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Abstract Background: There is need for information on the medical care seeking behaviour of

Nigerian doctors.

Purpose: This work was therefore designed to study the medical care seeking behaviour of Nigerian

doctors in Nigeria.

Methods: It was a cross-sectional survey among doctors in Nigeria.

Results: Data from 522 doctors were included in the analysis. Majority of them (80.5%) had one

form of illness or the other in the year preceding the survey. Only 35% of them reportedly consulted

another doctor during their illness. Most of the consultations (61.2%) were informal in the form of

over the phone (45.6%), Corridor (33.3%) and home visit (21.1%) and just 18.4% of the consulta-

tions occurred within 24 h of onset of illness. A low 19.5% of them had a regular source of medical

care. Screening for illnesses was generally below expectation. Just 6 out of the 436 (1.4%) male

doctors had screened for prostate cancer while 39 out of 86 (45.3%) females had screened for

cervical cancer. A significantly higher proportion of general practitioners (p= 0.01) and doctors

above 45 years of age (P = 0.004) consulted informally. Higher proportion of general practitioners

and resident doctors based their consultations on their familiarity with the doctors consulted

(p= 0.001) and privacy during consultation (p= 0.001). Delay in consultation for more than

24 h after onset of illness was more likely in those above below the age of 45 years (p= 0.001).

Conclusion: This study has shown that Nigerian doctors are often reluctant patients who fre-

quently tend to delay medical care. The teaching of appropriate medical care seeking behaviour

should be incorporated into medical curriculum in Nigeria.
� 2016 Alexandria University Faculty of Medicine. Production and hosting by Elsevier B.V. This is an

open access article under the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
1. Introduction

Doctors are reluctant patients who tend to delay seeking help
for their health problems and find it difficult to adopt the role
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of the patient.1,2 Although previous studies have suggested
that doctors have lower standardised mortality rate than the
general population, their rates of chronic illnesses and preven-

tive health challenges are similar to the general community.3

However, the rates of chronic sicknesses in doctors is likely
underestimated since they may be overlooked because of

self-medication and unwillingness of doctors to assume the
role of a patient.4 Sick doctors are exceptional patients because
they have the knowledge and skills to be able to treat them-

selves, but unfortunately being exceptional does not necessar-
ily ensure better care. Furthermore, doctors may be unwilling
to consult their own colleagues in the usual way and either
engage in self-treatment or seek an inadequate consultation

with a colleague.5 Many studies have also shown that when
doctors experience ill health, they ignore the advice they offer
to their patients.6,7 Consequently, the medical community has

developed a culture in which working through illness and self-
treating is the norm.2,8 The impact of illnesses may be further
exasperated by a culture that discourages admission of health

vulnerabilities among doctors.9

Even when doctors do seek external care, evidence suggests
they receive a lesser quality of care than lay patients.9,10

Many doctors find it difficult to enter the patient’s role for
various personal and systemic reasons, such as time pressure,
the stigmatizing nature of sickness, worries about bothering
or letting down colleagues, fear of showing weakness or lack

of medical knowledge, concerns about confidentiality and fear
of restriction of medical licensing.8,9,11,12 The behaviour of
doctors towards their own illnesses and their relationship with

their colleagues endanger their health.
Studies on several aspects of doctors’ health problems have

been published in various countries.2,4–7 Although Agaba et al.

published a study on health seeking behaviour of physician at
Jos University Teaching Hospital in Nigeria, their report only
captured specialists from a single centre and hence cannot be

generalised to the entire doctors in Nigeria.13 It is important
to have information on the medical care seeking behaviour
of Nigerian doctors so that proactive steps can be taken to
address any issue relating to their medical care seeking beha-

viour. This work was therefore designed to study the medical
care seeking behaviour of doctors in Nigeria.

