Chapter One
Introduction

1.1. Background to the Study

Health is essential to human life and key to any known society. For its
importance, the World Health Organization (WHO) defines health as the totality of
human well-being, which goes beyond the absence of infirmity and dlsease1 Health-
seeking behaviours are the intentional processes or remedial actions ke to
rectify perceived disease or ill health!. Health-seeking beh Qcannot be
holistically explained without referring to the socioeconomi@ﬁcteristics (such as
educational status, household income, religious ﬁ@\, employment status,
gender, and age) of the people expected to ac thcare services®. Achieving
good health status for most countries of t otld has been a matter of scientific
discourse as there remains a wide %gb essibility of healthcare services because
of socioeconomic differences 2& classes of people and regions of the world'.

Trying to bridge the healt é&

has led to the devel@pgﬂt of local and international health policies that aim to

etween classes of people and nations of the world

ensure health %QNotable among these policies and programmes are Primary
Health ﬁ\@‘—[C), Sustainable Development Goal (SDG) 3, and Universal Health
Cox@g (UHC)?. Despite the availability of health policies and programmes in
%’Q low and medium-income countries, accessing health for many has been
challenging due to factors such as income, location of the healthcare facilities,

transportation etc*.

Urban centres are believed to be advantageous for social amenities such as
healthcare facilities, transportation, and education, but this is not the reality in urban

slums?. This facility inadequacy has led to the challenge of deprived conditions for



urban slum dwellers. Due to this deprived condition, earlier studies have reported
higher morbidity and mortality rates among urban slum dwellers than non-slum
dwellers>%7®. As a direct proportion of the socioeconomic conditions of Nigerian
society, a large proportion of the urban population lives in one of the urban slums®.
Because of the magnitude of people that are being affected by the health situation of
the urban slums, a specialised study of the health-seeking behaviour of&urban

slum dwellers becomes vital, and this is the core of this study?®. QQ

Urban slums in many Nigerian cities are social %S ations of the
nation’s poverty state®*. Many rural-urban migrants and u Qoor have found their
places of abode in the slum settlements due to the@or financial state’. Many of
the slum settlements lack proper social ame&ie ssential for livelihood. Where
some of the facilities are available, they a%%ler over-utilized due to the number of
people and communities using l@ distanced away from the lower class
communities®. Other factors\gsiated with the health-seeking behaviour of the
urban slum dwellers m@brelated to the fact that healthcare facilities in slum
settlements are not:@ately equipped with both human and medical resources that

are impoﬂa@e fulfilment of the reason for their creation, and this may further
discou<ag§ﬂ'éi usage by the slum dwellers®.

Q’b Since many of the urban slums in Nigeria are located within or around the
\&ity centres, going to the planned city areas to seek healthcare services would have
been an option. However, this option is hindered by poverty and the socioeconomic
situation of many of the urban slum dwellers in Nigeria*. Poverty remains one of the
inhibiting factors against the achievement of Universal Health Coverage in Nigeria'’.

This has led to the challenge of an increase in the spread of communicable diseases

in the Nigerian urban slums because slum dwellers lack access to adequate and
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affordable medical services due to financial poverty and the mode of healthcare
service delivery!'®. Health-seeking behaviours of slum dwellers in Nigeria are
determined by household financial strength and health insurance, among other

factors.

Despite the challenge of poverty in most rural areas and slum settlements,
there is high patronage of informal and unstructured healthcare services, »&h may
justify financial lack as the primary obstacle against the utilizatio ealthcare
services among slum dwellers®*. In some earlier studies of afrban=slums, there is
more use of informal and free or subsidized health faciliti gadan, Port-Harcourt,
Ibarapa, (Nigeria), Bangladesh, and Kwazulu Nat South Africa compared to
formal and structured medical facilitiesz""“’l@ Nigeria remains one of the
countries with the highest mortality rate 1 Qorld. According to a former Federal
Minister of Health in Nigeria, Pro@’gsagie Ehanire, “one of the reasons for the
high mortality rate, especially}\&?(%r five mortalities in Nigeria, is the lack of access
to proper medical facil%(?nong Nigerians”. Although there is a high level of
patronage for unst@d and informal healthcare in Nigeria, the standards of these
services hav &uaranteed the expected health outcome for Nigerians. One of the
unclea(i.s.atws%i

u@l healthcare services compared to the formal and structured healthcare

at needs further scientific analysis is the reason for the patronage of

\%ﬂrices among urban slum dwellers. Against this background, this study intends to
investigate the socioeconomic factors affecting the health-seeking behaviour of

urban slum dwellers in the Lagos metropolis.



