
Journal of Advanced Research and Multidisciplinary Studies 

ISSN: 2997-3155  

Volume 4, Issue 3, 2024 (pp. 1-22)   

1  Article DOI: 10.52589/JARMS-PZJYIHOF  
  DOI URL: https://doi.org/10.52589/JARMS-PZJYIHOF 

www.abjournals.org 

ABSTRACT: This study assessed the level of income on health facility 

patronage in Kogi East, Kogi State, Nigeria. Primary data necessary for 

this study were collected from patients, health workers and residents of 

Kogi East through the administration of questionnaires, personal 

observations and obtaining of satellite imageries for creation of digital 

health facilities distribution map of the study area, while the secondary 

sources includes published documents. A total of 400 questionnaires 

were administered; however, only 395 were returned for analysis.  

Results were presented in both tables and charts while the hypothesis 

was tested using Correlation Analysis. Findings from this research 

revealed that majority of the respondents (58.80%) do not patronize any 

health facilities due to the high cost of treatment. The study also found 

that the major illness that affects respondents in Anyigba is Malaria 

Fever (76.5%); the result also shows 87.5% of the respondents 

disclosing that money has prevented them from patronizing health 

facilities. The study further found that the socio-economic 

characteristics of the residents/patients play a significant role in 

determining the frequency of visits to healthcare facilities; this is 

substantiated with the Pearson correlation test result that revealed a 

significant relationship between patronage pattern and monthly income 

of the respondents. This research also revealed that the lower the 

incomes of an individual, the limited access such individual would have 

to health facilities and vice versa. Given the z-score of 0.288134438445, 

the distribution pattern of the health facilities does not appear to be 

significantly different than random, as the healthcare facilities map also 

support the above claim. It is therefore recommended that efforts should 

be put in place to improve the socio-economic status of individuals so as 

to improve their access and utilization of healthcare facilities.  

Government at all levels as well as the organized private sector should 

carry out massive public awareness on the importance of health 

insurance scheme. 

KEYWORDS: Healthcare, Facilities, Patronage, Income Level, Kogi 

East, Nigeria. 
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INTRODUCTION  

Throughout the world, socio-economic status differentials of individuals have a lot of influence 

on privileges and opportunities enjoyed by society members. The different social and economic 

positions of individuals and income levels oftentimes hinder them from effective use of 

healthcare facilities (Esther et al., 2020). According to the World Health Organization (WHO, 

1984), health is not merely an absence of disease, but a state of complete physical, mental, 

spiritual and social wellbeing. Adeyinka, as cited in Omotayo and Samson (2017), posited that 

health is the output that people desire and not health services (input) per se for the 

accomplishment of improved standard of living for them. Although the 2008 Demographic and 

Health Survey (DHS) recorded a slight improvement in maternal and child health indicators 

compared to the previous surveys, the statistics are still unacceptably high: an infant mortality 

rate of 75 per 1,000 live births, an under five mortality rate of 157 per 1,000 and a maternal 

mortality rate of 545 per 100,000 (Nigerian Population Commision, 2008). One of the factors 

that have contributed to the poor performance of the Nigerian health system is limited access 

to health facilities. 

Health infrastructure or facility is understood in both qualitative and quantitative terms to mean 

the quality of care and accessibility to healthcare delivery within a country. It is judged by the 

quality of physical, technological and human resources available at a given period. Physical 

structure entails the building and other fixed structures such as pipe borne water, good access 

roads, electricity and so on within the healthcare environments, whilst the technology is about 

the equipment meant specifically for hospital use, including surgeries. This also includes 

computer equipment and consumables while human resources comprise the health 

professionals including doctors, pharmacist, nurses, midwives, laboratory technologist, 

administrators, accountants and other sundry workers. All these put together form the structure 

upon which the healthcare delivery is anchored in any society and the determinants of its 

infrastructure. The influence of socio-economic characteristic cannot be overlook because 

various studies in the literature indicate an association between factors such as income, 

education, ethnicity, religion, culture, age, parity and decision-making power to utilization of 

healthcare facilities around the world (Babalola & Fatusi, 2009; Owoseni et al., 2014; 

Adeyinka & Olugbamila, 2016). 

The need for healthcare facilities, its utilization and access of residents to the available 

healthcare facilities is very crucial to both the social and economic development of a country. 

Healthcare services are an important component of the overall health system which has impact 

on the well-being of residents in a particular location. Yang, George and Mullner (2006) 

remarked that equitable distribution of healthcare resources is one of the main goals of 

healthcare facility planning. It is a general consensus that few people are willing to utilize a 

particular facility as the distance from it increases (Balogun & Alaegor, 2006). 

In view of the foregoing, healthcare is of importance to both human and economic development; 

this is because it had been established that healthy people lead to healthy labour force, which 

in turn lead to economic growth and eventually economic development. It is on this basis that 

this work intends to examine the accessibility of health facilities on the basis of level of income 

across the various residents in Anygiba.  
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Statement of Research Problem 

In spite of the attention given to healthcare service provision over the years from bilateral and 

multilateral assistance, and government spending on health (26.40 billion naira or 26% of total 

annual budget for 2004), it has not translated into enhanced health affordability status in the 

country. Healthcare accessibility has been a subject of numerous research works and inquiry 

in the country. Several works and researches have been carried out on health care utilization. 

Isaac (2015) examined available healthcare services in urban southwest Nigeria, the problems 

inherent in them and households’ welfare status. Most of these studies were unable to 

adequately examine how distribution of income has affected healthcare patronage.  

Although there is a dearth of existing research works on healthcare patronage and utilization 

in the study area especially where income is a determining factor. However, Kogi East is 

confronted by inadequate healthcare facility, poor state of health facility, uneven distribution 

of health facility and high rate of poverty due to the socio-economic status of the people living 

in the area. The inadequate healthcare facility is due to the ratio of healthcare facilities being 

lower than the population of the study area; poor state of health facility, with most healthcare 

facilities in Kogi East being understaffed, lacking in the necessary medical facilities and 

equipment along with the decaying building infrastructure noticed in most of the hospital; and 

uneven distribution of health facility as some areas within the study areas lack the presence of 

a healthcare facility. This study however attempted to assess how income disparity among 

residents of the study area has influenced the level of healthcare facility patronage in Kogi East 

Senatorial District of Kogi State. 

