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Abstract 

 

Background: Health is a fundamental requirement for living a socially and economically productive life. Poor health 

inflicts great hardships on households, including debilitation, substantial monetary expenditures, loss of productivity 

and sometimes, death.  

Objectives: To describe healthcare-seeking behaviour, access to health services and utilisation, and their predictors in 

a southwestern Nigerian community.  

Methods: A descriptive, cross-sectional study was conducted in Ajebo community, Obafemi/Owode Local 

Government Area in Ogun State. A total of 420 respondents were studied using an interviewer-administered 

questionnaire to collect quantitative data.   

Results: More than half (54.0%) of the respondents had access to public health facilities, 41.7% had access to private 

health facilities, while patent medicine stores were accessed by 4.3% of the respondents. Out of the 249 (59.3%) who 

were ill in the preceding three months, 92.4% of them sought healthcare. More males utilized government-owned 

health services s than females (χ² = 3.878, p = 0.049). More than half (56.4%) travelled >10 minutes to access healthcare 

services. Lack of formal education was not a hindrance to seeking healthcare (OR = 31.392, p = 0.003, CI = 3.323-2.347). 

Income earning <30,000 Naira was the strongest predictor of healthcare utilization (OR = 3.304, p =0.001, 95% CI = 

2.007-5.441). Education with OR = 31.392 (p = 0.003, 95% CI = 3.323-96.570) was the strongest predictor of healthcare-

seeking behaviour.  

Conclusion: Healthcare-seeking behaviour was not limited by lack of formal education. The utilisation of public health 

facilities was high among the respondents. State of employment and income were strong predictors of healthcare 

utilisation in Ajebo community.   

 

Keywords: Educational attainment, Healthcare spending, Patent Medicine Store, Primary Health Care, Rural 

population. 

 

Introduction  

 

Health is a fundamental requirement for a 

socially and economically productive life. [1] Poor 

health inflicts great hardships on households, 

including debilitation, substantial monetary 

expenditures, loss of productivity and 

sometimes, death. [1] The health status of adults 
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affects their ability to work and thus, underpins 

the household's welfare, including the children's 

development. [1, 2] Poor health affects agricultural 

production. Treatable conditions often go 

untreated because of a lack of access to 

healthcare. Development in all its forms is only 

possible when there is access to healthcare 

services and, in turn, its effective utilisation by 

individuals. [2] 

 

Healthcare seeking behaviour, which is a 

sequence of remedial actions to address 

perceived ill health, is a complex, dynamic and 

multidimensional process that is not only 

influenced by the individual but by a broader 

interaction between the individual, the 

household and the community within the 

constraints of existing factors such as 

affordability, availability and accessibility. [3] 

Healthcare-seeking behaviour involves a 

combination of different responses such as 

seeking traditional care, spiritual care, drug store 

services, private and public orthodox care. These 

differ over time, based on opportunity and 

circumstance regarding the type of care 

individuals seek for themselves and their family 

members. [4] This behaviour of serial or 

simultaneous engagements with different 

healthcare services is probably due to the belief 

that one of the services may provide answers 

about the cause of the disease or provide some 

form of relief or cure. [4] 

 

Access to healthcare services is a 

multidimensional process involving the quality 

of care, geographical accessibility, availability of 

the correct type of care for those in need, financial 

accessibility, and acceptability of service. [5] The 

utilisation of healthcare services is related to the 

availability, quality and cost of services, socio-

economic structure, and personal characteristics 

of the users. [6] Access to healthcare is severely 

limited among the Nigerian rural populations, 

which have been reported to account for greater 

than 67% of the entire Nigerian population. [7] 

The inability of the consumers to pay for the 

services and healthcare provision that is far from 

equitable has been identified amongst other 

factors responsible for this limitation. [7] 

 

The utilisation of health services serves to 

improve the population's health status. Studies 

have shown that health facilities alone are not 

enough to guarantee their use as other socio-

economic factors could influence access and, 

thus, utilisation. Low health facility utilisation is 

often a reflection of the poor quality of services 

and the poor attitude of the staff. [8, 9 - 11] In 

Nigeria, access to health care in rural areas is 

confounded by problems such as insufficient 

health infrastructure, the presence of chronic 

diseases and disabilities, socio-economic and 

physical barriers, and shortage of health workers. 
[12] Over the years, healthcare services and 

facilities in Ogun State of Nigeria have not 

achieved all its objectives of ensuring everybody 

has access to adequate health care services at 

affordable costs. [1] The provision of community-

based health services by Community Health 

Extension Workers (CHEWs) is severely lacking, 

with very few or no CHEWs spending 80% of 

their time in the communities, mainly because of 

challenges with logistics. [13] Most primary health 

facilities across the country are poorly equipped, 

with only a quarter of health facilities having 

more than 25% of the minimum equipment 

package. [13] Many of these facilities are in 

deplorable conditions, mainly due to the poor 

state and local government funding. [13, 14] There 

is also the issue of out-of-pocket expenditure, 

which exposes the poor to catastrophic health 

spending, traps them in poverty, and aggravates 

the poverty of others. [15] There is evidence that 

the consumers choose the facilities where access 

is easier, with a flexible payment system. In most 

farming communities like Ajebo, a rural 

community in Ogun State, most farmers used the 

home-based care of self-medication during ill 

health. That implies purchasing and taking drugs 
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without being prescribed by a qualified medical 

practitioner. [16-18] 