1.2. Statement of the Problem

Nigerians are exposed to health risks due to poor socioeconomic conditions and
the inability to access proper healthcare services. The problem of high mortality and
morbidity among Nigerians is a clear indication of the deteriorating state of health of
the Nigerian populace>°. While one cannot deny that the Nigerian government has
made efforts from local, state, and federal governments to ameliorate Nigerians'
health problems, the success of the health policies has been questionedQ%son the
health reality among Nigerians'’. It has been documented and dis%@ven by the
past Nigerian Health Minister (Professor Osagie Ehanire) ®Mny Nigerians are
living in poor health conditions; some Nigerians, es e@people living in urban
slum settlements, experience worse health con@ than others in the planned
areas of the Nigerian cities*>!. This is in%%t because, in Nigeria alone, over
57.7 million people currently live in ur ms with unhealthy physical conditions.
This number is expected to inc &Que to the poor socioeconomic condition in

Nigeria as a whole and in K@?s\cfs mega city that is inadequately planned!*!>.

The physical ref tation of the Nigerian slum settlements presents a picture
of poor socioe mic and unhealthy conditions. This makes a scientific focus on
the socf(;e.:\&w ic factors affecting the health-seeking behaviour of slum dwellers in
Ni%n society important. The socioeconomic factors affecting people’s health-

\/ép%ng behaviour have been a scientific focus for decades. Among these studies on
factors affecting healthcare services utilization is the work of Anderson'®. Although
scientific attention has been drawn to the problems of healthcare service utilization,
many of these studies focused on the influence of factors such as income, education,
and employment status with little focus on the peculiar situation of the huge

Nigerian populace that live in urban slums. Although more than half of the Nigerian



1.3.

urban dwellers live in the unplanned areas (slum settlements) of the city, these poor

segments receive inadequate developmental attention from the government 415,

Due to the poor governmental attention, health facilities in the slum areas are
deplorable. While this present research aims to further the findings of the existing
studies, much detailed attention shall be drawn towards analysing the deplorable
state slum of healthcare facilities, the impact of gender, religion, and ag%d how
these variables affect the utilization of healthcare services in the s ttlements

&
O

within the Lagos State metropolis.

Aim and Objectives of the Study

The research aims to investigate the socioeconomic (ﬁ@:terisﬁcs affecting the health-

seeking behaviour of residents of slum settleme%’éQhe Lagos Metropolis, Nigeria. The

specific objectives of the study are to: @

1.

ii.

iil.

1v.

analyse the state of healthcaf@ces utilization in the urban slum settlements of

Lagos State metropolis. é

investigate the ;@hip between employment status and health-seeking behaviour

of resident ﬁban slum settlements in the Lagos metropolis.

inve@te the influence of educational attainment on the health-seeking behaviour of

\j'&nts of urban slum settlements in the Lagos metropolis.

examine the role of household financial status on the health-seeking behaviour of

residents of slum settlements in the Lagos Metropolis.

investigate the influence of age on the health-seeking behaviour of the residents of

slum settlements in the Lagos metropolis.



Vi.

Vil.

Vviii.

1.4.

examine the relationship between religious affiliation and health-seeking behaviour of

the slum settlements in the Lagos metropolis.

examine the role of gender on the health-seeking behaviour of the residents of slum

settlements in the Lagos metropolis; and

explore the role of known illness/disease on the health-seeking behaviour of residents

of slum settlements in the Lagos metropolis. Q\

Research Questions < :

Given the specific objectives of this study, the following research queéo%gwere attended to:

5.