2. Subjects and methods

The present study was a cross-sectional survey among doctors
in Nigeria. We were unable to do online survey because of lack

of reliable database for doctors in Nigeria. Data were collected
at two different times. First sample collection was done among
doctors in Ilorin, the Kwara state capital, by multistage sam-

pling technique. Stratification was done based on hospital set-
tings (private and public). Since there was no reliable database,
participants were recruited during visits to the hospitals by
trained assistances under the supervision of one of the co-

authors (SAG). All consenting doctors in all the private hospi-
tals in Ilorin metropolis were recruited into the study. A total
of 58 consenting doctors from the private hospitals satisfacto-

rily completed and returned the questionnaires (out of the 60
questionnaires administered). The public hospitals were strati-
fied into departments and specialities. Thereafter, simple ran-

dom sampling technique by balloting for ‘yes’ or ‘no’ was
used to select eligible consenting respondents from the
different departments. Those who selected ‘yes’ were recruited
into the study. A total of 120 doctors were recruited from the
public hospitals in Ilorin out of which 118 completed and

returned the questionnaires.
The second sample collection was done among consenting

doctors from other parts of Nigeria (excluding doctors from

Kwara state) during the Annual National Conference of the
National postgraduate Medical College of Nigeria and the
West African College of Physicians and Surgeons. Consecutive

conference participants who were willing to participate in the
study were recruited at arrival for the conferences. A total of
174 doctors returned completed questionnaires (out of 175
administered) during the conference of National Postgraduate

Medical College of Nigeria while 172 doctors out of the 175
contacted during the West Africa College of Physicians and
Surgeons participated in the study by returning completed

questionnaires.
The minimum sample size was estimated using the formula,

n= Z2Pq/E2 where Z is standard normal deviate = 1.96 at

p= 0.05, P = proportion in the target population estimated
to have a population characteristics (set at 0.5 for this study),
q= (1�P) and E = acceptable margin of error. We assumed a

response rate of about 80% and the minimum sample size was
estimated to be about 500. We administered 540 questionnaires
out of which 522 were completed and returned.

A self-administered structured questionnaire adapted from

previous studies4,11 was used to collect data from the respon-
dents. The questionnaire sought to obtain information on
age, gender, areas of specialisation, types of illness experienced

in the preceding year, whether or not another doctor was con-
sulted, nature of consultation (formal or informal), and rea-
sons for choice of doctors consulted. The participants were

also asked whether they had regular source of medical care
and finally, whether they had screened for diabetes mellitus,
HIV, cancers (cervical cancer for females and prostate cancer

for males), hypertension and hyperlipidemia.
Data analysis was done by SPSS version 15.0. The age was

summarised as mean ± standard deviation while frequencies
and percentages were used to describe the categorical vari-

ables. Test of significance for comparison of the different cat-
egories (professional category and age groups) was done using
the Chi-square test. Significance level was set at P

value < 0.05.
Ethical approval for this study was obtained from the

Ethical Review Committee of the University of Ilorin Teaching

Hospital.

3. Results

The flow chart for the participants is shown in Fig. 1. Males
constituted 83.5% of the studied doctors. Majority of them
(78.7%) were married. The mean age was 39.3 ± 9.4 years
with a range of 26–61 years. Two hundred and six (39.5%)

were in the >25 �<45 year age group, and 284 (54.4%) were
>45 years while 32 (6.1%) did not indicate their age. More
than two third (342; 65.5%) of them were specialists while

the rest were general practitioners (92; 17.2%) and resident
doctors in training (88; 17.3%).

As shown in Table 1, majority of them (420; 80.5%)

reported that they had one form of illness or the other in the
year preceding the survey. Only 35% of them reportedly
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Figure 1 Flow chart of participants.
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consulted another doctor during their illness whereas 58.6%
(246) did not do that and 6.4% failed to indicate whether or
not they consulted any doctor. Most of the consultations
(90; 61.2%) were informal in the form of over the phone (41;

45.6%), Corridor (30; 33.3%) and home visit (19; 21.1%).
Thirty-two (21.8%) of the consultations were based on the
expertise of the physicians consulted and just 18.4% (27) of

the consultations occurred within 24 h of onset of illness.
The various reasons for delay or failure to consult are shown
in Table 1.

Of the 522 doctors surveyed, less than one fifth of them
(19.5%) had a regular source of medical care. Screening for ill-
nesses such as diabetes, HIV, cancers, hypertension and hyper-
lipidemia is also highlighted in Table 1. Just six out of the 436

male doctors had screened for prostate cancer while 39 out of
86 (45.3%) females had screened for cervical cancer.