 

The Nigerian healthcare system is founded on a 

tripod of Primary Health Care (PHC), Secondary 

Health Care and Tertiary Health Care, complying 

with global recommendations for optimal health 

care provision. Despite this organised system, 

available evidence suggests considerable under-

utilisation of available PHC facilities in the 

country's rural areas. [19, 20] For instance, the 2018 

Nigeria National Demographic Health Survey 

portrayed the extent of under-utilisation of PHC 

services in the nation in the abysmally higher 

under-5 mortality rate in rural areas compared to 

urban areas (157 and 92 deaths per 1,000 live 

births, respectively). The perinatal mortality rate 

was also higher in rural areas than in urban areas 

(52 versus 45 deaths per 1,000 pregnancies). [21] 

The estimated maternal mortality ratio was 512 

deaths per 100,000 live births (with a 95% 

confidence interval of 447 to 578). Therefore, for 

every 1,000 live births in Nigeria, approximately 

five women died during pregnancy, during 

childbirth, or within two months of delivery. [21] 

Urban women (84%) were more likely to receive 

antenatal care from a skilled provider than rural 

women (56%). Access to quality ANC services 

during pregnancy can help prevent maternal 

deaths. [19] 

 

The Primary Health Care Centre (PHCC) in 

Ajebo community is one of the outreach facilities 

under the supervision of the Department of 

Community Medicine and Primary Care, Federal 

Medical Centre, Abeokuta, Ogun State. This 

study aimed to highlight healthcare-seeking 

behaviour, access and utilisation of healthcare 

services and their predictors among the residents 

of Ajebo community. This was intended to 

generate evidence-based information that may 

assist policymakers and health management 

teams in understanding the challenges of 

accessing and utilising healthcare services in this 

rural community.  

 

Methods 

 

Study area 

This research was conducted in Ajebo 

community. Ajebo is one of the 12 communities 

under Obafemi/Owode Local Government Area 

(LGA) of Ogun State. The LGA is located within 

the geographical coordinates of 60 57iN and 30 

30iE, on 1,410 km (540 sq mi). The total 

population was 228,851 according to the 2006 

census projected to 345 565 population at 3.0% 

growth rate by 2019. [21] However, the only 

available evidence of population figure derived 

from the state office of National Population 

Commission was 2,214 as at 1991 population 

figures.21 Therefore, using a population growth 

rate of 2.5% for rural dwellers, the projected 

population for Ajebo community and its environs 

would be 11,859 people by 2020. [21]  

 

The people of Ajebo community are mostly 

Egbas. Traditional rulers predominantly govern 

the traditional institution of the people. The 

community has one PHC facility constructed 

around 2006 but has been under-utilised. The 

building was dilapidated and seldom used for 

service delivery. The community has a patent 

medicine store and several traditional health 

stores. There is also a privately-owned, faith-

based healthcare facility in the community. The 

community is host to a tertiary educational 

centre. The people are predominantly farmers, 

most of whom engage themselves in farming 

arable crops. In recent times, however, the people 

of the area engage themselves in quarry business, 

artisan work and handcrafts. [20] 

 

Study design 

This research was a descriptive and cross-

sectional study. Quantitative data collection was 

done using trained CHEWs, and data were 

collected using an interviewer-administered 

questionnaire.  
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Study population 

The study population included heads of 

households in the selected settlements in Ajebo 

community. Heads of Households in this study 

was defined as anybody (male or female) 

recognised by the household as their head, and 

such must be above the age of 18 years as at the 

time of the study. A household in this study was 

defined as a group of people who share a 

common relationship and eat from the same pot. 

The respondents were adults above 18 years who 

had lived in the community for not less than 18 

months. 

 

Sample size determination 

The Fishers formula [23] for a population greater 

than 10,000 was used to determine the sample 

size: 

n=z2pq22 

      d2 

n- Minimum sample size 

z -Standard normal deviate set at 1.96, which 

corresponds to the 95% confidence interval. 

p - 58% (0.58) proportion of community with 

access to health facility in a rural setting obtained 

from similar study in Ogun State, South-west, 

Nigeria.1 

q -1-p (1-0.58) = 0.42 

d= degree of accuracy desired = 0.05  

n = 374.3 

Adjusting for non-response using the formula:  

N= n/ (100-r %)  

Where r% is the anticipated non-response rate, 

which is 10%. 