. what is the state of healthcare services utilization i@m slum settlements of

Lagos State metropolis? Q

how does employment status affect the he&eking behaviour of slum dwellers in

the Lagos metropolis? @%

what is the relationship betwe'e@ational attainment and health-seeking behaviour

of slum dwellers in the@‘metropolis?

how does hous@come affect the health-seeking behaviour of slum dwellers in

the Lagcani@olis?
N

how @s a known illness/disease (a disease revealed by medical tests and accepted

\@’Qe patient) affect the health-seeking behaviour of slum dwellers in the Lagos

metropolis?

what impact does age have on the health-seeking behaviour of the dwellers of slum

settlements in the Lagos metropolis?

what is the relationship between gender and the health-seeking behaviour of slum

dwellers in the Lagos metropolis?



8. what is the connection between religious affiliation and the health-seeking behaviour

of slum dwellers in the Lagos metropolis?

9. Why the high patronage of informal healthcare services among the urban slum

dwellers?

1.5. Hypotheses
The following hypotheses were tested in this research: \

Hol: There is no significant relationship between employment stat@the health-

seeking behaviour of residents of slum settlements in the 6 Metropolis.

Ho2: Educational attainment is not directly related to @seeking behaviour of
1S.

residents of slum settlements in the Lagos Me

Ho3: The presence of a known sickness/di&@’bhas no positive relationship with the

health-seeking behaviour of res@ slum settlements in the Lagos Metropolis.

Ho4: Sex has no significant effé@he health-seeking behaviour of residents of slum

settlements in the I@netropolis.

Ho5: Religious af@l has no direct relationship with the health-seeking behaviour

of resi(ﬁ\Q('%f slum settlements in the Lagos metropolis.

Hﬁ%@uas no positive relationship with the health-seeking behaviour of residents of

\9slum settlements in the Lagos metropolis.

Ho7: Household income has no significant relationship with the health-seeking

behaviour of residents of slum settlements in the Lagos Metropolis.

1.6. Significance of the Study



Health encompasses all aspects of human well-being which go beyond the
absence of infirmities or diseases. Health as a social institution and the experience of
the populace’s well-being is very important. Nigeria is still at a high risk of maternal
and children’s health challenges, many of which come from the urban and urban
slum centres®. As a socio-demographic investigation, this research extends the
frontier of knowledge in Sociology of Health and Illness in the slum settlements,
which need more nuanced scrutiny on account of their vast popu@t will,
therefore. Contribute to the existing literature stock on this crg&@ of research,

which will form the basis for further scholarly work. 0

Further, the study has both empirical and theo@l significance. Empirically,
the study's findings are of scholarly and progra @c importance and might inform
and improve existing preventive and pub%% th policies. The study results aim to
be available for policymakers 100\ ionally, and internationally to assess and
gauge Sustainable Developm&\& oal Three (SDG 3). Theoretically, the findings
will improve and comp existing theoretical views in the sociology of health,

demographic and tion studies, and urban sociology, among others. Based on

the new ﬁndi%g,gme theoretical underpinnings of the subject matter can be further
, e

L]
streng'@n/

1.7 ’b cope of the Study

tended, or corroborated for their applicability to Nigeria.

\/ This study investigated socioeconomic characteristics affecting the health-
seeking behaviour of urban slum dwellers in the Lagos metropolis. The scope
covered four local government areas in Lagos Metropolis, where some of the large
slum settlements in Lagos State are situated. The selected local government areas are
Ajeromi-Ifelodun, Apapa, Lagos Mainland, and Somolu Local Government Areas
(LGAs). At least 15 slum settlements are in these local government areas'’. These
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four LGAs occupy about 87.0 km2 area, with an estimated population of 2,268 869'%.
Notable among these slum settlements are Amukoko, Ago-Hausa, Olodan, Badia,
Otto, [jora, Makoko, Oko-Baba, Oko-Agbon, Abule-Nla, Mosafejo, Bariga, Abule-
Ijesha, Ilaje, Pedro!”. The target population covered in this study are male and
female adults eighteen (18) years of age and above. The target population was drawn
from the selected locations that were purposively determined from the f&ur local
governments  (Amukoko/Ajeromilfelodun  LGA,  Bariga/Sh LGA,

Ijora/Badia/Apapa LGA, and Makoko/Lagos Island LGA). The, respondents'

opinions were canvassed with the questionnaire and in-d@ iew guide.