Table 2(A and B) highlights the health seeking behaviour of

the doctors according to their professional category and age
groups. A significantly higher proportion of general practition-
ers consulted informally (p = 0.01) especially over the phone

(p= 0.001). Similarly, higher proportion of doctors above
45 years of age consulted over the phone (p = 0.004) com-
pared with those below 45 years (Table 2A).

On the reason for the choice of doctors consulted, higher
proportion of general practitioners and resident doctors based
their consultations on their familiarity with the doctors con-
sulted (p= 0.001) and privacy during consultation

(p= 0.001). Delay in consultation for more than 24 h after
onset of illness was more likely in those below the age of
45 years (p = 0.001) as highlighted in Table 2A.
Various reasons were given for delay or failure to consult
another doctor for treatment during illness. A significantly
higher proportion of general practitioners delayed because they
did not consider their illness serious (p = 0.001) and did initial

self-treatment (p = 0.03). Similarly, higher proportion of those
above 45 years delayed because of initial self-treatment
(p= 0.003) whereas lack of time (p = 0.001) and concern about

confidentiality (p= 0.001) were the reasons in a higher propor-
tion of resident doctors. This is displayed in Table 2B.

Table 3 presents the information on screening for diseases

among the doctors according to their professional category
and age groups. Significantly higher proportion of those above
45 years reported that they had screened for diabetes
(p= 0.001) and HIV (p= 0.001) while higher proportion of

those below 45 years had screened for hypertension. The gen-
eral practitioners were more likely to have ordered the screen-
ing for themselves (p= 0.001) whereas the screening was

ordered by another doctor in a significantly higher proportion
of those above 45 years (p= 0.001).

4. Discussion

Our study has clearly shown that the medical care seeking
behaviour of Nigerian doctors is below expectation and con-

trary to the advice they offer to their patients. In spite of the
fact that about 80% of the doctors surveyed disclosed that
they had one form of illness or the other in the year preceding

our survey, a ridiculously low 35% of them reportedly con-
sulted another colleague for treatment. Even then, more than
two-third of the consultations were informal.



Table 1 Characteristics of the participating doctors.

Characteristics Frequency (%)

Any illness in the last 1 year (n= 522)

Yes 420(80.5)

No 93(17.8)

No response 9(1.7)

Reason for choice of physician (n= 147)

Closeness/familiarity with physician 60(40.8)

Expertise of physician 32(21.8)

Privacy in management 26(17.7)

Nature of illness 17(11.6)

Others 12(8.1)

Duration of illness before consultation (n= 147)

Within 24 h 27(18.4)

1–6 days 87(59.2)

1–2 weeks 21(14.3)

>2 weeks 12(8.1)

Reasons for delay or not consulting (n = 366)

Illness not considered serious 122 (33.3)

Did initial self-treatment 132(36.1)

Distance to health facility 22(6.0)

Lack of time 45(12.3)

Worried about confidentiality 33(9.0)

Others 12(3.3)

Regular source of medical care (n = 522)

Yes 102(19.5)

No 420(80.5)

Ever screened for the following (n= 522)

Diabetes mellitus 351(67.2)

HIV 384(73.6)

Prostate cancer (in males, n= 436) 6(1.4)

Cervical cancer (in females, n= 86) 39(45.3)

Hypertension 387(74.1)

Hyperlipidemia 132(25.3)

Who ordered the screening (n= 522)

Self 174(33.3)

Another physician 274(52.5)

Type of illnesses (n= 420): acute malaria 111(26.4), asthma attack

14(3.3), lower respiratory tract infection 60(14.3), sinusitis 21(5),

hypertension 68(16.2), diabetes mellitus 32(7.6), osteoarthritis 21

(5), gastroenteritis 15(3.6), dysmenorrhoea 12(2.9), low backache

39(9.3), others 27(6.4).
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Our findings confirm previous reports that doctors are usu-
ally perturbed when they adopt the role of patient and they

often jettison the advice they offer to their patients when they
themselves experience ill health.2,14,15 The rate of informal con-
sultations in our study is higher than that reported earlier by
Campbell and Delva16 as well as Rennert et al.7 Informal con-