                N = 415.92.   

A total of 420 respondents were sampled.  

 

Sampling Technique 

The study population were selected using a 

multi-stage sampling technique.  

Stage 1: Selection of settlement 

A simple random sampling technique by 

balloting without replacement was used in 

selecting 1/3 of the 52 settlements within the area 

council.  

 

Stage 2:  Selection of Houses 

Step 1: Proportional allocation was done for each 

of the selected settlements to determine the 

number of respondents from each territory 

depending on the population of the respective 

community. 

This sampling was carried out using the formula: 

Proportional allocation=  

(Population of selected 

communities/settlement)/ Total population    X    

Sample size 22 

Step 2: The houses that made up the community 

were counted using the existing National 

Programme on Immunisation numbers. The 

listing of the houses in the community 

constituted the sampling frame using a sampling 

interval.  

 

Stage 3-Selection of Respondents  

The first respondent was selected using a simple 

random technique by balloting without 

replacement; subsequent selection was made 

using a systematic sampling technique with a 

calculated sampling interval for each settlement. 

Any household which refused to be part of the 

study was skipped and the next consenting 

household selected while maintaining the 

sampling interval until the sample size was 

completed. When the head of a chosen household 

cannot be interviewed or declined, the next 

household was visited until an eligible 

respondent was found while maintaining the 

sampling interval. 

 

Data collection 

The data were collected using a structured, 

interviewer-administered questionnaire 

comprising both open and close-ended questions 

between March and April 2021. Four research 

assistants were recruited and trained on data 

collection techniques for two days. The 

questionnaire was divided into Section A: for the 
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socio-demographic characteristics of the 

respondents; Section B sought information on 

access and healthcare-seeking behaviour of 

respondents to availability of health facilities in 

the community; Section C sought information on 

the pattern of utilisation of healthcare services; 

Section D took data on factors that influenced 

healthcare services utilisation. Access was 

determined by factors such as awareness and 

availability of health services, location of health 

care facilities, transportation, travel time, hours 

of operation, and cost of medical care. 

Accessibility refers to the patient's ability to enter 

the health care system without financial, 

geographic, or organisational barriers that 

unnecessarily restrict entry into the system.18 The 

scope of utilisation of health services was limited 

to who did or did not receive medical care and 

why, and for those who did, how much and what 

types of care they consumed. [18] 

 

Data Analysis 

Data processing was done using Statistical 

Package for Social Sciences (SPSS) software 

version 20. [23] Independent variables were 

summarised using frequencies and percentages. 

Frequency distribution and other relevant 

summary statistics were presented as mean, 

median while the associations between variables 

were tested using the Chi-Square test. Dependent 

variables were presented in frequencies and 

percentages. The level of statistical significance 

was set at <0.05. Modelling was done using 

multiple logistic regression with a p-value set at 

<0.05. 

 

Ethical considerations 

Ethical approval for the study was obtained from 

the Ethical Committee of the Federal Medical 

Centre, Idi-Aba, Abeokuta, Ogun State. The 

ethical clearance certificate number was 

FMCA/470/HRE/11. The research team 

obtained permission from the District Head of 

Ajebo Community and the Chairman of 

Obafemi/Owode Local Government Area. 

Informed written consent was also obtained from 

the respondents.  

 

Results 

 

The socio-demographic characteristics of the 

respondents are presented in Table I. The mean 

age of the respondents was 51.9±12.2 years. The 

male respondents constituted more than half 

(246; 58.6%).  Most of them were married (368; 

87.6%), mostly in monogamous settings (373; 

88.8%). The predominant religious sect was Islam 

(302; 71.9%), and the majority of the respondents 

were employed (342; 81.4%), mainly in farming 

(175; 41.7%).  The respondents were 

predominantly educated to the secondary level 

(179; 42.6%), but slightly above half of the 

respondents (214; 51.0%) had a monthly income 

greater than 30,000 Naira.  

 

Table II depicts respondents' awareness of 

available health facilities and access to these 

facilities. All the respondents were aware of at 

least one health facility in the community. The 

most visited healthcare facility was the only 

government-owned health facility (227; 54.0%), 

followed by the private health facility (175; 

41.7%) within the community. The most common 

reason for the choice of the facility visited was 

accessibility (131; 31.2%), low cost (103; 24.5%) 

and availability of health workers (77; 18.3%), 

respectively. Most respondents (150; 79.8%) 

accessed the health facility using motorcycles, 

while 35 (18.6%) used private cars. The travel 

time to the health facility was >10 minutes for 106 

(56.4%) respondents. 
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Table I: Socio-demographic variables of respondents 