1.8. Limitation of the Study
No study can cover all that is to be known@:t a subject because of certain

limitations or challenges in data collectio%ﬂ@self—funded, this study is limited in
the number of research locations CQ]Q nd the size of the data collected because
of limited funds. This study i ss-sectional, which gives only a snapshot of the
health behaviour of the Sp}: as opposed to a longitudinal study. A longitudinal
study would bring .m@insights regarding changes within a population over time.
The researche}@o encountered some logistic challenges in the data collection
proces@&u ing transportation, time-consciousness of the respondents, and
reh%pce to fill out the questionnaire. However, all these challenges did not affect

O

\/%e quality and trustworthiness of the data collected.

1.9. Operational Definition of Terms

The meanings attached to terms vary from culture to culture and discipline to
discipline. For this reason, this segment is dedicated to clarifying some of the terms
used in this research project. The definitions given to the terms are based on their

usage in the report.



Disease: This is a physiological malfunction independent of subjective feeling that
results in an actual or potential reduction in physical capacities and/or reduced life
expectancy. To attend to this variable, respondents were asked if there is a known
(medically reported) disease in their body, and more information about this is

detailed in the findings section of this report.

Health-Seeking Behaviour: This is the intentional processes or remed%ctions
people take to rectify perceived disease or ill health. In this stud @h—seeking
behaviour is measured using an individual’s disposition &[i/utﬂization of
healthcare services. Indicators of healthcare services ations are hospital
admissions and releases, emergency visit to the hl, outpatient appointments,
primary healthcare utilization, visit to comm I@pharmacies or pharmacists for
potential drug prescriptions, immunizat@%oing for diagnostic tests or health
screening, home healthcare sewic@lgeening, telemedicine, visit to traditional or
spiritual healers, and the utiliz@)of preventive healthcare services. The measuring
timeline for this study W@‘sy(aﬁn the last 12 months of access to healthcare services
before the data co@ period. Because of the versatile nature of the utilization of

healthcare sexvices, not all aspects of it could be covered in this research. Only three
areas @ﬁsed on: visits to physical, formal healthcare centres like hospitals,

cli or primary healthcare centres; visits to spiritual or traditional healing centres;
\gfd visits to community pharmacies or pharmacists for healthcare reasons. Other

areas of healthcare services utilization could not be covered due to the limited time

and financial resources available to the researcher.

Health: Health is complex to define. Although the World Health Organization’s
definition encompasses physical, mental, and social well-being, not merely the

absence of disease or infirmity. This research focused mainly on the physiological
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aspects of health using the experience of sickness within the last twelve month
before the research as a measurement yardstick. Respondents were asked if they had

experienced any sickness in the last twelve months.

Known Sickness: This is a subjective experience of illness which a person
experiences. This is mainly the demonstration of an individual's subjective feeling of
pain or discomfort. This is when an individual perceives himself or he@as not

feeling well. For this study, the subjective perspective of illness was .

Poverty: According to the World Bank's new inte %al poverty line
measurement, an individual must live above $2.15 (N aily to be above the
poverty line: Measuring poverty in this study, any-i ual living below $2.15 per
day was considered a poor person, and any@ 1ving above $2.15 per day was

considered living above the poverty hn?bb’b

Slum Settlements: These are i@s ructures or settlements created by people due
to the challenge of urbaniZ{G§b\['

fcally, emotionally, etc) for human habitation. A formerly

hese areas or settlements lack proper planning and

are unsafe (mentally

well-planned x@}al area can become a slum due to the challenge of
gentrifi )\G@ghis may be due to the challenge of over-use. A good example of this
web&gfed structure, now structurally defective, is the Jakande Estates in Lagos
Q’Q Slum settlements can be around the city centres or some kilometres away from
the city centres. This study shall focus on slums within some of the local

government areas in the Lagos metropolis.

