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ABSTRACT
Purpose: To evaluate willingness-to-pay for physiotherapy services and explore its determinants.
Methods: Willingness-to-pay, health-related quality of life and physiotherapy satisfaction were
assessed in 100 physiotherapy out-patients with willingness-to-pay, Short Form-12 and physiotherapy
satisfaction questionnaires, respectively. Data were analysed with Chi-square and logistic regression.
Results: A 45% ‘no- willingness-to-pay’ rate was found in this study. Pattern of willingness-to-pay for
different physiotherapy modalities and techniques were varied. Socio-economic status, treatment dur-
ation, amount willing to pay for treatment and physiotherapy satisfaction were significant determi-
nants of willingness-to-pay. With one week increase in treatment duration, the participants were 8.4%
less likely willing to pay for physiotherapy. Those who were satisfied with physiotherapy treatment
were 21times more likely willing to pay compared with those who were not satisfied. Those in middle
and high socio-economic status were more likely willing to pay for physiotherapy compared with low
socio-economic status. With an increment in amount willing-to-pay more than median fee [₦1500
($4.2)]; the participants were more likely willing to pay for physiotherapy.
Conclusions: About 50% rate of no-willingness to pay for physiotherapy services was observed among
Nigerian patients. Socio-economic status, treatment duration, amount willing-to-pay for treatment and
physiotherapy satisfaction were predictors of willingness-to-pay for physiotherapy services.

Introduction

Willingness-to-pay is a construct that describes the max-
imum amount an individual is willing to sacrifice to procure
a good or avoid something undesirable [1] and is used to
measure benefits in public decision-making. The use of will-
ingness-to-pay methods in healthcare as means to facilitate
cost-benefit analysis, as a method of measuring benefits
from healthcare providers and as a measure of health state
preferences has been advocated [2–4]. However, Cookson
[5] submits that advocacy for the use of willingness-to-pay
in health care stems from the bias that health economics
lags behind other areas of economics that have embraced
willingness-to-pay methods.

Consequently, there is a proliferation of willingness-to-
pay methods in cost-benefit analysis in health care includ-
ing; willingness-to-pay for health insurance [6,7], comple-
mentary health [8], overweight and obesity prevention
programme [9], nursing consultation [10] and mental health
[11] among others. Thus, it is becoming increasingly popu-
lar in health economics to use willingness-to-pay approach
to elicit the value people place on health and health care
activities [12]. An advantage of the willingness-to-pay tech-
nique is that it measures the strength of consumer demand

in monetary units, which can then be compared to costs
[13]. Willingness-to-pay studies help to identify the true
demand for healthcare programmes by actively involving
the patients in deciding if they want and can afford the
treatment, and also if it satisfies their perceptions towards
meeting their needs.

In Nigeria, physiotherapy services are available mostly in
urban cities with little or none availability in the rural com-
munities [14]. As universal healthcare coverage are very low
in Nigeria with less than 40% of Nigerians willing to sub-
scribe to community based health insurance [15]. Many
Nigerians pay out-of-pocket for their healthcare and this
may affect patients’ adherence to physiotherapy treatments.
Information about willingness-to-pay for physiotherapy
services in Nigeria may help to facilitate efficient resource
allocation and provision of physiotherapy services in rural
communities to improve health outcomes of individuals.

There is emerging interest in understanding the correlates
of willingness-to-pay in different health conditions. As such,
wide range of variables such as chronic health conditions
[16], high pain intensity [17], and socio-economic status
and gender [18] have been implicated as significant corre-
lates of willingness-to-pay in the field of medicine [19,20],
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dentistry [21] and community based health insurance [22]. In
Nigeria, studies have reported willingness-to-pay for commu-
nity healthcare insurance [15,23], the treatment of tubercu-
losis [12] and antiretroviral drugs [24]. Similar studies on
willingness-to-pay for the treatment of tuberculosis and anti-
retroviral drugs in Nigeria revealed that 80.0% of the
respondents were willing to pay for tuberculosis treatment
services [12] while only a third of clients receiving treatment
for human immunodeficiency virus/acquired immunodefi-
ciency syndrome (HIV/AIDS) are willing to pay for their anti-
retroviral drugs and that of a family member or spouse [24].
Whereas less than 40% of Nigerians were willing to pay for
community-based health insurance with proportion of peo-
ple willing to pay lower in rural communities [15]. Elsewhere,
studies on willingness-to-pay for physical activity on prescrip-
tion and reduction of overweight/obesity have indicated that
willingness-to-pay was highest for immediate health
improvement of physical activity on prescription [25]. About
50% of parents of children with overweight/obesity were
willing to pay to reduce overweight/obesity of their children
by half [9]. However, there is an apparent dearth of studies
on willingness-to-pay in physiotherapy. Understanding will-
ingness-to-pay for physiotherapy is important as it will aid
health financing and facilitate access to physiotherapy serv-
ices. This study examined willingness-to-pay for physiother-
apy services and explored the determinants of willingness-
to-pay in terms of socio-demographic factors, satisfaction
with treatment and general health status.