Research Questions 

The research work sought to provide answers to the following questions: 

i. What is the common illness suffered by the people of Kogi East Senatorial Zone? 

ii. Howdoes socio-economic status influences healthcare patronage by the people of 

Kogi East Senatorial Zone? 

iii. What are the challenges affecting the patronage of health facilities in Kogi East 

Senatorial Zone? 

 

Aim and Objectives 

The aim of this study is to examine how the level of income has affected the patronage of health 

care facilities in Kogi East Senatorial District. In order to achieve this aim, the following 

objectives were set out: 

i. To identify the common illness suffered by the people of Kogi East Senatorial Zone. 

ii. To examine the influence of socioeconomic status on healthcare patronage by the 

people in the study area. 

iii. To evaluate the challenges affecting the patronage of health facilities in the area. 

 

Hypothesis  

The following hypothesis was formulated and tested for the study: 
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HO1: There is no significant relationship between income level and health facility patronage in 

Kogi East Senatorial District. 

Scope of the Study 

The study covered selected health facilities within Kogi East, comprising private and public 

health centers. The scope of this research covers how frequently the residents of the study area 

visits health centers as well as the reasons, motives or purpose for the visit were studied. The 

occupation/means of livelihood of the inhabitants as well as their average income (monthly) 

were equally studied. Geographical locational attributes of the health centers was mapped to 

show their distance biases and distribution pattern. The study covered about eight (8) months.   

Justification of the Study 

This study will among other things add to the existing body of knowledge as well as scientific 

research works into the field/area of income disparity among the inhabitants of a society as 

well as its influence on healthcare patronage. The research may also be used by Government 

agencies and Non-Governmental Organization (NGO) as well as International Agencies such 

as the Red Cross, United Nations (UN), and World Health Organization (WHO) and other 

international organization, for adequate planning and policies formulation or decision making. 

The research work will equally be beneficial to healthcare providers within the study area.  

 

LITERATURE REVIEW  

The review of relevant and related literature was done in accordance with the aim and 

objectives of this study. 

Conceptual Review  

Spatial Distribution of Health Facility 

Dhanashri and Shinde (2010) examined the spatial distribution of various health facilities and 

formulate the Composite Health Facility Index using the ranking coefficient  method. The 

accessibility and efficiency of the existing health facilities was evaluated while making future 

plans for the development of health facilities in the region.  

Meenakshi et al. (2011) in their study found that most rural persons seek first level of curative 

healthcare close to home, and pay for a composite convenient service of consulting cum 

dispensing of medicines. Non-Degree Allopathic Practitioners fill a huge demand for primary 

curative care which the public system does not satisfy and are first level access in most cases. 

Level of Income and Health Facility Patronage  

Income of residents is an important variable in explaining patronage of any social services in 

any given area. The income is a measure of wealth and will reflect the ability of a 

household/resident to make decision on the type of healthcare facility to patronize. The type of 

facility visited, duration of visit and action taken after sickness is a function of their income. 
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It has been established that an increase in income plays a substantial role in determining the 

rate at which people patronize the healthcare facilities (Elo, 1992 cited in Chakraborty et al., 

2003). This is because the cost of seeking healthcare may include costs of transportation, user 

fees, medications and other supplies which people who are not earning enough or from poor 

background may not have the ability to afford such. This is likely to discourage them from 

patronizing the available healthcare facilities because of the inability to pay for it (Adamu, 

2011). Studies have established that income level of households dictates their ability to 

patronize and pay for available healthcare services (Olawuni, 2008; Adeyinka, 2013; Owoseni 

et al., 2014). 

Most literature works underline the important factors which are necessary for easy access and 

utilization of healthcare facilities. Awoyemi et al. (2011) put healthcare utilization as the use 

of healthcare services by people. This level of utilization has been said to be influenced by the 

following factors some of which include availability, quality and cost of services, as well as 

social-economic structure, and personal characteristics of the users (Chakraborty et al., 2003; 

Onah et al., 2009). Moreover, Leive and Xu (2008) asserted that a number of factors have been 

shown to be potential barriers in assessing healthcare services and these include distance and 

cost of travel to the health facility, socio-cultural factors and cost of service especially in 

developing countries of the world. Among all these factors, distance and cost of travel to the 

healthcare facilities have been considered to be the most important factors affecting the rate at 

which healthcare facilities are being utilized (Awoyemi et al., 2011). This was  manifested in 

the work of Olugbamila (2016) that accessibility to healthcare facilities is the ability of 

individuals or communities to obtain healthcare services which have been said to depend on 

the cost of travel and distance of the healthcare facility to the place of residence (Buor, 2003) . 

Socio-Economic Status and Health Care 

Studies have shown that there is a correlation between residents' social and economic 

characteristics and their level of patronage of infrastructural facilities such as healthcare 

facilities (Olawuni, 2008; Riman & Akpan 2012, Owoseni et al., 2014, Olugbamila, 2016). 

Owoseni et al. (2014) affirmed that the socio-economic status of a country will most likely 

affect the health situation; generally, the better the economy indicators, the better the health 

condition of the residents. Furthermore, the influence of socio-economic characteristics cannot 

be overlooked because various studies in the literature indicate an association between factors 

such as income, education, ethnicity, religion, culture, age, parity and decision-making power 

to utilization of healthcare facilities around the world (Babalola & Fatusi, 2009; Owoseni et al., 

2014, Adeyinka & Olugbamila, 2016).  

Theoretical Framework: The Health Belief Model (HBM) 

The HBM was defined as a value expectancy theory applied to factors that influence someone 

to take prevention. The components included perceived susceptibility, perceived severity, 

perceived benefit, perceived barrier, cue to action, self-efficacy and modifying factors (socio-

demographic variables: age, sex, race, income, etc.). The Health Belief Model formulated by 

Rosenstock (1966) contains the following elements: 

The individual's subjective state of "readiness to take action" relative to a particular health 

condition, determined by both the person's perceived likelihood of "susceptibility" to the 
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particular illness, and by his or her perceptions of the probable "severity" of the consequences 

of contracting the disease. 