Socio-economic Factors: Socioeconomic factors are social conditions which affect
lives and living in society. These social conditions include social status, class,

culture, economy, environment, and political conditions around people that impact
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their lives. For instance, income, employment, education, indiscriminate access to
healthcare services, and clean environment, among others. The socioeconomic
factors canvassed in this study are education, employment, income, gender, religion,
age, and personal health needs of respondents. These are measured following the

conventional questionnaire design approach.
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2.1.1 Health

Health is an essential part of human life. Every known society has critical
attention to health because of its vitality in the sustainability of society'. According
to the World Health Organization, health is beyond the absence of disease or
infirmity?. It encompasses human life's physical, mental, social, and economic well-
being. This description of health from the World Health Organization has led to
health discourse from a holistic point of view?. The multi-faceted Qn ion of

health underscores the understanding of health from a robust perspgctives

Many factors play significant roles in the state a@e of health. Some of

these factors are intrinsic, while others are extrimSi¢>. The intrinsic factors are
genetic or biologically related. Intrinsic factors, &tics, sex, and age are critical in
individual health*. The genetic nature of n can expose them to certain health
conditions. Blood groups and g@ are essential factors that can lay the
foundation for a person’s g@&health. As an intrinsic factor, the sex of an

individual is also critical. (9\

Certain e@onditions are particular to people of a specific sex*. Women,
due to advangem@nt in age, experience monthly menstruation, some as early as 9
]

years, @nay stop this monthly circle between the ages of 50s and 60s. The

y experience of the menstrual flow may come with some pains, and when it

\%)ps due to menopause, it can also have some health challenges related to its
discontinuity. Among other critical intrinsic factors that can affect health is age.
Advancement in age affects people irrespective of their gender. Specific changes

may be physiologically experienced.

Extrinsic factors such as lifestyle play significant roles. Exposure to

dangerous drugs and unhealthy habits impacts human health negatively.
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Socioeconomic status cannot be overemphasised for its significant role in
determining people's health and well-being'?>. Due to the poor socioeconomic
conditions in many regions, people may find themselves in environments where

necessary facilities are unavailable.

The disparity between the rich and the poor has widened the health gap
between the rich and the poor, thereby causing health inequalities®*. Whilé\the rich
may have access to healthcare services when due, the poor lack ao quality
healthcare services. The lack of healthcare accessibility Mas hered health
inequalities between the rich and the poor's. Accessibili @ealthcare services is
critical for addressing the health challenges faced @he populace in low-income
countries. There must be an intentional ag r@rom the government through

deliberate formulation and implementati%%policies that will address the health
challenges the larger proportion of@ﬂaﬁon faces.
2.1.2 Health Seeking Beha@

Health-seek'm@aviour is the actions people take to rectify health

challenges®. T@ include seeking healthcare counsel or involving in preventive

measur s@‘h-seeking behaviour is a concept that is influenced by many factors,
gfc

incl%

@’Qﬁe higher social ladder may have better health-seeking behaviour compared to

lass, education, employment status, religion, and cultural beliefs!. People

the lower class within the same society!”’. The level of intellectual advancement
plays a pivotal role in health-seeking behaviour. The learned members of society
have better access to health education and can appropriately utilize the health
information received to their advantage. Access to information, especially in low-

and medium-income countries, may not be cheap. This puts the rich and the
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educated at the better edge of the path of health-seeking behaviour®®. The
environment can also play a pivotal role in health-seeking behaviour. Disadvantaged
members of society and the segment of society where they live may lack adequate
healthcare facilities that can cater to the entire populace in the community!. For this

course, many may seek alternatives to proper healthcare or turn to self-medication,

which may be improper. \
Cultural factors can also affect health-seeking behavim@b—cultural

practice that sees anything’ Western as bad may disqualify tk&tlgmﬁﬁon of formal

healthcare services even when it may be the approp@asure to address a

disease. While it may be said that specific cult emedies may be active in
rectifying some health challenges, altern ti\fé ent healthcare should not be
discarded based on cultural practices or reh sity’. Individuals living in core rural

and culturally dominated societ@fg have poorer health-seeking behaviour

compared to those that may ha\@%en exposed due to movement towards the city or

educational attainment. %4 -seeking behaviour can be affected by social support

systems. Social sti@om the social group an individual expects support from can
e

affect their health=§eeking behaviour.