  
Variables Frequency (%) 

n = 420 

Age groups (Years)  
< 30 24 (5.7) 
30 – 39 45 (10.7) 
40 – 49 88 (21.0) 
50 – 59 161 (38.3) 
60 – 69 53 (12.6) 
≥ 70 49 (11.7) 
Mean ± SD (Years) 51.9 ± 12.2 
Range (Years) 20 – 86 
Sex  
Male 246 (58.6) 
Female 174 (41.4) 
Marital Status  
Single 17 (4.0) 
Married 368 (87.6) 
Divorced 17 (4.0) 
Widowed 18 (4.3) 
Marriage type  
Monogamy 373 (88.8) 
Polygamy 47 (11.2) 
Religion  
Islam 302 (71.9) 
Christianity 114 (27.1) 
Traditional 4 (1.0) 
Employment  
Employed 342 (81.4) 
Unemployed 56 (13.3) 
Retired 22 (5.2) 
Occupation  
Farming 175 (41.7) 
Trading 95 (22.6) 
Civil servant 109 (26.0) 
Artisan  38 (9.0) 
Others 3 (0.7) 
Educational status  
No formal education 118 (28.1) 
Primary 91 (21.7) 
Secondary  179 (42.6) 
Tertiary 32 (7.6) 
Number of children  
≤ 4 214 (51.0) 
> 4 206 (49.0) 
Mean ± SD  4.7 ± 1.8 
Income   
< 30,000 206 (49.0) 
≥ 30,000 214 (51.0) 
Mean ± SD 25,292.8 ± 11,718.1 
Number of dependents  
≤ 4 187 (44.5) 
> 4 233 (55.5) 
Mean ± SD 4.9 ± 2.3 

 

Table III shows that more than half (59.3%) of the 

respondents took ill within the preceding three 

months; the majority of these (92.4%) utilised 

health facilities, and 67.9% of these made use of 

the government-owned facility while 23.3% 

utilised the private health facility and 8.8% 

utilised the services of the patent medicine store. 

An assessment of the cost behaviour showed that 
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most respondents (87.9%) paid ≥1000 Naira for 

the services while 12.1% paid <1000 Naira. The 

majority of the respondents (77.4%) who sought 

care believed that the cost was moderate, 10.0% 

believed the cost was cheap, and 7.6% regarded 

the services as very expensive. Lack of good road 

was a significant obstacle to utilisation of 

healthcare services (63.8%); other barriers include 

shortage of drugs (20.0%), lack of water supply in 

the facility (16.4%), lack of government support 

(15.2%), and lack of standards (12.4%) as shown 

in Figure 1.  

Table II: Awareness and Access to healthcare services among respondents 

Variables Frequency (%) 
n = 420 

Awareness of healthcare facility  
Yes 420 (100.0) 
No 0 (0.0) 
Health facility usually visited when sick  
Government hospital 227 (54.0) 
Private clinic  175 (41.7) 
Patent medicine store 18 (4.3) 
Reasons for choice of facility  
Cheap  103 (24.5) 
Accessible 131 (31.2) 
Availability 10 (2.4) 
Availability of health workers 77 (18.3) 
Good attitude of health workers 67 (16.0) 
Others 32 (7.6) 
Means of transportation to the facility  
Trekking 3 (1.6) 
Motorcycle 150 (79.8) 
Public transport 0 (0.0) 
Private car 35 (18.6) 
Travel time to facility  
≤ 10 minutes 82 (43.6) 
> 10 minutes 106 (56.4) 

 

 

In Table IV, good healthcare-seeking behaviour 

was observed among all the respondents but was 

better among those aged 50-59 years (106; 46.0%) 

with statistical significance (p = 0.001). However, 

male respondents had higher frequencies of 

healthcare-seeking behaviours during illnesses 

compared to the females [(120; 52.1%) vs [110; 

47.9%); p = 0.007]. The traders and artisans had 

significantly higher frequencies of healthcare-

seeking behaviours than other occupational 

groups (p = 0.001). Respondents who had more 

than four children (p = 0.001) and those who had 

an income of ≥ 30,000 Naira (p = 0.001) were more 

likely to seek medical attention when ill. In Table 

V, the respondents aged 50-59 years had more 

access (101; 44.5%) to the government-owned 

health facility, those aged 50-59 years equally had 

more access (60; 34.3%) to private health facility 

while those between ages 30-39 years had more 

access (13.3%) to patent medicine store (p = 

0.001). Women had better (9.2%) access to patent 

medicine store compared to their male 

counterparts (16; 88.9%) (p = 0.001). A higher 

proportion of employed respondents had more 

access to the government-owned facility (193; 

85.0%) and the private health facility (156; 89.1%) 

compared to those unemployed, who had more 

access to patent medicine store (18; 100.0%) (p = 

0.001). Civil servants had better access (92; 40.5%) 

to the government-owned health facility 
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compared to farmers, who had better access to 

the private health facility (67; 38.3%), and patent 

medicine store (18; 100.0%). This relationship was 

statistically significant (p = 0.001). 

