.N. All authors have read and agreed

to the published version of the manuscript.

Conflicts of Interest

The authors declare no conflicts of interest regarding the publication of this paper.

References

[1] World Health Organization (2023) Tracking Universal Health Coverage: 2023 Global
Monitoring Report. WHO.
https://www.who.int/publications/i/item/9789240080379

[2] TIlboudo, S.D. (2021) Logic of Therapeutic Choices in Rural Areas of Western Burkina
Faso. Reech Africa, 27, 53-63. (In Frangais)
https://revues.ml/index.php/recherches/article/view/2117/1428

[3] Mwana-Wabene, A.C., Lwamushi, S.M., Eboma, C.M., Lyabayungu, P.M., Cheruga,
B., Karemere, H., et al (2022) Therapeutic Choices of Hypertensive and Diabetic Pa-

tients in Rural Areas of Eastern Democratic Republic of Congo. African Journal of Pri-
mary Health Care & Family Medicine, 14, a3004.

[4] Dijibo, S.A. (2025) Financing Primary Health Care in Low-Income Countries: Models
and Best Practices. Journal de Recherche Multidisciplinaire, 1, 1-6. (In Francais)
https://jorep.net/index.php/revue/article/view/109

[5] World Health Organization (2023) Disability. WHO.
https://www.who.int/news-room/fact-sheets/detail/disability-and-health

[6] World Health Organization and World Bank (2011) World Report on Disability.
WHO. https://www.who.int/publications/i/item/9789241564182

[7] World Health Organization (2025) Global Report on Health Equity for Persons with
Disabilities. WHO. https://www.who.int/publications/i/item/9789240063600

[8] Andersen, R.M. (1995) Revisiting the Behavioral Model and Access to Medical Care:
Does It Matter? Journal of Health and Social Behavior, 36, 1-10.
https://doi.org/10.2307/2137284

[9] Manya, K.K,, Ndjakani, P.N., Masengo, P.L., Ngoy, N.K,, et al (2023) Facteurs limitant
Putilisation des services de soins de santé par les ménages & Lubumbashi, République
Démocratique du Congo. Revue de ! Infirmier Congolais, 7, 17-22.
https://doi.org/10.62126/2qrx.2023714

[10] Bloy, G., Richerand, N. and Rigal, L. (2023) Le social a I'’épreuve, I'’épreuve du social.
Ou l'art d’accommoder la position sociale des patients dans le travail préventif en
médecine générale. Revue d Epidémio]ogie et de Santé Publique, 69, 39-48.
https://doi.org/10.1016/j.respe.2018.06.001

[11] Diakite, M., Sego, D.C.O., Kante, A.S., Camara, T., Camara, F., Diallo, A.G., et al. (2021)

DOI: 10.4236/0jepi.2026.163033

513 Open Journal of Epidemiology


https://doi.org/10.4236/ojepi.2026.163033
https://www.who.int/publications/i/item/9789240080379
https://revues.ml/index.php/recherches/article/view/2117/1428
https://jorep.net/index.php/revue/article/view/109
https://www.who.int/news-room/fact-sheets/detail/disability-and-health
https://www.who.int/publications/i/item/9789241564182
https://www.who.int/publications/i/item/9789240063600
https://doi.org/10.2307/2137284
https://doi.org/10.62126/zqrx.2023714
https://doi.org/10.1016/j.respe.2018.06.001

T. Nougbode et al.

(12]

(13]

(14]

(15]

(16]

(17]

(18]

(19]

(20]

(21]

(22]

Itinéraire Thérapeutique des Patients Drépanocytaires Regus dans les Services
d’Hematologie Clinique du Centre Hospitalier Universitaire de Conakry [Therapeutic
Itinerary of Sickle Cell Patients in the Clinical Hematology Departments of the University
Teaching Hospital of Conakry]. Health Sciences and Disease, 22, 92-94.

Kane, Y.B., Herman, E., Hamoudi, M., Benjelloun, N. and Goffard, A. (2024) How
Do Cultural Beliefs and Practices Influence the Dynamics and Management of an
Epidemic? A Study Based on the Ebola Epidemic in West Africa. University of Lille.
(In Frangais)

https://pepite.univ-lille.fr/ori-oai-search/notice/view/univ-lille-44693

Fomba, B., Diawara, F., Diarra, B., Samassekou, O., Coulibaly, T. and Traore, C.B.
(2025) Facteurs d’influence de l'itinéraire thérapeutique des patientes du cancer du
sein en Europe, Afrique Subsaharienne et Amérique Latine: Une revue de littérature
[Factors Influencing the Treatment Pathway of Breast Cancer Patients in Europe,
Sub-Saharan Africa, and Latin America: A Literature Review]. Mali Santé Publique, 14,
9-17.