2.1 &u}Settlement
\,‘?:z}8

inadequate housing, poor social amenities, and unhealthy socioenvironmental

Slum settlements are unapproved urban residential locations characterized by

conglomerations. Poor hygiene, overcrowding, precarious living conditions, and
inadequate social amenities characterize slum settlements’. The poor socioeconomic
condition and rapid but uncontrolled level of urbanization, which has led to the

influx of rural migrants to the city centre, has boosted the development of slum
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settlements'. Urbanization and population growth with national poverty are the
primary drivers of slum settlement in many nations, especially the world's poorer
regions. Wherever the poverty level is high, this will create platforms for slum
settlements to emerge. In other words, the emergence of slum settlements has a

strong linear relationship with poor socioeconomic conditions®’.

Globalization and modernization have created room for i&equate
distribution of wealth through the capitalistic orientation of the conomy,
which emphasizes individualism over social well-being®”8. T}&h aused houses
in the cities to be out of reach for the poor because the ho not created just for
social goods but for profit maximisation. Due to th ome disparities, the poor of
the world resulted in the condition of the survi&@the fittest'. The resultant effect
of this quagmire is the creation of slum B%nents. As more slum settlements are
created with inadequate facilities @care measures, this brings about negative
implications for individuals-l\l in the slum settlements, the slum communities,
and society. Slum dw%(?ace many challenges, among which are economic
marginalization, h@k and mental well-being challenges, as well as health risks
that slum d elﬁ may face due to the inability to access necessary healthcare
servic@
bgi olicies that will benefit all population segments irrespective of their

\%cioeconomic status or class.

2.1.4. Socioeconomic Characteristics

ue!®. This calls for formulating and implementing health and well-

Various circumstances have influenced slum dwellers' behaviour in obtaining
healthcare in different places, including the metropolis of Lagos State!. Among these
factors are the financial resources available to the individual or family ¢, The
income level can impact slum settlement residents' ability to pay for healthcare
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services. Low-income people frequently have financial obstacles that keep them
from getting timely and necessary medical care®’. In addition, inadequate revenue
sources could compel people to put their fundamental necessities ahead of medical
costs, delaying treatment or increasing their reliance on unofficial healthcare
providers. Income is important, but other characteristics greatly impact health-
seeking behaviour, such as education!®!!. The level of education impﬁhealth
literacy, knowledge of preventative healthcare procedures, and compr ion of the
range of available healthcare services. Higher educated people ate more likely to

take an active role in their health by following prescript'c@i elines, scheduling
§

routine checkups, and leading healthier lives. ﬁ other hand, inadequate

education might cause people to be unaware 0

could result in less-than-ideal health resulng

dangers and services, which

The frequency of disease, @Qre services, and the behaviour of seeking
healthcare can all be strongl)@*acted by housing conditions, work status, and
occupation!->34, Workir@ um communities typically entails ad hoc or unstable
labour arrangeme@hout social safety or job security. It may be financially
impossible ft Qse in the unorganized sector to obtain medical care since they

.
canno@s employer-sponsored health insurance or sick leave benefits.
F ore, harmful working conditions and exposure to environmental pollutants

\%e common occupational risks in the informal economy, which negatively impact
the health of employees and their families!?. Significant health hazards are
associated with living in overcrowded and substandard housing in slum communities.
These concerns include the spread of infectious diseases, respiratory ailments, and

mental health issues. Health inequities within these populations are further

exacerbated by limited access to waste management infrastructure, sanitary facilities,
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and clean water!. In addition to having a direct effect on physical health, an
unhealthy living environment can lead to stress, worry, and social isolation, all of

which can be detrimental to mental health.