Table III: Health facility utilisation among respondents 

 

Variables  Frequency (%) 

n = 420 

 

Took ill in the last three months  

Yes  249 (59.3)  

No  171 (40.7)  

Utilise health facility n=249  

Yes  230 (92.4)  

No  19 (7.6)  

Type of facility utilised n=230  

Government hospital  156 (67.9)  

Private hospital  54 (23.3)  

Patent Medicine store  20 (8.8)  

Average cost of health services n=230  

<1000  28 (12.1)  

≥1000  202 (87.9)  

Mean ±SD  3253.1±1752.6 (naira) 

Cost of treatment  n =230  

Very expensive  18 (7.6)  

Expensive  11 (5.0)  

Moderate cost  178 (77.4)  

Cheap  23 (10.0)  

 

 

   

Figure 1: Challenges of accessing healthcare services in Ajebo community 

Table VI shows that respondents aged 50-59 

years were more likely to utilise the government-

owned facility (p = 0.001) than other age groups. 

Males were more likely to utilise the government-

owned facility than females (p = 0.049), as the 

married were also more likely (78.2%) to utilise 

the government-owned facility than others (p = 

0.001).  
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Table IV: Association between health-seeking behaviours and socio-demographic variables 

 Sought medical attention   
Variables Yes (%) 

n = 230 
No (%) 
n = 19 

χ² p value 

Age groups   37.682 0.001 
< 30 16 (6.9) 0 (0.0)   
30 – 39 18 (7.8) 0 (0.0)   
40 – 49 32 (13.9) 2 (10.5)   
50 – 59 106 (46.0) 6 (31.6)   
60 – 69 22 (9.7) 11 (57.9)   
≥ 70 36 (15.7) 0 (0.0)   
Sex   7.267 0.007 
Male 120 (52.1) 16 (84.2)   
Female 110 (47.9) 3 (15.8)   
Marital Status   3.797 0.284 
Single 14 (6.1) 0 (0.0)   
Married 188 (81.7) 17 (89.5)   
Divorced 17 (7.4) 0 (0.0)   
Widowed 11 (4.8) 2 (10.5)   
Separated  0 (0.0) 0 (0.0)   
Marriage type   2.502 0.114 
Monogamy 203 (91.4) 19 (8.6)   
Polygamy 27 (100.0) 0 (0.0) 6.107 0.047 
Employment     

Employed 173 (90.1) 19 (9.9)   
Unemployed 36 (100.0) 0 (0.0)   
Retired 21 (100.0) 0 (0.0)   
Occupation   41.242 0.001 
Farming 44 (73.3) 16 (26.7)   
Trading 75 (100.) 0 (0.0)   
Civil servant 97 (97.0) 3 (3.0)   
Artisan  13 (100.0) 0 (0.0)   
Others 1 (100.0) 0 (0.0)   
Educational status   29.559 0.001 
No formal education 58 (78.4) 16 (21.6)   
Primary 44 (100.0) 0 (0.0)   
Secondary  119 (97.5) 3 (2.5)   
Tertiary 9 (100.0) 0 (0.0)   
Number of children   2.329 0.127 
≤ 4 128 (90.1) 14 (9.9)   
> 4 102 (95.3) 5 (4.7)   

Income    11.441 0.001 
< 30,000 101 (86.3) 16 (13.7)   
≥ 30,000 129 (97.7) 3 (2.3)   
Number of dependents   17.114 0.001 
≤ 4 93 (84.5) 17 (15.5)   
> 4 137 (98.6) 2 (1.4)   

 

Those employed (83.3%) utilized the 

government-owned facility more (p 0.001) while 

civil servants (48.1%) utilized the public health 

facility more (p = 0.001). Respondents with 

secondary education used the health facilities 

more (p = 0.001), those with more than four 

children (73.7%) used the health facility more (p 

= 0.001). Those who earned ≥30,000 Naira (44.7%) 

utilised health facilities more (p = 0.107), and 

those with more than four dependants (p = 0.004) 

were all likely to utilise the government-owned 

health facility. All these associations were 

statistically significant except monthly earning. 

Table VII shows the predictors of healthcare-

seeking behaviour and utilisation of services 

among the respondents. Employment, farming, 

and income-earning were factors that 

independently predicted the utilisation of health 
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services. However, income-earning <30,000 

Naira was the strongest predictor of utilization of 

healthcare facility [OR = 3.304, p = 0.001; 95% CI 

= 2.007-5.441]. Similarly, healthcare-seeking 

behaviours were predicted by several factors 

such as employment status, occupation, income 

and educational status. The respondents who 

were educated was the strongest predictor of 

health-seeking behaviour [OR = 31.392, p = 0.003; 

95% CI = 3.323-96.570].  

