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ABSTRACT 
 
 This study the investigated the problems faced by rural people in accessing health care facilities in Akure 
North and Akure South local government area of Ondo state.  53 respondents were randomly selected from 
Akure north and 54 from Akure south local government with a total of 107 respondents. Data were collected 
through a well-structured questionnaire. The data were analysed using the Pearson’s product moment 
correlation, frequency and percentage. The result revealed some demographic  factors that showed negative 
influence/problems in accessing health care facilities, they are; distance (far) 57% indicated, Road status (bad) 
70.1% indicated, Cost of transportation (high) 43% indicated, Source of information (low) 42% indicated and 
Gender (male dominated) 72% indicated as respondents while Education, Consulting hours, Attitudes of health 
officials and community supports were statistically significant factors influencing rural people in accessing 
health care facilities. It is therefore recommended to call for increase gender, cultural and social sensitivity 
among existing health service providers, community involvement and to more effectively meet the needs of all 
members of the people. 
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Introduction 
 
 Most rural definitions have been based on geographical concept, These have included measures such as 
population size, population density, and distance from an urban centre, settlement patterns, labor market 
influences, and postal codes. The rural communities found in various parts of the Africa, whether Nigeria, 
Ghana  to name a few, have diverse social, geographic and economics characteristics. Most rural communities 
have a larger proportion of elderly and children, with relatively small populations of people of working age (20 -
50 yrs) which is resulting in a higher dependency ratio. Countryside and Community Research Unit. (2003) 
reports that rural communities show a health disadvantage for many health measures when compared to their 
rural counterparts, rural individuals have poorer socio-economic conditions, have lower educational attainment, 
exhibit less-healthy behaviors (smoking, alcohol consumption) and have overall higher mortality rate. World 
Bank. (2008) simply put, in general that rural individuals are characterized as being less healthy overall in 
comparison to their urban counterparts.  
 Rural health is the interdisciplinary study of health and health care delivery in the context of a rural 
environment or location. Aday, L. A., Quill, B. E., et. al (2001) concluded in their report that when considering 
rural health a few key terms must firstly be noted, which are; Geographically, equality,  they suggests that there 
should be an even distribution of services per head of population. In equity, the equality in relation to need is the 
most important factor. For example, as a general rule there is a conflict between efficiency and equity in all 
planning and resource allocation. . When discussing the role of place in health as a concept, health status and 
health behaviors, including health services utilization, are shaped by an aggregate of interacting factors 
encapsulated in specific geographic locations (Humphreys, J., Hegney, D., et, al 2002). However, some 
metropolitan counties are so large that they contain small towns and rural, sparsely populated areas that are 
isolated from central clusters and their corresponding health services by physical barriers.” To address this type 
of rural area, Harold Goldsmith, Dena Puskin, and Dianne Stiles (1992) described a methodology to identify 
small towns and rural areas within large metropolitan counties (LMCs) that were isolated from central areas by 
distance or other physical features.’’ 
 It is apparent that rural and remote locations are plagued with problematic health care services. In large 
part, distance, isolation, and dispersed populations have been the leading causes of these problems.  E. Riddell: 
Health Unlimited (2006)  paper reveals the persistent and deep problems in accessing health care, these include 
cost of care; distance from health centres and transportation; discrimination; and language, he added that factors 
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that affect individuals and families decision to access health services include: confidence in the health service; 
traditional beliefs; the role of traditional birth attendants; transportation; and the referral system. ICDDR, B.: 
Centre for Health and Population Research, Bangladesh, (2005) reports that obstacles to seeking care include 
fear and misconceptions about the care provided; long distance to facilities; social taboos associated with 
women’s sexuality; preferences towards using traditional birth attendants; and the expenses associated with 
emergency obstetrics care. A. M. van Eijk, H. M. Bles, et al: Reproductive Health, (2006) survey revealed that 
factors significantly associated with accessing  health care facility included: being  aged over thirty, low socio-
economic status, having less than eight years of education, and being over an a hours walking distance away. E. 
I. Ransom, N. V. Yinger: Population Reference Bureau , (2002)  reported that there might also be delays in the 
decision to seek care which can be addressed by enhancing women’s decision-making power, and making health 
care facilities more affordable and socio-culturally approachable, as well as by promoting links between 
communities, traditional healers and skilled health professionals. Thaddeus and Maine (2004) specify three 
consecutive time periods (phases) during which delays can occur. These are: phase one, delay in deciding to 
seek medical care on the part of the individual or family; phase two, the delay in reaching a health care facility; 
phase three, the delay in receiving adequate care.  Pitblado, R, J. (2005) reported that the common 
characteristics of ‘rural’ have led to difficulties in recruiting, as well as retaining, qualified and skilled 
professionals in the health care field. The urban and more prosperous areas are disproportionately home to the 
countries’ skilled health care work force in most if not all countries in Sub-Saharan Africa. For example, urban 
Nigeria has 20 times more doctors and over five times more nurses and midwives than the rural areas. Many 
remote regions and districts do not have a single doctor, nurse or midwife to provide assistance to those that 
need it most. These abovementioned issues have resulted in innovative ways of delivering health care to rural 
dwellers, including over the phone medical consultations, travel grants, as well as mobile preventative and 
treatment programs. Furthermore, there have been increased efforts to attract health professional to these 
isolated locations, for example increasing the number of medical students from rural areas and improving 
financial incentives for rural practice. J. Alwar, V. et, al: United Nations [UN] Children's Fund , 2000 revealed 
that with active community mobilisation and demonstration of improvement of care of clients, use of modern 
health care will be popularised.   
 The main objective of the study is to identify the problems faced by rural  people in  accessing health care 
facilities in Akure North and Akure South local government areas of Ondo State. Specifically, the study has its 
objectives as follows: determine the importance of health services to the rural people, identify the health 
facilities that are available to these rural communities and the providers, examines farmers perception to the 
health workers and accessing the frequency of use by these farmers. The study describes the demographic 
characteristics of respondents involved in the study and also determines the relationship between the problems 
faced by rural people in accessing health care facilities and the demographic characteristics of respondents. 
 