Levesque, J.F., Harris, M.F. and Russell, G. (2013) Patient-Centred Access to Health
Care: Conceptualising Access at the Interface of Health Systems and Populations. /n-
ternational Journal for Equity in Health, 12, Article No. 18.
https://doi.org/10.1186/1475-9276-12-18

Helman, C.G. (2014) Culture, Health and Illness. 6th Edition, Hodder Arnold.
https://books.google.com/books/about/Culture Health and IlI-
ness.html?id=uTKZN29kd34C

Airhihenbuwa, C.O. (1995) Health and Culture: Beyond the Western Paradigm. Sage
Publications.
https://www.sagepub.com/shop/buy-a-book/health-and-culture-1-4927

World Health Organization Regional Office for Europe (1998) Therapeutic Patient
Education: Continuing Education Programmes for Health Care Providers in the Field
of Prevention of Chronic Diseases: Report of a WHO Working Group. WHO Regional
Office for Europe.

Achouri, M.Y., Tounsi, F., Messaoud, M., Senoussaoui, A. and Abdelaziz, A.B. (2021)
Prévalence de la mauvaise observance thérapeutique chez les diabétiques de type 2 en

Afrique du Nord. Revue systématique et méta-analyse [Prevalence of Poor Treatment
Adherence Among Type 2 Diabetics in North Africa. Systematic Review and Meta-
Analysis]. La Tunisie Médicale, 99, 932-945.

Debussche, X., Besancon, S., Balcou-Debussche, M., ef al. (2018) Structured Peer-Led
Diabetes Self-Management and Support in a Low-Income Country: The ST2EP Ran-
domised Controlled Trial in Mali. PLOS ONE, 13, e0191262.
https://doi.org/10.1371/journal.pone.0191262

Nolte, E. and McKee, M. (2008) Caring for People with Chronic Conditions: A Health
System Perspective. Open University Press, 259.

Marmot, M. (2015) The Health Gap: The Challenge of an Unequal World. Bloomsbury
Publishing, 400. https://www.bloomsbury.com/uk/health-gap-9781408857977/

Samba, M. and Thiam, L. (2022) Inequalities in Healthcare Utilization: A Decompo-
sition Analysis Based on Financial Protection Against Illness Risk in Senegal. Revue
Frangaise d Economie et de Gestion, 3, 204-228.

DOI: 10.4236/0jepi.2026.163033

514 Open Journal of Epidemiology


https://doi.org/10.4236/ojepi.2026.163033
https://pepite.univ-lille.fr/ori-oai-search/notice/view/univ-lille-44693
https://doi.org/10.1186/1475-9276-12-18
https://books.google.com/books/about/Culture_Health_and_Illness.html?id=uTKZN29kd34C
https://books.google.com/books/about/Culture_Health_and_Illness.html?id=uTKZN29kd34C
https://www.sagepub.com/shop/buy-a-book/health-and-culture-1-4927
https://doi.org/10.1371/journal.pone.0191262
https://www.bloomsbury.com/uk/health-gap-9781408857977/

	Determinants of Care Pathways among People with Reduced Mobility in Major Urban Centers of Benin
	Abstract
	Keywords
	1. Introduction
	2. Materials and Methods
	2.1. Study Setting
	2.2. Study Type
	2.3. Primary Targets
	2.4. Secondary Targets
	2.5. Inclusion Criteria
	2.6. Exclusion Criteria
	2.7. Sampling Size, Methods, and Techniques
	2.8. Data Collection Techniques and Tools
	2.9. Dependent Variable
	2.10. Independent Variables
	2.11. Data Processing
	2.12. Data Description
	2.13. Data Analysis
	2.14. Ethics Committee Declaration

	3. Results
	3.1. Data Description
	3.2. Dependent Variables
	3.3. Independent Variables
	3.4. Bivariate Analysis
	3.5. Multivariate Analysis

	4. Discussion
	4.1. Predominance of Suboptimal Care Pathways among People with Reduced Mobility
	4.2. Sociocultural Determinants of Healthcare Pathways
	4.3. The Role of Therapeutic Patient Education in Care Pathway Optimization
	4.4. Influence of Disease Type and Chronicity
	4.5. Social Position and Inequalities in Access to Care
	4.6. Implications for Public Health
	4.7. Strengths and Limitations of the Study

	5. Conclusions
	Funding
	Acknowledgements
	Author Contributions
	Conflicts of Interest
	References