 
Table V: Association between access to all facilities and socio-demographic variables 

             Place of access to healthcare   
Variables Government 

hospital (%) 
n= 227 

Private clinic (%) 
n =175 

Patent Medicine 
store (%) 
n = 18 

χ² p-value 

Age groups    37.185 0.001 
< 30 10 (4.4) 14 (8.0) 0 (0.0)   
30 – 39 13 (5.7) 26 (14.9) 6 (33.3)   
40 – 49 44 (19.4) 37 (21.1) 7 (38.9)   
50 – 59 101 (44.5) 60 (34.3) 0 (0.0)   
60 – 69 34 (15.0) 18 (10.3) 1 (5.6)   
≥ 70 25 (11.0) 20 (11.4) 4 (22.2)   
Sex    41.042 0.001 
Male 114 (50.2) 130 (74.3) 2 (11.1)   
Female 113 (49.8) 45 (25.7) 16 (88.9)   
Marital Status    399.145 0.001 
Single 7 (3.1) 10 (5.7) 0 (0.0)   
Married 209 (92.1) 159 (90.9) 0 (0.0)   
Divorced 0 (0.0) 0 (0.0) 17 (94.4)   
Widowed 11 (4.8) 6 (3.4) 1 (5.6)   
Separated  0 (0.0) 0 (0.0) 0 (0.0)   
Marriage type    153.386 0.001 
Monogamy 217 (95.6) 156 (89.1) 0 (0.0)   
Polygamy 10 (4.4) 19 (10.9) 18 (100.0)   
Employment    130.509 0.001 
Employed 193 (85.0) 149 (85.1) 0 (0.0)   
Unemployed 16 (7.0) 22 (12.6) 18 (100.0)   
Retired 18 (8.0) 4 (2.3) 0 (0.0)   
Occupation    106.342 0.001 
Farming 90 (39.6) 67 (38.3) 18 (100.0)   
Trading 39 (17.2) 56 (32.0) 0 (0.0)   
Civil servant 92 (40.5) 17 (9.7) 0 (0.0)   
Artisan  4 (1.8) 34 (19.4) 0 (0.0)   
Others 2 (0.9) 1 (0.6) 0 (0.0)   
Educational status    148.576 0.001 
No formal education 81 (35.7) 19 (10.9) 18 (100.0)   
Primary 27 (11.9) 64 (36.6) 0 (0.0)   
Secondary  119 (52.4) 60 (34.2) 0 (0.0)   
Tertiary 0 (0.0) 32 (18.3) 0 (0.0)   
Number of children    19.940 0.001 
≤ 4 124 (54.6) 90 (51.4) 0 (0.0)   
> 4 103 (45.4) 85 (48.6) 18 (100.0)   
Income     20.237 0.001 
< 30,000 102 (44.9) 86 (49.1) 18 (100.0)   
≥ 30,000 125 (55.1) 89 (50.9) 0 (0.0)   
Number of dependents   25.200 0.001 
≤ 4 102 (44.9) 67 (38.3) 18 (100.0)   
> 4 125 (55.1) 108 (61.7) 0 (0.0)   

 

Discussion 

 

The present study assessed the predictors of 

healthcare-seeking behaviour and the utilisation 

of healthcare services in Ajebo community of 

Ogun State, South-west Nigeria. The mean age of 

the respondents in this study (51.9±12.2 years) 

contrasts with the finding in a similar survey 
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conducted in Owerri, South-east Nigeria, with a 

mean age of 29±8.2 years. 

 

The Owerri study [24] also found most of the 

respondents being female (63.6%) compared to 

the male dominance (58.6%) in the present study. 

The present study found most respondents had 

secondary education compared with the finding 

of Duru et al. [24] that most respondents had 

tertiary education. These differentials in socio-

demographic parameters were mostly the result 

of geographic location and exposure of 

respondents. The present study had a setting in a 

rural farming community, while the study by 

Duru et al. [24] had more of an urban environment. 

Economic power played an essential role in the 

present study despite the geographic location as 

income, and male sex were found to determine 

access and healthcare-seeking behaviour.  

Table VI: Socio-demographic variables and utilisation of Government own facility among respondents 

 Utilised government-owned facility   
Variables Yes (%) 