2.1.5. Correlation between Socioeconomic Characteristics and Health-Seeking
Behavior

One major obstacle to providing slum settlement residents with timely and proper
care is their inability to pay for healthcare services, which includes cons n fees,
diagnostic tests, prescription drugs, and transportation expenses®! 1@t-of-pocket
costs continue to pressure household finances and discoura le from obtaining
medical assistance, even in the face of subsidised hea@ programmes and fee
exemptions for specific population groups’'’. lity in health knowledge,
attitudes, and behaviours within slum settler@s results from socioeconomic and
educational inequality!'>'*. Higher ed%eople are more likely to understand
preventative healthcare practices, N\@fy early illness warning signals, and use the
healthcare system efﬁcientlé.j\’&a%ersely, a lack of educational possibilities limits
people's ability to &®Stand medical instructions, speak with healthcare
practitioners, an @ate for their own needs in terms of health. A good education
can affegt&l networks, which play an important role in shaping health-seeking
be Vigg_r>Social networks provide emotional support, practical assistance, and
é to information and resources. However, socioeconomic disadvantage can
\Arveaken social capital and social support networks in slum areas. Limited social
cohesion, transient living arrangements, and social stigma associated with certain
health conditions can isolate individuals from sources of support, increasing their

13.14 " Cultural factors intersect with

vulnerability to poor health outcomes
socioeconomic characteristics and influence health-related beliefs, attitudes, and

practices in slums. Traditional cures, religious beliefs, and cultural taboos regarding
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illnesses and therapies shape people's perceptions of health care and influence their
health-seeking behaviour!. In addition, language barriers, ethnic diversity, and
migration contribute to the diversity of health beliefs and practices prevalent in these

communities'-.

2.2 Theoretical Framework

2.2.1 Functionalism: The Functionality of Slum Settlements %W

The functionalist perspective is one of the early theoreticQVi s in
sociology. Many founding fathers, like Auguste Comte, Emile, D eim, Max
Weber, and recently Talcott Parsons, are called functiona@mctionalists view
structures and units of society from the point of vie o$unction or the role the
unit plays in the survival of the whole systen@ rings the term “functional
prerequisite”. From the point of view of ,@‘1 scientists who are adherents of
functionalism, the slum has been view a transitional point through which rural
migrants transit into the urban s 6}2 . To this school of thought, slum is part of the

]

modernization process. In \words, the emergence of slum settlements is part of

the processes throu@gﬁch developing societies move towards modernization.

According to @1@ scholars who analysed this path of thought, the emergence

of slut;\iz'%ents is part of the economic advancement process because these
e

sett@

@ost of living in planned areas of the city centres?®. The availability of slum

s act as a receiving point for rural migrants who may be unable to afford

settlements around the city centres, therefore, acts as a cursor for the low-income
rural-urban migrants®. In other words, the slum settlements give the poor migrants
the opportunity to work in the urban centres, develop themselves financially, and
integrate appropriately into the planned areas of the city centres. One of the

pioneering authorities in the study of slums, John Turner, believes that slum
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settlements are essential to modernization processes®®. This school of thought
believes that although the city centres have upward mobility opportunities, the poor
migrant at the point of arrival will be unable to rent houses in the main city centres.
For this reason, the slum settlements serve as accommodating points for the

migrating poor who have been pulled to the city centres because of their perceived

opportunities. \

According to Talcott Parsons, one of the sociologists who de@ an early
theoretical view on health, the city centres are places with qﬂ ties to access
modern healthcare facilities. While the rural migrants tra m the rural areas to
the urban areas, the cost of renting houses in e city locations may be
unreached for new entrants into the city aréas. Slum settlements provided
opportunities for settlement close to t%’h’ areas until rural migrants settled
financially?. While the new mty@% live in the slum settlements, accessing
proper healthcare services is Q&ngmg due to many factors, such as availability,
cost, and healthcare dlé\(? The structural formation of the slum settlements,
which was not co@ d in the analysis of the functionalists, is unhealthy and can

lead to poor or its inhabitants.