Methods

One hundred consecutive patients with neurological and
musculoskeletal conditions receiving outpatient physiother-
apy in three purposively selected tertiary health institutions
in South-West, Nigeria participated in this cross-sectional
study. Participants were individuals receiving physiotherapy
for no less than three months, who had paid for therapy at
least once and had no mental or cognitive impairment. A
willingness-to-pay questionnaire and Short Form-12 were
used to examine willingness-to-pay and health-related qual-
ity of life respectively. A proforma was used to obtain socio-
demographic information of age, marital status, sex, religion,
education, ethnicity, income and socioeconomic status.

Willingness-to-pay questionnaire

A five-section willingness-to-pay questionnaire developed
from a tool used in a willingness-to-pay study in Dentistry
[18] was used in this study. The questionnaire sought infor-
mation on demographics, physiotherapy experience, type
of physiotherapy treatment received, least and maximum
amount of money that could be paid for treatment, mone-
tised health benefit, and what patient would have preferred
to pay for instead of the treatment. In order to elicit
amount the individuals would be willing to pay for physio-
therapy services, participants were asked how much you
would be willing to pay for the following treatments (ther-
motherapy, manual therapy, gym exercise and fitness

training, Cryotherapy/cold therapy and electrical stimula-
tion). The options were between ₦ 500.00 and ₦ 5000.00
($1.40 and $13.97) [at rate of ₦358/dollar during 2017]. A
follow-up question was asked if participants could pay less
than ₦ 500.00 ($1.40) or more than ₦ 5000.00 ($13.97). ‘If
the amount people were willing to pay was lesser than ₦
500 ($1.40) or more than ₦5000 ($13.97) please state the
amount of money or the maximum extra amount of money
that you would be willing to pay and also state the inter-
vention you are referring to?’

In order to determine the participants who were not will-
ing to pay, a question was asked ‘If you are not willing to
pay any amount, what is the reason for this’. The psycho-
metric properties of the instrument were shown to be
excellent with intra-class correlation coefficient of 0.837 and
Cronbach’s alpha of 0.911. Using the tool, willingness-to-
pay was assessed for current therapy being received by
the patients.

General health status short form-12 questionnaire

The Short Form-12 survey contains categorical questions (e.g.
yes/no) that assessed limitations in role functioning as a
result of physical and emotional health. The survey also con-
tained Likert response formats including those that are on a
three-point scale (limited a lot, limited a little, or not limited
at all) that assessed limitations in physical activity and phys-
ical role functioning. In addition a five-point scale (not at all,
a little bit, moderately, quite a bit, and extremely) that
assesses pain, and a five-point scale that assesses overall
health (excellent, very good, good, fair, and poor) are
included. The Short Form-12 also contains a six-point scale
(all of the time, most of the time, a good bit of the time,
some of the time, a little of the time, and none of the time)
that assesses mental health, vitality, and social functioning. It
was interview or self-administered. Its validity and reliability
have been reported to be good in assessing health-related
quality of life in various disease conditions and popula-
tion [26–29].

Ethical approval for the study was obtained from the
Research and Ethics Committee of the Institute of Public
Health, Obafemi Awolowo University, Ile-Ife. Administrative
approvals were also obtained from respective Heads of
Department of the selected facilities where the study was
conducted. Each respondent gave their informed consent to
participate in the study.

Data analysis

Descriptive statistics (mean, standard deviation, frequency
and percentages) were used to summarise the data. Chi-
Square was used to examine the association between will-
ingness-to-pay and socio-demographic factors, health-related
quality of life and patient satisfaction with physiotherapy.
Logistic regression was used to examine the determinants of
willingness-to-pay. Alpha level was set at p< .05. Statistical
analysis was carried out using IBM SPSS Statistics, version 22
(SPSS Inc., Chicago, IL).