The individual's evaluation of the advocated health behavior in terms of its feasibilit y and 

efficaciousness (i.e., an estimate of the action's potential "benefits" in reducing susceptibility 

and/or severity), weighed against perceptions of physical, psychological, financial, and other 

costs or "barriers" involved in the proposed action, and a "cue to action" must occur to trigger 

the appropriate health behavior; this stimulus can be either "internal" (e.g., perception of bodily 

states) or "external" (e.g., interpersonal interactions, mass media communications). While it is 

assumed that diverse demographic, personality, structural and social factors can, in any given 

instance, affect an individual's health motivations and perceptions, these variables are not seen 

as directly causal of compliance. 

The application of this theoretical framework to this study is that there are major factors that 

influence patients to seek for prevention from illness in health facilities. They include: socio-

demographic variables (age, sex, race, income, etc.) and perception of physical, psychological, 

financial and other costs involved in taking the proposed actions.  

Empirical Review  

Mafimisebi and Oguntade (2011) carried out a study on Health Infrastructure Inequality and 

Rural-Urban Utilization of Orthodox and Traditional Medicines in Farming Households of 

Ekiti State, Nigeria. They found access to health facilities in the state was 68.9 percent but was 

higher in urban areas than in rural areas. They also found that urban farmers spent more on 

both traditional and orthodox medicine than rural farmers. 

Eneji, Juliana, Onabe (2013) carried out a study on healthcare expenditure, healthcare status 

and national productivity in Nigeria. They found that health spending in Nigeria is low and as 

such there is inequality in healthcare access in Nigeria. They attributed the poor health status 

in Nigeria to poverty and unemployment, poor living conditions, ignorance and poor health 

behaviours, scarce health resources and infrastructure, and low government expenditure on 

health. 

Fetus et al. (2014) investigated the relationship between health capital and poverty reduction 

in rural Cross River State, Nigeria. They used primary data for the study. They found a positive 

relationship between health capital variables (healthcare demand, accessibility and 

affordability of healthcare and proportion of household income dedicated to healthcare) and 

rural poverty reduction. Fetus et al. (2014) also reported inadequate access to modern 

healthcare practitioners and financial problems as constraints to healthcare service delivery in 

rural Nigeria. 

Research Design  

This research adopted a cross-sectional survey design in the collection and synthesis of primary 

and secondary data as well as the application of ArcMap and SPSS for subsequent data creation, 

analysis and interpretation.  
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Sources of Data 

In order to achieve the stated objectives of this study, data were obtained from direct field 

measurement and observation (primary data sources) and from archival or secondary data 

sources as well.  

Primary Sources 

Field survey was conducted to establish the spatial location and distribution of healthcare 

facilities in the study area which was achieved with the aid of a handheld GPS. It involved 

administration of questionnaires to respondents drawn from various sample neighborhoods. 

Secondary Sources 

The secondary data sources include base maps, satellite imageries, as well as relevant textbooks, 

journals, magazines, and newsletters from the library and the internet to complement the 

primary data source.  

Population of the Study 

The total population of the healthcare centres in the entire Kogi East Senatorial District 

consisting of 9 Local Government Area (Dekina, Bassa, Idah, Ankpa, Ofu, Omala, Igalamela, 

Ibaji, Olamaboro) according to the 2006 Population Census were 1,745,647 in numbers. 

The study area was divided into nine (9) zones (Zone A to Zone I) for easy administration of 

the questionnaires based on the division of the study areas into zones. Below is a table showing 

the zones and the area with the number of hospitals to be visited.  

Table 1: Showing the Nine Zones in Kogi East 

Zones Number of Healthcare 

Centres  

Zone A = Igalamela LGA 174,889 

Zone B = Ofu LGA 214,625 

Zone C = Ankpa 323,858 

Zone D = Omala 133,418 

Zone E = Dekina LGA 302,746 

Zone F = Bassa 163,634 

Zone G = Olamaboro 194,894 

Zone H = Ibaji 140,007 

Zone I = Idah 97,576 

TOTAL 1,745,647 

Source: Projected from NPC (2006). 

 

Sample Size Determination 

The sample size for this research was derived using the Taro Yamare formular for determining 

the sample size as demonstrated as follows: 
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Taro Yamare Formular is mathematically expressed by:  

n =      N     

 N + 1 (e)2 

where:  

n = Sample size  

e2 = Confidence level of 95%  

N = the total population of the study area  

However, using the Taro Yamani formular above to determine the sample size, we have the 

following computation: 

N = the total population of the study area  

n = 1,745,647    

 1,745,647+ 1 (0.05)2  

n = 1,745,647     

 1,745,647 + 1 (0.0025  

n = 399.9 = 400  

 

Sampling Techniques  

As the Kogi East is divided into 9 Local Governments, 44 healthcare centres were selected 

from 7 local government areas while 48 healthcare centres were selected from Dekina Local 

Government Area being the largest Local Government and having the highest number of 

healthcare facilities. 

Methods of Data Analysis  

Data collected were analyzed using simple descriptive statistics such as frequency distribution, 

percentages, bar charts and pie charts. The responses were converted to frequencies and 

percentages, interpreted, and the results were based on the research question used and the 

formulated hypothesis. Each table was titled with a sub-topic relevant to the question to which 

response was required. And to ensure that the stated research hypothesis formulated is 

generally accepted or rejected, the Pearson correlation coefficient, a parametric statistic, was 

used with the help of SPSS for analysis and interpretation of collected data.  

Data Presentation and Analysis  

A total of 400 questionnaires were administered; however, only 395 was returned representing 

98.5% of the questionnaire while 5 copies of the questionnaires were not returned, representing 

1.5%. The total number of questionnaires returned was used in carrying out the analysis.   
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 Table 2: Socio-demographic Characteristic of the Respondents (N=395) 

Sex Frequency   PePercentage%) 

Male 185 46.8 

Female 210 53.2 

Age Frequency  Percent (%) 

15-24 120 30.3 

25-34 113 28.6 

35-44 99 25.1 

45 and above 63 15.9 

Marital status        Frequency Percentage (%) 

Single 160 40.5 

Married 225 56.9 

Divorced 10 2.5 

Occupation Frequency Percentage (%) 

Civil Servant 122 30.8 

Student 90 22.7 

Trader 80 20.3 

Healthcare worker 88 22.2 

Others 15 3.8 

Source: Field work, 2023 

 

Table 2 indicates that a total of 184 of the respondents are males (representing 46.8%) while 

210 respondents are females (representing 53.2%). This indicates that the larger percentage of 

respondents are females. This shows that there are more females who patronize or visit 

healthcare facilities than males. 