Methodology 
 
 The study was conducted in Akure North and Akure South of Ondo State. Ondo state generally referred to 
as Sunshine state was created from the defunct western region/state on 3rd of February 1976 with it 
administrative capital in Akure. The state is located in the south zone of Nigeria and made up of 18 local 
government areas in which both Akure North and South Local Government Area (LGA) two of them. The 
people of Akure north and Akure south are predominantly Yoruba speaking and are majorly cocoa farmers. 
From each of the local government, three villages where randomly selected and a random sampling of fifty four 
fron Akure North and fifty three from Akure southwere selected from each of the village to give a total of 
onehundred and seven respondents. Names of villages selected are; Araromi, Eleyowo and Owode from Akure 
North LGA and Ilere, Mariwo and Ipogun from Akure South LGA. Structured questionnaire was designed and 
administered to the respondents through the extension agents. The sampling method used in this study is the 
multi-stage random sampling. 
 Data used were collected from two sources: Primary Data which consisted of a structured questionnaire was 
designed and used for data collection as the primary data source. Secondary Data Source included relevant 
materials (books), journals of agriculture, social sciences, medical and media materials. 
 Data collected were analyzed using descriptive statistical tools such as percentages and frequency 
distribution.  Inferential statistic used was pearsons product moment correlation analysis to test the hypothesis. 
The pearsons product moment correlation analysis was used to determine the significant relationships between 
demographic/socio-economic characteristics of rural people and their problems to access health care facilities. 
          