Results

Table 1 shows the socio-demographic characteristics of the
respondents. Fifty percent of the respondents were males, in
51–60 years age category (28.0%) and in low socio-economic
status (48.0%). Most of the respondents had neurological
conditions (69%). Treatment duration of respondents with
neurological versus musculoskeletal condition was 19.2 ± 13.9
vs. 16.3 ± 12.1 weeks (p¼ .288).

Frequency distribution of patient’s preferences and
physiotherapy is presented in Figure 1. Most of the respond-
ents would prefer to pay for infra-red therapy than load a
mobile phone recharge card or voucher (88.9%). About
31.9% would prefer to pay higher insurance premiums for
generous coverage of physiotherapy services. However,
11.1% of the respondents would prefer to pay for a hair
restyle than for a massage.

A total of 45% ‘no willingness-to-pay’ was found in this
study. Pattern and associations of willingness-to-pay for ther-
motherapy, manual therapy, exercise, cryotherapy and elec-
trical muscle stimulation modalities is presented in Table 2. A
total of 66.7% of the respondents were not willing to pay for
thermotherapy modalities while 23.8% were willing to pay
part. Those who were willing to pay part for thermotherapy
modalities paid $2.65 ± 0.29 while those who willing to pay
full paid $7.33 ± 4.47. There was no significant association
between willingness-to-pay for thermotherapy modalities

and religion (v2¼ 5.833; p ¼ .054). While 29.7% were willing
to pay part, 62.2% of the respondents were not willing to
pay for manual therapy modalities. Those who were willing
to pay part for manual therapy modalities paid $3.75 ± 1.89
while those who willing to pay full paid $9.31 ± 3.82. There
was no significant association between willingness-to-pay for
manual therapy and any of the variables (p ¼ .247–.665).
While 38.6% were willing to pay part, 49.3% of the respond-
ents were not willing to pay for exercise. Those who were
willing to pay part for exercise paid $3.09 ± 1.15 while those
who willing to pay full paid $6.21 ± 2.33. There was a signifi-
cant association between willingness-to-pay for exercise and
socio-economic status (v2¼ 10.534; p ¼ .032). Similarly, there
was a significant association between willingness-to-pay for
exercise and age (v2¼ 16.532; p ¼ .035). While 41.2% were
willing to pay part, 58.8% of the respondents were not will-
ing to pay for cryotherapy. Those who were willing to pay
part for cryotherapy paid $8.38 ± 7.90. There was a significant
association between willingness-to-pay for cryotherapy and
marital status (v2¼ 5.234; p ¼ .023). There was also a signifi-
cant association between willingness-to-pay for cryotherapy
and socio-economic status (v2¼ 8.376; p ¼ .015). The per-
centage of people not willing to pay and willing to pay less
for electrical muscle stimulation were the same (41.3%).
Those who were willing to pay part for electrical muscle
stimulation paid $2.10 while those willing to pay full paid
$13.97. There was no significant association between willing-
ness-to-pay for electrical muscle stimulation and any of the
variables (p ¼ .111–.888).

Association of willingness-to-pay with health-related qual-
ity of life and satisfaction with physiotherapy is presented in
Table 3. Almost all the respondents (93.2%) who had fair sat-
isfaction were not willing to pay for thermotherapy modal-
ities while 93.3% of the respondents who also had fair
satisfaction were willing to pay part for exercise modalities.
There was no significant association between willingness-to-
pay and satisfaction with physiotherapy level (p ¼ .082–.774).
About half (42.1%) of the respondents who had below aver-
age health status were not willing to pay for electrical
muscle stimulation modalities while 21.4% of the respond-
ents who had above average health status were willing to
pay less for exercise modalities. There was no significant
association between willingness-to-pay and physical health
status (p ¼ .278–.483). Less than half (33.3%) of the respond-
ents who had below average health status were willing to
pay full for manual therapy modalities while 57.1% of the
respondents with above average health status were willing
to pay part for cryotherapy modalities. In addition, there was
no significant association between willingness-to-pay and
mental health status (p ¼ .104–.860).