Table 2 shows that 120 respondents are between 15 and 24 years old representing 30.3%, 113 

respondents are between 25 and 34 years (28.6%), 25.1% of respondents are between 35 and 

44 years while 15.9% of the respondents (representing 66 people) are above 45 years old. This 

is to ascertain that the larger percentages of the respondents are middle aged and that the least 

percentage of the respondents are old people (16.8%). This result agrees with the research 

carried out by Oluwatayo (2015), where he observed that most of the respondents in his study 

on Healthcare Service Delivery System and Households’ Welfare Status in Urban Southwest 

Nigeria were still young and in their active working age, with a mean of 45 years.  

Table 2 shows that 56.9% of the respondents are married, 40.5% (representing 160 respondents) 

are single, while 2.5% (representing 10 respondents) are divorced. This shows that the majority 

of the respondents are married, while the least percentage of respondents are divorced. This 

result agrees with the work of Adamu (2011) on utilization of Medical Health Centres in 

Nigeria; it asserted that it is widely expected that women who are working and earning money 

will have greater financial independence and ability to pay for healthcare services. 

Table 2 shows that 30.8% (representing 122 respondents) are civil servants, 22.7% of the 

respondents representing 90 people are students, and 80 respondents (20.3%) are traders and 

88 (22.2%) respondents are healthcare workers, while 3.8% of the respondents falls under other 
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occupation. This shows that the highest percentages of respondents (28.2) are civil servants, 

followed by students (24.9%), while the least percentage of respondents is both traders and 

healthcare workers, which is if the respondents who fall under others are not considered.  

From Table 2, it can also be deduced that there is a large number of students in the study area 

due to the town being an academic center. 

Assessment of the Level of Income and its Effects 

 

Figure  1: Monthly income of respondents in percentages  

Source: Field work, 2023 

The income level of the respondents according to the survey carried out shows that  the majority 

of the respondents (35.7%) earn less than N20,000 per month, followed by 26.7% who earn 

between N20,000 and N30,000 per month. According to this survey, 16.38% of the respondents 

earn between N40,000 and N60,000 per month. This figure is followed closely by the 

respondents earning between N60,000 and N80,000 (16.1%);  5.2% of the respondents 

(representing the least percentage) earn above N80,000 per month. This figure further shows 

that there was a general low level of income in the study area.  

Table 3: Common Disease/Illness That Affects the Respondents  

Common Illness Frequency  Percentage  

Malaria 274 69 

Cholera  47 12 

Pneumonia  35 9 

Diarrhoea  22 6 

Others 17 4 

Source: Field work, 2023 
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Table 3 shows that the major sickness that was prevalent in the study area was malaria, as 69% 

of the respondents (representing 274 people) picked malaria as the major illness affecting them, 

while 47 people (12%) indicated that cholera is the major illness affecting their household. 

Thirty-five respondents (9%) picked pneumonia as the major illness affecting their household, 

22 (6%) of respondents picked diarrhea, while the remaining 17 (4%) of the respondents 

account for other ailments respectively. 

Healthcare Facility Patronage  

Table 4: Rate of Health Facilities Patronage by the Inhabitants  

Rate of Patronage  Frequency Percentage (%) 

Yes 370                        93.6 

No                     25 6.3 

Total 395 100.0 

Source: Field Research, 2023 

 

This result above shows that 370 respondents (representing 93.6%) disclosed that they visit 

healthcare facilities in search of medical cares. It further invalidates the report released by the 

National Bureau of Statistics in 2005 which stated that in Nigeria very few members of 

households cared to consult any health provider in a two-week period. Only 7.64% made any 

formal consultation. However, 25 respondents (representing 6.3%) do not patronize healthcare 

facilities. These 25 respondents further stated that the following reasons are responsible why 

they do not patronize health facilities: 

 

Figure 2: Respondents reasons for not patronizing health facilities 

Source: Field work, 2023 
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From the result obtained in Figure 2 above, it can be deduced that 58.80% of the respondents 

do not patronize healthcare facilities due to the high cost of treatment, 29.40% due to poor 

service delivery, while 11.80% do not patronize health facilities due to poor or inadequate staff. 

The high percentage of respondents who picked high cost of treatment as the reason for not 

patronizing health facilities could be linked to the high percentage of low income earners in the 

study area.  

Choice of Patronage of Healthcare Facility  

Table 5: Healthcare Facility Choice of the Respondents  

Nature of facilities  Frequency Percentage (%) 

Public 245 62 

Private 80 20.3 

Both 70 17.7 

Total 395 100.0 

Source: Field Work, 2023 

 

The result obtained from this research (see Table 4) shows that the majority of the respondents 

patronize public health facilities (62%) (Representing 245 respondents), 20.3% of the 

respondents patronize private health facilities, while 17.7% (representing 70 respondents) 

patronize both public and private healthcare facilities in the study area. The research further 

shows that several factors are responsible for why the respondents choose the various health 

centers. The major factors are illustrated in Figure 3: 

 

Figure 3: Reasons for respondents’ choice of the health facility 

Source: Field work, 2023 
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From the result above, 30.8% of the respondents choose public health facilities because there 

is better service delivery, 28.7% and 9.3% are due to its affordability and subsidized cost of 

treatment respectively, while 20.7% patronize health facilities because there is available health 

insurance. The research found that the majority, that is, 222 (72.3%) of the respondents usually 

obtain care from government-owned facilities. However, 60 (19.5%) of the respondents usually 

obtain care from private hospitals while 25 (2.9%) of them utilize patent medicine shops 

usually for their health care needs.  