Results and Discussion 
 
 Table 1 showed that 72 percent of the respondents were male while 28% were female. This result might be 
as a result of gender discrimination on the side of women in contributing and making decision on issues that 
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concerns them, For example, in some countries where there is limitation by social restrictions on their 
movement women must ask their husband’s permission to seek care. The Prevention of Maternal Mortality 
Network (1992) provides an example from Nigeria, where a woman with obstructed labour, who lived ten 
minute walk from the hospital, could not leave the house because her husband was away on business. By the 
time he returned and gave permission for her to be taken to hospital, she had developed obstetric fistula and the 
baby was dead in utero. 
 It was revealed that 70.1 percent were married. This result put more light to the fact that the 72% of male 
respondents, 70.1% male were married who probably did not allowed their wives to participate as our 
respondent remaining only 2% married females that participated. The factors that affect women’s decision and 
ability to access health services are context specific. This means that scaling up or replicating successful 
interventions may not work unless these complex social and cultural factors are taken into consideration. 
 The study also revealed that 35.5% were between 36-45years of age while 37.4%were above 45years. It 
was also revealed that 38.3% of the respondents had at least secondary education, 21.55% had primary 
education, implying that with their education, they can access health care facilities. For example, [J Obstet 
Gynaecol. 2006] studies in Peru and Guatemala showed that women with primary level education were more 
likely to utilize health services compared to those without any formal education.  A. M. van Eijk, H. M. et al, 
(2006) results showed that ninety percent of rural people who  had visited the clinic at least once during their 
illness,  people who did not visit clinic were more likely to have less than eight years of education and a low 
socio-economic status. K. Molesworth: Swiss Tropical Institute, (2006) reports in his paper that mobility is key 
for many rural communities to accessing available preventive and curative health services, and also supports 
indirect determinants of health including livelihoods and education. He also agreed that factors significantly 
associated with accessing health facility included: being aged over thirty, low socio-economic status, having less 
than eight years of education, and being over an a hours walking distance away. 
 Table 1 revealed that 32.5% earn 10.000-20.000 naira per month, 29.9% earning 20.000-30.000naira. This 
result is one of the determining factor for them to access health facilities and it is assumed that  this income is 
reasonable to cater for their various needs including accessing their health facilities that is,  if service bills is 
affordable.  From table 1 below it was also revealed that 64.5% indicate that hospital bills are quite affordable. 
Furthermore, distance to health facility which was indicated to be far by 57% and close by 43% which has direct 
effect on cost of transportation which was affordable for about 57.9% and high for 40.2% respondents. This 
implies that high percentage of respondents were able to pay for their transportation and bills.  S. Thaddeus, D. 
Maine: Social Science and Medicine, (1994) literature indicates that distance and cost are major obstacles in the 
decision to seek care and however, argue that, differential use of health services is also shaped by such variables 
as gender, socio-economic status. They stressed that long distance to the nearest health facility is a disincentive 
to seeking care. They concluded that, Perceived accessibility of health services plays a significant role in 
influencing people’s decision to seek care. Long distances entail higher cost of transport, another factor that 
delays both the decision to seek and ability to reach care. Costs include hiring a vehicle and driver, fuel 
expenses, and the opportunity costs or loss of productive time of the person accompanying the patient. Hamlin 
(2004) finds that in Ethiopia, even when access to roads is available, women can encounter delays of several 
days whilst families raise the money to pay for hiring a vehicle. 
     It was further revealed that 27% had access to motorcycle as means of transportation, 11.2% with access to 
commercial  busses while 61.7% had access to both. This is similar to Grieco and Turner (2005) who reports 
that in Malawi, Mali, Nigeria and other African countries motorcycle ambulances take patient from remote 
villages to health facilities, transport passengers between health centres and district hospitals, and supply 
medical equipment and essential drugs. Access to appropriate, affordable and timely transport affects people’s 
ability to receive preventative and emergency obstetric care that is essential for survival in the rural areas (WHO 
2001).  
 There is high percentage (85%) support from community to access healthcare facilities but with high 
percentage (89.7%) of no awareness about of health insurance scheme. This implies that this community interest 
for effective health facilities and accessing them are socially acceptable and will always be their priority and 
also be ready to adopt health insurance scheme when properly informed.  Grieco and Turner, (2005) revealed 
that in reducing the burden of cost of emerge, Cost sharing, community saving and pooled insurance schemes 
are some of the different financing mechanisms that have been used by families and communities to pay for 
transport, fuel costs and drivers during an emergency. These initiatives make it possible for families to spread 
the burden of cost thus limiting the impacts of catastrophic expenditures. A district-based model service-
delivery system implemented in Nigeria, (2001-2004) Under the DFID funded PATHS programme, in Kano 
State the community safe motherhood group is collaborating with the National Union of Road Transport 
Workers. The Emergency Transport Scheme (ETS) drivers engaged in selected communities help in 
transporting women to hospitals during emergencies.   
 Table 1 showed that 70% indicates that road status is bad while 29.9% indicates that road is good, implying 
that road status might have discourage high percentage not to access health care facilities and probably have 
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contributed to increase in cost of transportation, just as reported by Neupane’s (2004) that improvement in rural 
transport infrastructure can reduce the time that it takes to reach health facilities and Higher quality of roads can 
be used by more types of vehicles and enable local motor services to extend their coverage and reduce costs. G. 
Porter, (2007) also reports in his paper the evidence regarding the extent to which good road construction 
positively impacts on accessing health care, and the potential for Intermediate means of transport, including 
bicycles and motorcycles.    
 
Table 1: Showing the demographic/socio-economic characteristics of respondents. 