n = 156 
No (%) 
n = 190 

χ² p value 

Age groups   52.317 0.001 
< 30 3 (1.9) 7 (3.7)   
30 – 39 15 (9.6) 23 (12.0)   
40 – 49 20 (12.8) 34 (18.0)   
50 – 59 85 (54.5) 67 (35.3)   
60 – 69 27 (17.4) 24 (12.6)   
≥ 70 6 (3.8) 35 (18.4)   
Sex   3.878 0.049 
Male 107 (68.6) 136 (71.6)   
Female 49 (31.4) 54 (54.9)   
Marital Status   32.681 0.001 
Single 16 (10.3) 14 (7.5)   
Married 122 (78.2) 135 (71.1)   
Divorced 11 (7.1) 17 (8.9)   
Widowed 5 (3.2) 13 (6.8)   
Separated  2 (1.2) 11 (5.7)   
Marriage type   0.001 0.991 
Monogamy 137 (87.8) 158 (83.2)   
Polygamy 19 (12.2) 32 (16.8)   
Employment   34.194 0.001 
Employed 130 (83.3) 160 (84.2)   
Unemployed 8 (5.2) 26 (13.7)   
Retired 18 (11.5) 4 (2.1)   
Occupation   74.985 0.001 
Farming 38 (24.4) 115 (60.5)   
Trading 23 (14.7) 35 (18.4)   
Civil servant 75 (48.1) 22 (11.6)   
Artisan  18 (11.5) 10 (5.3)   
Others 2 (1.3) 8 (4.2)   
Educational status   82.607 0.001 
No formal education 35 (22.5) 35 (18.4)   
Primary 14 (8.9) 57 (30.0)   
Secondary  89 (57.1) 80 (42.1)   
Tertiary 18 (11.5) 18 (9.5)   
Number of children   20.014 0.001 
≤ 4 41 (26.3) 141 (74.2)   
> 4 115 (73.7) 49 (25.8)   
Income    2.597 0.107 
< 30,000 52 (33.3) 122 (64.2)   
≥ 30,000 104 (44.7) 68 (35.8)   
Number of dependents   8.430 0.004 
≤ 4 37 (23.7) 76 (40.0)   
> 4 119 (76.3) 114 (60.0)   
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Table VII: Logistic regression of predictors of utilisation and health-seeking behaviour of respondents.  

Variable  Β p-value OR  (95% CI) 

 Predictors of healthcare utilisation  
Employment     
Employed 1.173 0.001 3.231  (1.688 – 6.189) 
Unemployed RC    
Occupation     
Farming -1.933 0.001 0.154  (0.077 – 0.271) 
Others RC    
Income      
< 30,000 1.195 0.001 3.304  (2.007 – 5.441) 
≥ 30,000 RC    
 Predictors of health-seeking behaviour  
Employment     
Employed 20.087 0.996 5.293 (0.001-19.101) 
Unemployed RC    
Occupation     
Farming 2.610 0.004 13.600 (2.336-27.187) 
Others RC    
Income     
<30,000 -0.022 0.985 0.987 (0.104-9.220) 
≥30,000 RC    
Educational status     
Educated 3.447 0.003 31.392 (3.323-96.570) 
No formal Education RC    

          RC – Reference Category. 

 

The majority of the respondents in the present 

study used the government-owned health facility 

to access health care, with accessibility to the 

populace being the major reason, followed by the 

low cost of services and the availability of health 

workers. Among those who took ill in the 

preceding three months, an overwhelming 

majority used a healthcare facility, 

predominantly the government-owned facility, 

with a greater proportion citing the moderate 

cost of utilising the services. Considering the 

socio-economic configuration of the community 

where the majority are peasant farmers and petty 

traders, the cost of health services will be a major 

deciding factor in their choices of health facility 

to patronise.    

 

The importance of education and occupation of 

the respondents in seeking, accessing health care 

and subsequently using them cannot be 

overemphasised. This study found that most 

respondents had secondary education and were 

mostly farmers, with more than half earning 

above 30,000 Naira. Duru et al. [25] reported in 

their study conducted in Orlu Local Government 

Area in the western part of Imo State that age, 

gender, marital status, educational level and 

occupation of the respondents were significantly 

associated with the combined use of the 

traditional and modern form of healthcare 

services. The present study found that the public 

health facility was mostly patronised by the 

respondents as against the private facility and 

patent medicine store, in contrast to the finding 

of Duru et al. [25], which equally considered the use 

of traditional healing practice. The use of 

traditional care was not included in the present 

study and could be a source of research 

consideration. 

 

All the respondents in the present study were 

aware of the availability of at least one health 

facility in the community; this was higher than 

the report in a previous study conducted in a 
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semi-urban community in another State in South-

west Nigeria, where only a few of respondents 

were aware of the existence of a PHC facility 

within their locality. [16] This might be due to the 

small size of Ajebo community and the attendant 

proximity of the health care facilities to the 

community members. Generally, the literacy 

level in southwest Nigeria is reportedly higher 

than other geopolitical zones except in the 

southeast region. Literacy increases one's 

opportunities in life and efficient use of same for 

their benefit. [26] 

 

More than two-thirds of the respondents 

preferred receiving treatments from modern 

public healthcare services in the present study, 

while less than one-tenth of them indulged in 

getting drugs from a patent medicine store. This 

observed prevalence of the use of public 

healthcare services showed a clear difference 

with another Nigerian study by Osemene et al. [27] 

that reported a prevalence of 31%. Prevalence 

rates similar to what was found in the present 

study were observed in some other Nigerian 

studies [25,28] that reported prevalence rates of 

61.4% and 63.7%, respectively. The marked 

differences observed across these studies may be 

attributed to the differing socio-demographic 

and economic characteristics of the different 

populations of study respondents. According to 

Adibe et al. [28] the combined use of orthodox and 

other treatment options is significantly 

associated with demographic and socio-

economic characteristics of the respondents as 

observed in the present study. 