 

Cost of Treatment of the Various Health Conditions 

Figure 4: Cost of treatment for illness 

 

Source: Field work, 2023 

The result obtained from Table 3 shows that the most prevalent illnesses that affect the majority 

of the respondents were malaria and typhoid fever. This study went further to ascertain the cost 

of treatment for the major illness that affects the respondents, showing that 32.8% of the 

respondents disagreed that the treatment for malaria, fever and typhoid is affordable, 12% 

strongly disagreed that the treatment is affordable, 19.9% strongly agreed that the cost of 

treatment is affordable while 31.9% of the respondents simply agreed that the cost of treatment 

for malaria is affordable. The implication of this result is that a total of (32.8%+12%) 44.8% 

of the respondents disclosed that the cost of treatment for malaria, fever and typhoid is not 

affordable in relation to their level of income.  

Figure 4 also shows that going by the income level of the respondents, the highest percentage 

of respondents agreed that the cost of treatment for birth-related conditions is high $41.9% of 

the respondents). Another 22.5% of respondents strongly disagreed that the cost of treatment 

for birth related conditions is affordable. 25.1% and 3.5% of the respondents respectively 

however agreed that the cost of treatment for birth related conditions is affordable. The highest 

percentage of respondents generally agreed that the cost of treatment for pneumonia, chicken 

pox and diarrhea is affordable. 

Table 6: Distribution on How Income has Prevented Healthcare Patronage  
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Variable  Frequency Percentage 

Yes 346 87.5 

No 49 12.4 

Total 395 100.0 

Source: Field work, 2023 

This research also verified if income/money has ever prevented the respondents from accessing 

health facilities. The result shows that a total of 346 people (representing 87.5%) of the 

respondents disclosed that money has prevented them from patronizing health facilities. 

However, 49 (12.4%) people revealed money has never prevented them from accessing 

healthcare centres.  

The research however points to the alternative means that respondents who pick the yes answer 

resort to solving the healthcare needs. Figure 5 gives a breakdown of the alternative measures 

respondents resorted to. 

 

Figure 5: Alternative measures respondents resorted to 

Source: Field work, 2023 

 

Figure 5 shows that the highest percentage of respondents (43.9% )disclosed that they resorted 

to self-medication as an alternative to healthcare patronage, 42% of respondents  disclosed that 

they resorted to traditional/herbal medication, 8% of respondents resorted to non-healthcare 

practitioners/quack doctors while 3.4% of the respondent indicated that they subscribed all of 

the alternative measures.  

The result of this research also confirmed the work carried out by Mafimisebi and Oguntade 

(2011) in their study on Health Infrastructure Inequality and Rural-Urban Utilization of 

Orthodox and Traditional Medicines in Farming Households of Ekiti State, Nigeria. They 

found that access to health facilities in the state was 68.9 percent but was higher in urban areas 

than in rural areas. They also found that urban farmers spent more on both traditional and 

orthodox medicine than rural farmers. According to the study, 91.7 percent of the household 

heads in the rural areas prefer traditional medicine for the treatment of ailments that are not 

life-threatening. 
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Major Challenges Respondents Face in Healthcare Facility Patronage  

 

Figure 6: Major challenges residents face in healthcare facility patronage  

Source: Field work, 2023 

 

From the result obtained in Figure 6, 44.70% of respondents confirmed that the major challenge 

they face in healthcare patronage is the cost of treatment, 29.7% of the respondents 

(representing 109 people) said that the time spent before being attended to is a challenge, 

another 13.4% of the respondents indicated that service delivery is a major challenge they face 

in health facility patronage, while 9.5% of the respondents opined that distance is the major 

factor they face in patronizing health facility. 

The implication of this result is that cost of treatment for medical conditions is the major 

challenge that the respondents face in the study area; the perception of the cost of treatment is 

dependent on the level of income of the respondents.  

Hypothesis Testing  

The hypothesis formulated for the study was tested as follows:  

H0: There is no significant relationship between level of income and healthcare facilities 

patronage. 

H1: There is a significant relationship between income level and health facility patronage. 
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Table 7: Cross-tabulation of Monthly Income and Health Facility Patronage 

 

Monthly income (N)  
Does your household patronize any health 

facility 
Total 

Yes No 

less than 20,000 131 0 131 

39.8% 0.0% 36.2% 

20,000-40,000 88 9 97 

26.7% 27.3% 26.8% 

40,000-60,000 36 24 60 

10.9% 72.7% 16.6% 

60,000-80,000 55 0 55 

16.7% 0.0% 15.2% 

above 80,000 19 0 19 

5.8% 0.0% 5.2% 

Total 329 33 362 

100.0% 100.0% 100.0% 

Source: Field Work, 2023 

 

Pearson Correlation Test  

Symmetric Measures 

 Value Asymptotic 

Standardized 

Errora 

Approximate 

Tb 
Approximate 

Significance 

Interval by 

Interval 

Pearson's R .118 .028 2.255 .025c 

Ordinal by 

Ordinal 

Spearman 

Correlation 

.175 .031 3.376 .001c 

 

a. Not assuming the null hypothesis. 

b. Using the asymptotic standard error assuming the null hypothesis. 

c. Based on normal approximation. 

Researchers' Computation, 2023 

 

Decision Rule 

The decision rule on the formulated hypothesis for this study states that when the Pearson 

approximate significance (p-value) is less than the significance level (α = 0.05), i.e., 0.025 < 

0.05, we reject the null hypothesis which states that there is no significant relationship between 

level of income and healthcare facilities patronage, and accept the alternative hypothesis which 

states that there is a significant relationship between the level of income and health facilities 

patronage. This result indicates that there is sufficient evidence to conclude that there is a 

significant relationship between the level of income and health facility patronage.  
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DISCUSSION OF FINDINGS  

This study assessed the level of income on health facility patronage in Kogi East, Kogi State, 

Nigeria and it shows that the majority of the respondents (35.7%) earn less than N20,000 per 

month, followed by 26.7% who earn between N20,000 and N30,000 per month. According to 

this survey, 16.38% of the respondents earn between N40,000 and N60,000 per month. This 

figure is followed closely by the respondents earning between N60,000 and N80,000 (16.1%) 

and 5.2% of the respondents (representing the least percentage) earning above N80,000 per 

month. This figure further shows that there was a general low level of income in the study area.  