Variable Frequency Percentage 
Villages in Akure North 

Araromi 
Eleyemi 
Owode 

Villages in Akure South 
Mariwo 

Ilere 
Ipogun 

 
20 
20 
20 

 
19 
22 
6 

 
18.7 
18.7 
18.7 

 
17.7 
20.6 
5.60 

Total 107 100 
Gender 
Male 

Female 

 
77 
30 

 
72.0 
28.0 

Total 107 100 
Age Group(years) 

18-35 
36-45 
>=46 

 
29 
38 
40 

 
27.1 
35.5 
37.4 

Total 107 100 
Marital Status 

Single 
Married 

Divorced 
Widowed 

 
17 
75 
8 
7 

 
15.9 
70.1 
7.5 
6.5 

Total 107 100 
Education Level 

No formal Education 
Adult Education 

Primary Education 
Secondary Education 

Tertiary Education 

 
21 
14 
23 
41 
8 

 
19.6 
13.1 
21.5 
38.3 
7.5 

Total 107 100 
Family Size 

1-5 
6-10 

10 and above 

 
59 
39 
9 

 
55.1 
36.4 
8.4 

Total 107 100 
Income in (N) 

<10,000 
10,000-20,000 
20,000-30,000 

>30,000 

 
23 
35 
32 
17 

 
21.5 
32.7 
29.9 
15.9 

Total 107 100 
Religion 

Islam 
Christian 

Traditional 

 
15 
83 
9 

 
14.0 
77.6 
8.4 

Total 107 100 
Health Facility 

Yes 
Under Construction 

 
71 
36 

 
66.4 
33.6 

Total 107 100 
Facility Available 
Pharmacy shops 
Maternity Homes 

Health centres 

 
45 
8 
54 

 
42.1 
7.5 
50.5 

Total 107 100 
Heath Facility Distance 

Far 
Close 

 
61 
46 

 
57.0 
43.0 

Total 107 100 
Health Facility Effectiveness 

Very effective 
Effective 

 
 

28 

 
 

26.2 
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Not effective 69 
10 

64.5 
9.3 

Total 107 100 
Health Facility Usage 

Regularly 
Occasionally 

Not at all 

 
48 
51 
8 

 
44.9 
47.7 
7.5 

Total 107 100 
Road Status 

Good 
Bad 

 
32 
75 

 
29.9 
70.01 

Total 107 100 
Means of Transportation 

Motorcycle 
Busses 
Both 

 
 

29 
12 
66 

 
 

27.1 
11.2 
61.7 

Total 107 100 
Cost of Transportation 

High 
Affordable 

Missing System 

 
43 
62 
2 

 
40.2 
57.9 
1.9 

Total 107 100 
Health Insurance 

Yes 
No 

 
11 
96 

 
10.3 
89.7 

Total 107 100 
Affordability of Hospital bills 

Yes 
No 

Missing system 

 
 

69 
36 
2 

 
 

64.5 
33.6 
1.9 

Total 107 100 
Respondent Involvement in providing 

Solution 
Yes 
No 

 
 
 

78 
29 

 
 
 

72.9 
27.1 

Total 107 100 
Community Support 

Yes 
No 

 
91 
16 

 
85.0 
15.0 

Total 107 100 
Sources 

Extension agent 
Health workers 

Friend 
Husband/wife 

Missing 

 
20 
45 
20 
15 
7 

 
18.69 
42.06 
18.69 
14.02 
6.54 

Total 107 100 
Source: field survey 2010. 

 
 Results from table 1 showed that 44.9% uses the health facilities, 47.7% uses them occasionally while 7.5% 
were not using it at all. Apart from transportation factors, considering financial status couple with belief. The 
poor staffing of the health facilities, particularly the primary health care facilities, which makes it difficult to 
guarantee 24-hour availability of services had also been reported as a factor that discourages women in Nigeria, 
even when they have desired to seek care. The role of traditional and religious beliefs as well as the perception 
of women with regards to comparative efficacy of the medical versus traditional birth attendants may also be 
contributory to failure to have skilled attendants at clinic. As Addai pointed out, modern (medical) and 
indigenous maternal health care services coexist in most African communities, particularly in rural areas, and 
women may have to choose between the two options. Some previous studies had reported that many Nigerian 
women, particularly those in rural areas, rate the services of the traditional birth attendants (TBAs) as being of 
higher quality than that of medical healthcare practitioners, particularly with regards to interpersonal 
communications, social support, affordable  and relationships. TBAs have been reported to be more considerate 
and to provide more compassionate care. Falkingham reported that despite the fact that medical services were 
accessible and free of charge, women in Tajikistan prefer to deliver at home because they perceive available 
medical services to be of low quality and unsafe. Additionally, TBAs may offer a more convenient user-charges 
system that allows payment to be spread over a period of time or even to be made in kind. 
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Table 2: Peason’s product moment correlation analysis showing relationship between demographic characteristics and accessibility level to 
health care facilities. 