sultations appear to be commoner than formal care, usually in
the form of corridor consultations.7,16,17 Informal consulta-
tions (such as on the corridor, over the phone or even in the

colleague’s home) are inappropriate, unprofessional, lack
objectivity, and may lead to wrong diagnosis, unsatisfactory
quality of care, ineffective treatment and worsening of the ill-

ness with dangerous consequences. Another disturbing finding
from this study is the fact that only about 1 in 5 of those that
consulted a doctor based their consultations on the expertise of

the doctor consulted. Factors such as familiarity/closeness to
the doctors consulted, privacy and other unimportant reasons
were given priority, especially by the general practitioners and
resident doctors, when choosing the doctors consulted. This
behaviour is unexpected from doctors who should understand
that consultation is more related to the nature of illness/exper-
tise of the doctor.

Despite the low rate of consultations during illness, more
than 80% of the doctors delayed consultations for more than
24 h (even beyond 2 weeks) for various reasons such as illness

not considered serious, initial self-treatment, lack of time and
concern about confidentiality. This is further worsened by
the fact that these unexpected behaviours were commoner in

the specialists and older doctors. Self-treatment, lack of time
and concern about confidentiality have been widely reported
as significant barriers to doctors’ access to quality medical
care.7,11,18–20 Apart from encouraging delay in seeking timely

care, these factors also tend to augment informal consulta-
tions. These factors may also promote the culture of working
through illness and late presentation with serious

consequences.13,21,22

An unacceptably low 19.5% of the doctors reportedly have
regular source of medical care. This is exceptionally low com-

pared to reports from Campbell and Delva, Davidson and
Schattner, as well as Forsythe et al. but similar to those of
Schneider et al.5,16,18,23 The disparity is likely to be a reflection

of the different national health systems in the countries where
the studies were conducted. In our country, there is lack of pol-
icy on patient registration with a general practitioner unlike in
the UK where the national health system requires compulsory

patient registration with a general practitioner.
Doctors generally counsel their patients on the need for

preventive measures and hence one expects them to take it seri-

ous for themselves. Our study however reveals that Nigerian
doctors do not adhere strictly to the advice they give to
patients. Screening for diseases was less than expected among

the doctors surveyed. The highest percentages of screening
were for hypertension, HIV and diabetes but unfortunately
they were all less than 80%. One would have expected at least

more than 90% of the doctors to have been screened for these
diseases. The fact that the screening for these diseases was less
than expected is not good enough but the fact that screening
for cancers was abysmally low is of serious concern. Only

1.4% of the 436 males surveyed had reportedly screened for
prostate cancer and less than 50% of the females had ever
screened for cervical cancer. Being a doctor does not remove

the preventive need of an individual and one would have
expected doctors to show good example by practising what
they advise their patients to do. This suggests that having

knowledge of what should be done does not necessarily imply
that correct thing will be done. We also observed that more
than one third of the doctors, especially general practitioners
and younger doctors ordered the screening for themselves.

This is also worrisome because they may choose not to take
appropriate steps if they consider the results of the screening
as being unfavourable. For example, if the screening for HIV

is positive, they may keep the results to themselves rather than
seeking appropriate timely care.

The age and sex distribution of this report are reflective of

the Nigerian doctors but the professional category is skewed to
the specialists owing to the method of data collection. We
decided to collect a sizeable proportion of the data during

the annual conferences of the postgraduate colleges in Ilorin
so as to capture doctors from all over Nigeria as much as pos-
sible. Skewed nature of the survey participants will definitely
limit the generalisability of our study results. It is also



Table 2 Health seeking behaviour of the studied doctors according to their professional category and age groups.