The study discovered that the major sickness that is prevalent in the study area is malaria, as 

69% of the respondents (representing 274 people) picked malaria as the major illness affecting 

them, while 47 people (12%) indicated that cholera is the major illness affecting their 

household. Thirty-five (35) respondents (9%) picked pneumonia as the major illness affecting 

their household, 22 (6%) of respondents picked diarrhea, while the remaining 17 (4%) of the 

respondents account for other respective ailments. This result indicates that the highest 

percentage of respondents are affected by malaria, while the least percentage of respondents 

are affected by diarrhea and stomach ache. The result agrees with the work carried out by 

Akpomuvie (2010) on poverty, access to healthcare services and human capital development 

in Nigeria in which he opined that malaria is the most common illness that affects Nigerians in 

the past one year. 

The study also revealed that 58.80% of the respondents do not patronize healthcare facilities 

due to the high cost of treatment, 29.40% indicated that they do not patronize healthcare 

facilities due to poor service delivery, while 11.80% do not patronize health facilities due to 

poor or inadequate staff. The high percentage of respondents who picked high cost of treatment 

as the reason for not patronizing health facilities could be linked to the high percentage of low 

income earners in the study area. This result also agrees with the research work carried out by 

Omotayo (2017). The study shows that income is a measure of wealth and will reflect the ability 

of a household/resident to make decisions on the type of healthcare facility to patronize. The 

research further disclosed that the type of facility visited, duration of visit and action taken after 

sickness is a function of their income. 

The research work further found that the majority, that is, 222 (72.3%) of the respondents 

usually obtain care from government-owned facilities. However, 60 (19.5%) of the respondents 

usually obtain care from private hospitals while 25 (2.9%) of them utilize patent medicine 

shops usually for their healthcare needs. The result of this research further confirms the work 

carried out by Uchendu et al. (2013) who assessed the factors influencing choice of healthcare 

and opined that choice of healthcare providing facility is an important decision that involves 

the interplay of several factors such as quality of services provided by the health care facilities. 

 

CONCLUSIONS 

The results obtained in this study support the following conclusions: 

There is variation in patronage patterns of healthcare facilities in the study area; this pattern is 

influenced by the cost of treatment and the level of income of patients and residents of the area.  

Although respondents would prefer to patronize private healthcare facilities due to the quality 
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service delivery rendered there, the cost of accessing treatment in private institutions is usually 

expensive, which would result in residents with low income seeking medical attention from 

public health institutions with cheaper cost of treatment but lower service delivery, or it may 

result to some other residents resorting to other forms of medical treatment such as self-

medication, traditional/herbal treatment, and patronizing quack doctors. Consequently, it can 

be concluded that the lower the income of an individual, the more limited their access to health 

facilities and vice versa.  

 

RECOMMENDATIONS  

In light of the conclusions reached, the following recommendations are considered appropriate: 

a.  Government's commitment in terms of public expenditure to health as a percentage of 

GDP should be increased. 

a. Governments at both federal, state and local government level as well as the organized 

private sector should carry out massive public awareness on the importance of health 

insurance schemes. 

b. Efforts should be put in place to improve the socio-economic status of individuals through 

multi-sectoral development activities such as micro-credit facilities and provision of 

employment opportunities which is believed will invariably improve their access and 

utilization of healthcare facilities. 

c. There should be a ban on the financing of government officials going overseas for 

medical treatment. This way, the government would be serious about investment on 

health facility infrastructure within the country.  

d. Improved partnership and synergy among the stakeholders namely public, private, 

household and communities, research and training institutions. 

e. State health insurance: Policymakers and political actors need to devise health care 

reforms to address the lack of social and financial protection for the poor and vulnerable 

populations.  

Competing interests 

The authors declared that they have no competing interests. 

Authors’ Contributions 

OSO and GGO drafted the manuscript and carried out the research work. 

TIG supervised the research work. 

JOO proofread the manuscript. 

All authors read and approved the final manuscript. 



Journal of Advanced Research and Multidisciplinary Studies 

ISSN: 2997-3155  

Volume 4, Issue 3, 2024 (pp. 1-22)   

19  Article DOI: 10.52589/JARMS-PZJYIHOF  
  DOI URL: https://doi.org/10.52589/JARMS-PZJYIHOF 

www.abjournals.org 

REFERENCES  

Abiodun, A. J.  (2010). Patients’ satisfaction with quality attributes of primary health care 

services in Nigeria. Jornal of Health Management, 12(1), 39-54. 

Acton, I. P. (1975). Non-monetary factors in the demand for medical services: Some 

empirical evidence. Journal of Political Economy, University of Chicago Press, 83(3), 

595 – 614. 

Adamu, H. S (2011). Utilization of Maternal Health Care Services in Nigeria: An Analysis of 

Regional Differences in the Patterns and Determinants of Maternal Health Care. A 

M.Sc. thesis submitted to the Department of Public Health, The University of 

Liverpool. 

Aday, R. A. A. (1974). Framework for the study on access to medical care. Health Service 

Research; 9(2) 1-8. 

 Adebayo, A. M, & Asuzu, M. C. (2015). Utilization of a community-based health facility in 

a low-income urban community in Ibadan, Nigeria. African Journal of Primary Health 

Care Family Medication, 7(1), 735-784. 

Adebimpe, J. (2016). Analysis of patronage pattern of healthcare facilities in Saki West Local 

Government Area of Oyo State. B.Sc Dissertation Submitted to the Department of 

Urban and Regional Planning, Obafemi Awolowo University, Ile-Ife, Nigeria. 

 Adesanya, A., Adeniji, K & Daramola, A.Y. (2002). Transport perspective of poverty in 

Nigeria in Ajakaiye, D. O. & Olomola, A.S (Eds.) Poverty in Nigeria: A Multi–

dimensional Perspective: 235-283. 

Adetunji, M. A. (2010). Spatial Analysis of Urban Mobility Pattern in Ilesa, Osun State. A 

Ph.D Thesis submitted to the Department of Geography, Obafemi Awolowo University, 

Ile-Ife, Nigeria. 