Variables value Df p-value Decision 
Education P chi-square 

Likelihood ratio 
L/L associate 

23.654a 
27.425 
3.337 

5 
5 
1 

0.000 
0.000 
0.068 

 
Significant 

Religion P chi-square 
Likelihood ratio 

L/L associate 

2.309a 
2.196 

2 
2 

0.315 
0.334 

 
Not significant 

Gender P chi-square 
Likelihood ratio 

L/L associate 

3.171a 
3.133 
2.995 

2 
2 
1 

0.205 
0.207 
0.89 

 
Not significant 

Age P chi-square 
Likelihood ratio 

L/L associate 

4.052a 
3.882 
3.244 

2 
2 
1 

0.132 
0.144 
0.72 

 
Not significant 

Consulting hours P chi-square 
Likelihood ratio 

L/L associate 

8.882a 
11.646 
0.548 

6 
6 
1 

0.018 
0.007 
0.459 

 
Significant 

Attitudes of health 
official 

P chi-square 
Likelihood ratio 

L/L associate 

1.121a 
1.122 
0.019 

2 
2 
1 

0.002 
0.001 
0.004 

 
Significant 

Health care bill P chi-square 
Likelihood ratio 

L/L associate 

0.761a 
0.753 
0.754 

1 
1 
1 

0.383 
0.386 
0.385 

 
Not significant 

Communities P chi-square 
Likelihood ratio 

L/L associate 

23.654a 
27.425 
3.337 

5 
5 
1 

0.000 
0.000 
0.068 

 
Significant 

Source: field survey 2010. 

 
Note:  ►L/L association means Linear by linear association. 
          ►Analysis was used to test all hypothesis at 5%level of significance i.e 0.05. 
 From table 3, Religion, Gender, Age, Health care bill showed no significant relationship with problems 
faced by rural people in accessing health care facilities in the study area. 
 Furthermore, table 3 revealed that Education, Consulting hour, Attitudes of health care officials and 
Community support showed significant relationship with the problem faced by rural people in accessing health 
care facilities in the study area.  
 The result also revealed that when communities support significantly influenced the rate of accessing health 
facilities in the study area. (Downing, D. Sethi: Department for International Development, UK, 2001)reports 
that Community-based interventions using livelihoods methodologies can encourage and benefits of facilitating 
improved access to health care. J. Babinard, P. Roberts: World Bank, (2006) also point out  that when 
community are involved in planning for emergencies, including the preparation of delivery plans, mobilising 
resources, and strengthening the referral chain, they are less likely to delay the decision to seek care. The 
authors added that the participation of communities also means that transport arrangements are appropriate and 
socially acceptable. This means that scaling up or replicating successful interventions may not work unless these 
complex social and cultural factors are taken into consideration. 
 Attitude of health care officials is also significant, this imply that positive attitude of health officials will 
improve their level of assessments of health facilities. S. Thaddeus, D. Maine: Social Science and Medicine, 
(1994) argued that patients who make a timely decision to seek care can still experience delay, because of lack 
of adequate access to health services, shortages of qualified staff, essential drugs and supplies, coupled with 
administrative delays and clinical mismanagement, all contribute to maternal deaths.   
 Our finding regarding the significant positive association between education and education serves as a 
proxy for information, cognitive skills, and values; education exerts effect on health-seeking behavior through a 
number of pathways. These pathways include higher level of health awareness and greater knowledge of 
available health services among educated rural dwellers. 
 
Conclusion and Recommendations 
 
 From these investigations, it is apparent that the demographic characteristics of problems faced by rural 
people in accessing heath care facilities of the respondents that showed negative influence/problems in 
accessing health care facilities are; distance (far) 57% indicated, Road status (bad) 70.1% indicated, Cost of 
transportation (high) 43% indicated, Source of information (low) 42% indicated and Gender (male dominated) 
72% indicated as respondents. 
 Based on the findings of the study, it is recommended that the relationship with local community 
participation and mobilization should be strengthened to ensure that transport arrangements are appropriate, 
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socially acceptable and to enhance utilisation of health care facilities; infrastructure for deliveries and storage of 
drugs should be improved to enhance utilization of health care facilities.       
 Also enhancing gendered mobility, women’s decision-making power, and making health care facilities 
more affordable and socio-culturally approachable, as well as by promoting links between communities, 
traditional healers and skilled health professionals. Creating emergency transport systems, improving roads, 
enhancing referral systems and establishing maternity-waiting homes will go a long way toward overcoming 
geographical obstacles.      
 If women and their families fail to seek care because they do not recognise signs of life-threatening 
complications, they can be educated in recognising these signs and knowing where to seek help. 
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