Health seeking items GP(32) Residents (28) Specialists (87) <45 years (65) P45 years (82)

N (%) N (%) N (%) P value N (%) N (%) P value

(A)

Consultation method

Formal 15(46.9) 12(42.9) 30(34.5) 0.42 23(35.4) 34(41.5) 0.45

Informal 26(81.3) 18(64.3) 46(51.7) 0.01* 33(50.8) 57(69.5) 0.02*

Mode of informal consultation

Corridor 8(25.0) 7(25.0) 15(17.2) 0.99 16(24.6) 14(17.1) 0.26

Home 5(15.6) 4(14.3) 10(11.5) 0.81 7(10.8) 12(14.6) 0.49

Phone 16(50.0) 13(46.4) 12(13.8) 0.001* 26(40.0) 15(18.3) 0.004*

Reason for choice of physician

Familiarity with physician 22(68.8) 18(64.3) 20(23.0) 0.001* 31(47.7) 29(35.4) 0.13

Expertise of physician 7(21.9) 3(10.7) 22(25.3) 0.27 14(21.5) 18(22.0) 0.95

Privacy during consultation 14(43.8) 8(28.6) 4(4.6) 0.001* 12(18.5) 14(17.1) 0.83

Nature of illness 3(9.4) 5(17.9) 9(10.4) 0.51 11(16.9) 6(7.3) 0.07

Others 3(9.4) 2(7.1) 7(8.0) 0.95 4(6.2) 8(9.8) 0.43

Duration of illness prior to consultation

Within 24 h 8(25.0) 6(21.4) 13(14.9) 0.41 10(15.4) 17(20.7) 0.41

>24 h 30(93.8) 23(82.1) 67(77.0) 0.11 62(95.4) 58(70.7) 0.001*

Health seeking items GP (60) Residents (60) Specialists (246) <45 years (141) P45 years (202)

N (%) N (%) N (%) P value N (%) N (%) P value

(B)

Reasons for delay or failure to consult

Illness not considered serious 30(50.0) 25(41.7) 67(27.2) 0.001* 54(38.3) 68(33.7) 0.38

Did initial self-treatment 29(48.3) 25(41.7) 78(31.7) 0.03* 41(29.1) 91(45.0) 0.003*

Distance to health facility 6(10.0) 4(6.7) 12(4.9) 0.32 10(7.1) 12(5.9) 0.67

Lack of time 12(20.0) 25(41.7) 8(3.3) 0.001* 20(14.2) 25(12.4) 0.63

Worried about confidentiality 8(13.3) 12(20.0) 13(3.8) 0.001* 12(5.8) 21(7.4) 0.52

Others 3(5.0) 4(6.7) 5(2.0) 0.14 7(5.0) 5(2.5) 0.35

N= frequency.
* Significant p value at <0.05 level.

Table 3 Screening for diseases among the Doctors according to their professional category and age groups.

Variables GP (92) Residents (88) Specialists (342) <45 years (206) P45 years (284)

<45 year N (%) N (%) N (%) P value N (%) N (%) P value

Ever screened for the following

Diabetes mellitus 64(69.6) 60(68.2) 227(66.4) 0.97 121(58.7) 230(81.0) 0.001*

HIV 72(78.3) 68(77.3) 244(71.3) 0.28 152(25.2) 232(81.7) 0.001*

Hypertension 74(80.4) 70(79.5) 243(71.1) 0.08 178(86.4) 209(73.6) 0.001*

Hyperlipidemia 25(27.2) 22(25.0) 64(24.9) 0.90 56(27.2) 76(26.8) 0.92

Who ordered the screening

Self 58(63.0) 42(47.7) 74(21.6) 0.001* 73(35.4) 101(35.6) 0.98

Another physician 45(48.9) 44(50.0) 155(45.3) 0.66 91(44.2) 183(64.4) 0.001*

N= frequency.
* Significant p value at <0.05 level.
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important to emphasise that this study was based on self-
report of the participants who were present during the survey.

They might have under- or over-reported their behaviour and
the impact of report from other doctors who were not captured
is difficult to predict. In spite of these shortcomings, we have

been able to report on the behaviour of Nigerian doctors when
they experience ill health as well as their adherence to screening
for diseases. We are able to confirm that Nigerian doctors are

not better than their counterparts elsewhere especially as
regards their medical care seeking behaviour in health and
sickness.

Conclusion: Our study has shown that Nigerian doctors are
often reluctant patients who tend to delay seeking medical
care. We recommend that they should avoid informal consul-

tations, avoid delay in seeking medical care when ill, avoid
working through illness, have their own general practitioners/
source of regular medical care, and imbibe preventive health

cultures through appropriate screening for diseases. The
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teaching of appropriate health-seeking behaviour should be
part of medical curriculum in Nigeria.
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