 

It was also observed that most respondents in this 

study accessed and utilised existing healthcare 

services. However, healthcare-seeking behaviour 

was influenced by gender, occupation and 

educational status significantly. The predictors of 

the utilisation of health care services included 

gender, occupation, educational status, 

employment status and income. Comparatively, 

studies among Indonesians found that access to 

health care facilities was predicted by many 

factors, in addition to availability. Some of these 

are demographic characteristics, [29, 30] health 

insurance ownership, [31, 32] and physical access. 
[29] The most frequently examined physical 

access, in addition to spatial factors, include the 

cost of transportation and time travel. [33] 

Interestingly, transport appears not to be a major 

problem in the present study as close to half of 

the facilities are within less than 10minutes of 

travel. 

 

In the present study, males were seven times 

more likely to seek health care than females and 

twice likely to utilise the same. This was at 

variance to a study conducted in Osun State, 

southwest Nigeria by Egbewale and Odu, [9] but 

similar to the one conducted in another 

community in Ogun State, where women were 

found to seek health more compared with their 

male counterparts. [1] The difference in study 

settings most probably explains the variation 

seen for the sexes. This study was carried out in a 

rural population, same as that of Omonona et al. 
[1] in Ogun State, while that of Egbewale and Odu 
[9] was done in a semi-urban setting. Women in 

urban areas are usually more empowered and 

able to seek and utilise health care facilities when 

they want to, unlike in the rural areas where, due 

to poverty, they are mainly dependent on their 

husbands; thus, they cannot freely utilise 

healthcare facilities. 

 

It is not surprising that the present study found 

education, occupation, and income as predictors 

of access and utilisation of health services in 

Ajebo community. However, what seems 

incredible is the direction of influence of these 

variables on healthcare utilisation compared to 

other studies. These moderately educated, 

mostly secondary educated, farmers and low-

income earners were mostly independently 

associated with healthcare utilisation in the 

present study. This observation contrasted with 

others where tertiary education and civil service 
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were found to predict access and healthcare 

utilisation. [11, 12, 18, 34] Concisely, the present study 

found that the odds of access and utilisation of 

health services in the community was higher 

among the educated, the farmers, and those 

whose monthly income was less than thirty 

thousand naira. Duru et al. [24] found the female 

sex, trading, and polygamy were significantly 

more likely to predict the use of combined 

modern and traditional health care treatments. 

 

Possible theories that have been adduced for 

these discrepancies include the fact that those 

with higher education are better able to acquire 

information about common illnesses and 

medications and self-treat. [34] Another point to 

consider is that the less educated people are less 

likely to be critical of the quality of services 

provided at the government-owned facility, 

unlike the more educated ones who are likely to 

shun such services based on their perception of 

the quality of service rendered. [34] Furthermore, 

the findings in the present study do not preclude 

the fact that community members who could 

afford to pay and access better health services 

may do so in the neighbouring city of Abeokuta, 

the State capital, which offers several options of 

specialised services, equipment and workforce. 

This scenario was earlier reported in a Nigerian 

study [35] that observed preferential use of private 

hospitals among people in a university 

community. It was noted that most of them 

patronised private health care services. In these 

cases, socio-economic status and probably the 

level of education may have contributed to the 

type of healthcare services that were 

preferentially utilised. People in the higher socio-

economic class tended to use private health care 

services.  

 

According to Nabyonga et al., [36] rich people 

choose to utilise private health care services 

because of their financial ability to pay. The 

findings in the present study reflect the bigger 

picture and practice at the rural community level 

and the pattern in most developing nations 

where the rich and highly privileged in the 

society seek better health services away from the 

under-equipped primary healthcare facilities, 

leaving the poor masses with the substandard, 

weak and malfunctioning health system. [34-36]  

 

 

Conclusion  

 

Healthcare-seeking behaviour and utilisation of 

healthcare services in the present study was 

encouraging. Being male, farmer, employed, 

lower-income status and higher education 

predicted access and utilisation of healthcare 

services. Improving community education and 

empowerment has both direct and indirect 

relation to access and utilisation of healthcare 

services. This study has brought to fore the need 

for a collaborative effort between the community 

and government to improve the healthcare need 

of rural community settings. The study 

highlights the need to understand and appreciate 

prevailing local factors in the planning, 

designing, and implementing health services for 

effective and efficient utilisation in rural 

communities like Ajebo. 

 

There is a need to strengthen awareness on the 

need to seek modern healthcare services such as 

antenatal care and immunisation/child health 

services. For more women to seek modern 

healthcare, they need to be empowered and 

enlightened on the importance of early visits to 

the healthcare facility. The presence of the staff of 

the FMC, Abeokuta, a tertiary centre, to provide 

services in the PHC facility in Ajebo community 

would further ensure the realisation of the set 

goals. 
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