Using sociodemographic parameters, type of place where
treatment was received, treatment duration, level of satisfac-
tion, amount willing to paid for treatment and physical and
mental status as variables in the logistic regression (back-
ward stepwise conditional); only socioeconomic status, treat-
ment duration, amount willing to paid for treatment and
level of satisfaction were significant predictors of willingness-
to-pay (Table 4). With one week increase in treatment

Table 1. Socio-demographic characteristics of the respondents.

Variable Frequency Percentage

Age (years)
<30 17 17.0
31–40 17 17.0
41–50 16 16.0
51–60 28 28.0
>60 22 22.0

Gender
Male 51 51.0
Female 49 49.0

Marital Status
Single 14 14.0
Married 85 85.0
Separated 1 1.0

Religion
Islam 15 15.0
Christianity 85 85.0

Education
Primary 6 6.0
Secondary 43 43.0
Tertiary 47 47.0
Others 4 4.0

Ethnicity
Yoruba 82 82.0
Igbo 14 14.0
Hausa 1 1.0
Others 3 3.0

Income (₦)
<7,500 5 5.0
7,500–15,000 8 8.0
15,000–50,000 35 35.0
50,000–100,000 36 36.0
100,000–200,000 5 5.0
>200,000 5 5.0

Socio-economic Status
Low 48 48.0
Middle 41 41.0
High 5 5.0

₦: Naira (₦358 is equivalent to $1during 2017).



duration, the willingness-to-pay for physiotherapy of the par-
ticipants was 8.4% less likely (OR¼ 0.916, CI¼ 0.853–0.985,
p ¼ .017). Those who reportedly were satisfied with
physiotherapy intervention were 21 times (OR¼ 20.83,
CI¼ 1.395–311.05, p ¼ .028) more likely to have willingness-
to-pay compared with those who were not satisfied. Those
in middle and high socioeconomic strata were 20
(OR¼ 20.18, CI¼ 3.02–134.74, p ¼ .002) and 37 (OR¼ 36.88,
CI¼ 2.40–565.86, p ¼ .01) times more likely to have willing-
ness-to-pay for physiotherapy compared with low socioeco-
nomic stratum. With an increment in amount willing to pay

more than median income (₦1500 i.e. approximately $4.2),
the participants were 1.001 likely to willing to pay for physio-
therapy (OR¼ 1.001, CI¼ 1.000–1.002, p ¼ .003).

Discussion

This study investigated pattern and determinant of willing-
ness-to-pay for physiotherapy services among patients
attending selected outpatient physiotherapy clinics in South-
West, Nigeria. The pattern of willingness-to-pay for different

Figure 1. Distribution of patient’s preferences and physiotherapy.

Table 2. Pattern and determinants of WTP for thermotherapy, manual therapy, exercise, cryotherapy and EMS modalities.

Thermotherapy Manual therapy Exercise Cryotherapy EMS

Variables v2 p-value v2 p-value v2 p-value v2 p-value v2 p-value

Age group (Years) 7.273 .507 10.259 .247 16.532 .035� 13.026 .111 13.026 .111
Gender 1.451 .484 1.075 .584 3.962 .138 3.962 .148 3.815 .148
Marital Status 1.298 .862 3.377 .497 2.761 .599 5.204 .023� 3.354 .500
Religion 5.833 .054 1.052 .591 2.924 .232 1.518 .218 2.381 .304
Ethnicity 0.726 .695 4.088 .665 4.429 .619 1.587 .208 2.905 .574
SES 7.925 .094 4.917 .296 10.534 .032� 8.376 .015� 1.141 .888

SES: Socioeconomic status; WTP: willing to pay; EMS: electrical stimulation; �indicates significance.

Table 3. Association of WTP with Health-related quality of life and satisfaction with physiotherapy level.

Health-related quality of life

Satisfaction with
physiotherapy level Physical health Mental health

Willingness to pay v2 p-value v2 p-value v2 p-value

Thermotherapy 1.806 .405 3.537 .472 1.307 .860
Manual therapy 1.642 .440 4.921 .296 5.177 .270
Exercise 0.512 .774 3.467 .483 5.335 .255
Cryotherapy 1.665 .435 4.523 .104
Electrical Stimulation 4.964 .082 5.094 .278 4.071 .397

WTP: Willingness to Pay.



physiotherapy modalities and techniques were varied.
Respondents who were ‘willing to pay part’ were mostly
those receiving treatments with electrical stimulation modal-
ities, those in the 51–60 years age group, as well as those of
middle socio-economic class. Higher percentages of no will-
ingness-to-pay were found among females, patients in age
group 41–50 years, and those with low socio-economic sta-
tus. Socio-economic status, treatment duration, amount will-
ing to pay for treatment and satisfaction with physiotherapy
were significant determinants of willingness-to-pay.