Adeyinka, M. A. (2013). Spatial distribution, Pattern and Accessibility of Urban Population 

to Health Facilities in Southwestern Nigeria: The Case Study of Ilesa. Mediterranean 

Journal of Social Science. 4(2): 425-436. 

Adeyinka, S. A. (2011). The state of rural healthcare facilities in Nigeria Ife Planning 

Journal. 4 (2), 95-110 

Adeyinka, S. A. (2006). Locational Analysis of Health Care Facilities in Ife Region. A Ph.D 

Thesis submitted to the Department of Urban and Regional Planning, Obafemi 

Awolowo University, Ile-Ife, Nigeria. 

Adeyinka, S. A. & Olugbamila, O. B. (2016). Correlates of residents socio-economic 

characteristics and frequency of visits to healthcare facilities in Ondo State, Nigeria. 

Journal of Research on Humanities and Social Science. 6(18): 7-16. 

Adeyinka. S. A. & Olugbamila. O. B. (2015). Public private participation for infrastructure in 

Developing Countries. Academic Journal of Interdisciplinary Studies. 4(2),11-18 

Akpomuvie, O. B. (2010). Poverty, access to health care services and Human Capital 

Development in Nigeria. An International Multi-Disciplinary Journal, 4 (3),  41-55)  

Alabi, Adebayo Crisis of Health Care System, http//www.humanrights.de/doc 

en/archiv/n/nigeria/book-talabi.htm. 

Alex G. I. S. & Sunil, N. (1993). A Study of Household Health Expenditure in Madhya 

Pradesh, Foundation for Research in Community Health (FRCH), Bombay. 

Andersen, R. (1995). Revisiting the behavioral-model and access to medical-care-does it 

matter. Journal of Health and Social Behaviour, 36(1): 1-10. 

Balogun, T. F. & Alaegor, A. G (2006). An evaluation of the spatial distribution of healthcare 

facilities in Edo State. Knowledge Review. 12(1): 71-78. 



Journal of Advanced Research and Multidisciplinary Studies 

ISSN: 2997-3155  

Volume 4, Issue 3, 2024 (pp. 1-22)   

20  Article DOI: 10.52589/JARMS-PZJYIHOF  
  DOI URL: https://doi.org/10.52589/JARMS-PZJYIHOF 

www.abjournals.org 

Barlett, E. I. T & Higgine, C. (2001). Organization research: Determining appropriates 

samples size for survey research information, Technology learning and performance 

journal.  

Behrman, J. R. (1996). The impact of health and nutrition on education. Research Observer, 

1(4), 23-40. 

Bircher, J. (2005). Towards a dynamic definition of health and disease. Medical Healthcare 

Philos,  8: 338-341. 

Bloom, D. E. & David, C. (2000). The health and wealth of Nations. Science 2(1), 207-9. In 

Adres, et. al. (2005). 

Buor, D. (2003). Analysis of the primacy of distance in the utilization of health services in 

Ahafo-Ano South District, Ghana. International Journal of Health Planning and 

Management.18(4): 293-311. 

Central Bank of Nigeria (2002), CBN Briefs 2002-2003 Edition, Abuja; CBN. 

Chakraborty, N., Islam, M. A., Chowdhury, R. I, Bari, W. W. & Akhter, H. H. (2003). 

Determinants of the use of maternal health services in rural Bangladesh. Health 

Promotion International, 18(4): 327-337. 

Cronin, J. J, Brady, M. K, & Hult, G. T. M.  (2000). Assessing the effects of quality, value, 

and customer satisfaction on consumer behavioral intentions in service environments. 

Journal of Retailing. 76(2), 193-218. 

Edward, K. & Jeremy, H. (2006). Health Care Indicators Project; Conceptual Framework 

Paper, OECED Health Working Papers No.23, OECD. 

Eme, O.I, Uche, O. A. & Uche. B. (2014). Building a solid healthcare system in Nigeria: 

challenges and prospects. Academic Journal of Interdisciplinary Studies. 3(6), 501-510. 

Esther, P. A., Glory, E., Bassey, B. E. Isokon & Rosemary, E. (2020). Income level and 

healthcare utilization in Calabar Metropolis of Cross River State, Nigeria. Heliyon 

Publishers, National Library of Medicine.  

Federal Government of Nigeria (FGN) 2004. Nigeria: National Economic Empowerment and 

Development Strategy (NEEDS). Abuja: National Planning Commission. 

Federal Ministry of Health (FMOH) (2004). Health Care in Nigeria. Annual Bulletin of the 

Federal Ministry of Health, Abuja, Nigeria. 

Glanz, F. M. Lewis, & Rimer, B. F. (1 997). Health behavior and health education, Jossey- 

Bass, San Francisco. 

Grossman, M. (1972). On the concept of health capital and the demand for health. Journal of 

Political Economy, University of Chicago Press, 80(2), 223-55 

http://www.standresjournals.org/journals/SRJMMS 

Iwena, O. A. (2012). Essential Geography for Secondary Schools. Tonald Publishers Ltd. 

Ogun State, Nigeria. 

Ibor, U. W. & Atomode, T. I. (2014). Health service characteristics and utilization in Calabar 

Metropolis, Cross River State, Nigeria. Academic Journal of Interdisciplinary Studies. 

3(1): 265 270. 

Ifatimehin, O. O. & Musa, S. D. (2009). An analysis of the changing land use and its impact 

on the environment of Anyigba town, Nigeria. 

Isaac, B. O. (2015). Healthcare service delivery system and households welfare Status in 

Urban Southwest Nigeria. Journal of Human Ecology, 50(2): 181-187 

 Khan, S. & Bhardwaj, M. (1 994). Access to healthcare: A Conceptual Framework and its 

relevance to Health Care Planning. Eval Health ProJ , (1)7, 60-76. 



Journal of Advanced Research and Multidisciplinary Studies 

ISSN: 2997-3155  

Volume 4, Issue 3, 2024 (pp. 1-22)   

21  Article DOI: 10.52589/JARMS-PZJYIHOF  
  DOI URL: https://doi.org/10.52589/JARMS-PZJYIHOF 

www.abjournals.org 

Koroloff, M. N. & Elliott, D. J. (1996). Linking low-income families to children's mental 

health services: An outcome study.  Journal of Emotional & Behavioral Disorder, 

(4:2), 11-25. 