Our results indicated that respondents in the younger age
categories and those in low socio-economic status were not
willing to pay for exercise therapy. Patients in middle-age
and older adult categories seem to require external assist-
ance and motivation to carry out exercises [30]. Hence, may
be willing to pay for exercise in a bid to secure its health
benefits [25]. On the other hand, younger adults who in the
pre-morbid state are involved in exercise therapy and other
physical activities may consider prescribed exercises as simi-
lar to their routines and may trivialise paying for it. Contrary
to the foregoing, Nielsena et al. [31] reported that people
above the age of 50 appeared more reluctant to pay for an
intervention against a future potential health threat and
benefit. However, the present study looks at willingness-to-
pay for current therapy and not future or previous therapies.

The association between socio-economic status and will-
ingness-to-pay has been established in some studies
[32,33]. It is believed that those in the low socio-economic
status often are not willing to pay for health care services
and other health packages [34,35]. Our results of regression
are in agreement with these findings, as those in the low
socio-economic status were less likely to pay for physio-
therapy services compared with those in the middle or
higher socio-economic status. However, there is an appar-
ent dearth of physiotherapy related studies to the findings
of this study. This made comparisons and extrapolation
from published studies difficult. Nonetheless, these are in
agreement with a study that reported a strong and statis-
tically significant association between income and willing-
ness-to-pay for urgent dental care [18]. Influence of other
socio-demographics on willingness-to-pay varied for differ-
ent physiotherapy modalities. Literature have stressed that
socio-demographic factors (such as marital status, religion)

are important determinants of willingness-to-pay for health
care services [34–36]. However, pattern of socio-demo-
graphic influence on willingness-to-pay are inconclusive in
literature. Nielsena et al [31] asserted that gender, educa-
tion, place of residence and age all influenced the extent
to which individuals were willing to allocate present resour-
ces to alleviate a future problem.

All the respondents in the present study have had previ-
ous experience of physiotherapy. The patients that partici-
pated in this study included those with various forms of
diagnosis. However, they were grouped under common
themes as having either musculoskeletal or neurological con-
ditions. Although, most of the patients in this study had
neurological conditions, our results does not suggest types
of health condition influenced willingness-to-pay for physio-
therapy services but the level of chronicity of the conditions
(musculoskeletal¼ 16 weeks; neurological¼ 19 weeks) influ-
enced their willingness-to-pay. This was affirmed by the
results of the regression analysis in the present study. With
an increase in one week duration, participants were 8.4%
less likely to pay for physiotherapy services. It is expected
that patients with an acute musculoskeletal or neurological
conditions will be more willing to pay in order to find future
health benefits [37]. However, chronicity of illnesses leads to
increase sensitivity to budget restraints. As a result, patients
may not be willing to pay [37].

Comparing the pattern of willingness-to-pay based on
treatment or modality type, highest rates for no willingness-
to-pay was observed among patients receiving thermother-
apy. Some studies have reported the attitude of patients
receiving thermotherapy. Some consider thermotherapy as
palliative or adjunctive to main treatment [38,39]. At the
same time, some physical therapists demonstrate negative
attitude that may hamper effective use and prescription of
thermotherapy, based on certain reports from systematic
reviews and meta-analyses [39,40]. Therefore, willingness-to-
pay for thermotherapy may be influenced by the above-
mentioned. On the other hand, there was higher rate of will-
ingness-to-pay for electrical stimulation modalities. Patients’
perception towards electrical stimulation is varied. Some
studies have reported favourable patients’ perceived effect-
iveness for electrical stimulation modalities [41–43]. Apart
from reported therapeutic effectiveness of active electrical
stimulation in different disease conditions [44,45], in the con-
text of this study, there seems to be relatively high import-
ance attached to receiving electrical stimulation, especially
among patients with neurological conditions. Despite the
above observations, the participants in this study demon-
strated good preferences for physiotherapy modalities com-
pared with alternative such as purchase of cold drink and
mobile phone recharge card. Few studies have reported
comparative analysis of preferences involving treatment
being received and other alternatives of importance. A study
by Steidtmann et al. [46] reported that majority of patients
had preferences for treatment(s) being received which may
be influenced by belief or duration of treatment.

It is likely that quality of interaction with physiotherapy
staff, how well they felt they were listened to by

Table 4. Logistic regression of determinant factors of WTP for physiotherapy.

B SE OR 95% CI of OR p value

Constant �4.935 1.492 0.007 .001
Religion
Christianity (ref)
Islam �2.042 1.120 0.130 0.014–1.165 .068

Socioeconomic status (SES)
Low SES (ref)
Middle SES 3.005 0.969 20.180 3.022–134.739 .002
High SES 3.608 1.393 36.884 2.404–565.860 .010
Treatment duration �0.087 0.037 0.916 0.853–0.985 .017

Satisfaction with Physiotherapy
Not satisfied (ref)
Satisfied 3.036 1.379 20.830 1.395–311.050 .028
Amount willing to pay 0.001 0.000 1.001 1.000–1.002 .003

B: beta; SE: standard error; OR: odd ratio; CI: confidence interval



physiotherapy staff and the extent of actual and perceived
improvement might be responsible for their satisfaction at
first appointment, personal aspects of care, continuity of
care, last visit, and overall care [47]. This might be respon-
sible for their willingness-to-pay for physiotherapy services as
our results indicated that those that reported satisfaction
with physiotherapy services were more likely to pay for
physiotherapy compared with those who are not. Again,
these may suggest that satisfaction with physiotherapy is a
more influencing factor than other factors listed above. This
finding is in conformity with general economic principle of
demand for a commodity, where utility/satisfaction is one of
the major reasons why people demand/pay for any commod-
ity [48]. Their satisfaction with physiotherapy services may
also be influenced by the positive religious belief held by
the participants. Religion has been shown to positively influ-
ence satisfaction with therapies. For example, Druss et al.
[49] reported that religion is significantly related to patients’
satisfaction and how they rate their health care experiences.
However, satisfaction with payment arrangement/fee sched-
ule has the least positive rating.

Regardless of the fact that health-related quality of life
instruments have provided important insights into the lives
of patients with moderate to severe chronic ill-health and
have been essential in indicating that some treatments
improve the lives of patients with chronic ill-health under-
going rehabilitation [50]. The physical or mental health status
does not influence willingness-to-pay in this study. However,
Useh and Boilane [51] implied that physiotherapy does
impact self-care of patients and therefore can be used to
improve the general health status or health-related quality of
life of patients. Abel et al. [52] reported that functional limi-
tation, which is proportionate to health state, has been asso-
ciated with decreased general health status and that physical
activity improves physical health by decreasing pain, and
improves function and delays disease progression and its
subsequent disability which is parallel to a good health state.

This study may have some policy implications. With about
55% willingness-to-pay for physiotherapy services reported,
the burden of financing physiotherapy services by the gov-
ernment in rural communities may be reduced as more than
half were willing to pay. This may suggest that if physiother-
apy services are made available, quite a number of Nigerians
will be able to access it and pay. This should encourage pol-
icy makers to facilitate supply of physiotherapy services in
Nigerian rural communities and improve health outcomes of
individuals.

The results of the present study should be interpreted
with caution, as participants were limited to out-patients and
thus, cannot be generalised to in-patients receiving physio-
therapy treatment. As in all cross sectional studies, causal
effect relationship cannot be adduced.

Conclusion

Willingness-to-pay (including willingness-to-pay less) rate of
55% was found among Nigerian patients receiving physio-
therapy services. The least and highest willingness-to-pay

rate was observed for thermotherapy and electrical stimula-
tion, respectively. No willingness-to-pay was mostly deter-
mined by low socio-economic status, less satisfaction with
physiotherapy, longer duration of ailment, and the amount
willing to pay for treatment. The patients demonstrated bet-
ter preferences for physiotherapy services compared with
other non-treatment equivalents. It is recommended that
willingness-to-pay be used as metric for the impact of
physiotherapy, as well as, a basis for formulation of policy
towards providing appropriate physiotherapy services for
patients in order to improve their health outcomes.
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