Lu, A. & Ronald M. (1981). Equity of access to medical care: A Conceptual and empirical 

overview", Medical Care, (19)12. 4-27. 

Mitchel,  J.B., M.C. Rosenback, L.A. McCormach, & McConneI, A. N. (1993). Access to 

Health Cure, The Robert Wood Johnson Foundation, Princeton. 

Nagaraj and R.K. Prasad (1 999). "Socio demographic factors influencing ante-natal care: a 

community based study", Health and Population, 22(1$2):59-67. 

National Population Commission (2008), The Nigeria Demographic and Health Survey, 

Abuja, Nigeria. 

Ocholi I. U. (2020). Geography of Kogi East. Kogi State University Printing Press, Anyigba, 

Nigeria. 

Olawuni, P.O. (2008). Socio-economic factors and residents health in Nigerian Urban 

Centres. African Research Review. 2(3): 236-248. 

 Oliver, F. & Mossialos, E. (2004). Equity of access to health care: Outlining the foundations 

for action", Journal of Epidemiol Community Health, 55,  655-658. 

Olugbamila, O., Ben, O., Oluwatimilehin, G., John, T., & AdebimpI, J. (2017). Determinants 

of patronage of healthcare facilities in Saki West Local Government Area of Oyo State, 

Nigeria. International Journal of Scientific & Engineering Research, 8(12) 35-59.  

Olujimi, J. A. B. (2006). Significant factors affecting patronage of health facilities by rural 

Dwellers in Owo Region, Nigeria. The Social Sciences. 1(3), 206-215. 

Omotayo, B. O. & Samson, A. Adeyinka. (2017).  Analysis of socio-economic characteristics 

and utilization of healthcare facilities in Owo Local Government Area. European 

Scientific Journal  13(23), 24-44. 

Onokerharaye, A.G. (2012). Health and family planning services in Nigeria. Kraft Books 

Limited. 

Owoseni, J. S., Jegede L. I. & Ibikunle, A. M. (2014). Socio-economic status and Utilization 

of healthcare facilities in rural Ekiti, Nigeria Standard Research Journal of Medicine 

and Medical Sciences. 2(1): 001-043  

Penchansky, G. & Thomas, J.W. (1981). The concept of access. Med Care, 19 (2): 127-140. 

Penchansky, R. & Thomas, J. W. (1981). The concept of access. Med Care, 19 (2), 127- 140. 

Pravin, V. & Anil, G. (1996). Socio-economic differentials n patterns of health care access 

and utilization", In Monica Das Gupta, Lincoln C. Chen and T.N. Krishnan (Ed.), 

Health, Poverty and Development in India, Oxford University Press, Delhi. 

Robert Kohn and Kerr L. White (1976). Health Care: An International Study, Oxford 

University Press, New York. 

Sanni, L. (2010). Distribution pattern of healthcare facilities in Osun State, Nigeria Ethiopian 

Journal of Environmental Studies and Management. 3 (2): 65-76 

Sharma R. D. & Hardeep, C. (1995). Patient satisfaction in public health system – A case 

study. The Indian Journal of Social Work, LVI (4). 

Siddiqi, R. & Hertzman, C. (2001). Economic growth, income equality and population health 

among the Asian tigers", Internationul Journal of Health Services, 3(2), 323-333. 

Sodani, P. R. & Gupta, S. D. (2001). Household health care expenditure in tribal areas of 

Rajastan", The Asian Economic Review, 3(1). 43-54. 

Starfield B (2001). "Improving equity in health: A research agenda", International Journal of 

Health Services, 3 l (3): 545-566. 



Journal of Advanced Research and Multidisciplinary Studies 

ISSN: 2997-3155  

Volume 4, Issue 3, 2024 (pp. 1-22)   

22  Article DOI: 10.52589/JARMS-PZJYIHOF  
  DOI URL: https://doi.org/10.52589/JARMS-PZJYIHOF 

www.abjournals.org 

Strauss, J. & Thomas, D. (1998): Health, nutrition, and economic development Journal of 

Social Economic Literature, 36 (2): 766-817.  

Tokula, A. A. (2018). Spatial analysis of agricultural landuse change and farmers adaption to 

the Land loss in Anyigba, Kogi State, Nigeria. Journal of Application of Science and 

Environmental Management , 22 (5), 783-789. 

Uchendu, O. S. &  Olumide, A. E. (2013), Factors influencing the choice of healthcare 

providing facility among Workers in a Local Government Secretariat in South Western 

Nigeria. Annals of Ibadan Postgraduate Medicine. (1)2. 32-41. 

UN. (2000). The Right to the Highest Attainable Standard of Health: 11/08/2000. 

E/C.12/2000/4. (General Comments). Office of the United Nations High Commissioner 

for Human Rights. (http://www.unhchr.ch/tbs/doc.nsf/(symbol)/E.C.12.2000.4.En. 

Wikramasinghe J.W. (2001). National Health Insurance Scheme for a developing country 

with special reference to Sri Lanka.The Asian Economic Review, 3(1). 33-51. 

Wilkinson R.G. (1999). Income inequality, social cohesion and health: Classifying the theory 

- A reply to Muntaner and Lynch", International Journal of Health Services, 29(3), 

525-543. 

World Bank (2005) World Development Indicators 

World Health Organization. (1948). The Constitution of World Health Organization, Geneva  

World Health Organization. (2004). Health workforce challenges: Lessons from Country 

Experiences”. Paper for the High – Level Forum on the Health MDGs, Abuja 

(December). Available at: http://www.hcfhealthmdgs.org/ 

Documents/HealthWorkforceChallenges-find.pdf.World Health Organization. 

http://apps.who.int/aboutwho/en/definitio.html  

World Health Organization (WHO) 1998. UNAIDS. Geneva: WHO. 

Yang, D., George, R., & Mullner, R. (2006). Comparing GIS-Based Methods of Measuring 

Spatial Accessibility to Health Services. Journal of Medical Systems, 30(1), 23-32. 

Yang, N. P. & Bac, E. (2001). The impact of economic crisis on health care consumption in 

Korea", Health Policy and Planning, 16(4), 372-385.  

 