G;h;\o'plmon pointed to the imbalance of the functionalist perspective on the

é 1s of slum settlements and the health of the slum dwellers. This school of
\/fhought has been criticized for its weakness in seeing the disjointed economic policy
in developing countries that has continually made the populace of the countries
unable to afford basic human necessities. This school of thought was also criticized
because it believes that people choose to stay in the slum settlements as a process
towards becoming modern, as seen by modernization theorists?®. The functionalist

perspective may have partially explained the factors responsible for the emergence
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of slum settlements. Still, it is not detailed enough to explain the health and well-
being of slum dwellers. This warrants the inculcation of other schools of thought in

this research.

2.2.2 Marxist Analysis and Class Inequality
In the classical analysis of Karl Marx (1818-1883), the super-structure upon
which social happenings are based is the economic structure of the societ& From
the point of view of the Marxists, the populace of the society can be divided into two:
the bourgeoisie and the proletariats. The bourgeoisie are the ¢ i&w who are the
owners of the factors of production. They are powerful d elr economic status
~

in the society. On the other hand, the proletariats a@ orkers or the poor class

who work for the capitalists to earn a living. DueMp their socioeconomic conditions,

they are weak and have less power. The v&@l&:lass only has labour power, which

they use to work for the capitalists.\\Q(b

According to the clas% sis, the political economy of slum settlements in
Nigeria suggests that thégazy in modern society has been class-biased. Housing

P

and land poli@cially, are elite-centric®®>. The geographical distribution of

planned housing ‘s€ttlements favours the affluent class to the detriment of the poor,
who c@/&af rd to rent or buy houses in these locations. The economic abilities of
n@ the populace have also been viewed as the cause of slum settlements in most
\%Veloping countries®. More than 70% of Nigerians live below $2 per day. The
minimum wage in Nigeria is N30,000 per month (N360,000 per year) while the
average renting cost of a 3-bedroom flat in most planned areas in the cities in
Nigeria is over N600,000 per year’>?2°, Capitalist orientation of profit
maximization has become the underlying value driving most housing projects in
Nigeria, including government housing projects. This has made some of the
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properties unaffordable for the poor Nigeria. This is confirmed in the case of the
Badia East community, that was cleared by the Lagos State government and rebuilt.
Still, the houses were only for the political/elite classes as they were unaffordable for

the evicted victims of the former slum settlements?.

According to this school of thought, the lower classes' decision to move to,
live in, or create slum settlements is based on unfavourable socioecono policy
standards in most capitalistic-oriented modern societies. This school@%ught also
criticised the globalists who view the areas inhabited by the foor*mfembers of the
society as areas that socially defaced modern society. To lobalists, uniformity
of modernization must be ensured by clearing theses tagged either as “slums or
informal” settlements to build a modern-capit isgfy centre free of slums, a “city
without slums”. Unfortunately, clearing 66@ settlement only led to the expansion
of an existing slum settlement or tlé\@on of'a new one. This is because the cause
of slum settlements, poor so&e&nomic policies, is not addressed, but the effect
(slum settlement) is beilégaled. The solution, therefore, is to create an equitable
resource distributi@cy that will alleviate poverty and inequalities in all forms of

Nigerian soci&ty.

; G;h}capitalistic-oriented policy and economic agenda have significantly

i
N2

ocated in the heart of the city centres. There is an imbalance in the spread of

d the creation of essential services like healthcare. Most healthcare centres are

infrastructure, and the areas inhabited by the poor members of the society are
disserted. The slum areas of Nigerian society have fewer healthcare facilities. Where
there are, staff inadequacy and lack of essential items like drugs and medical

facilities may be challenging. This situation still leads the slum dwellers to the city

24



to access necessary healthcare services. This abnormality continues to affect the

health of the slum dwellers and, eventually, the health of the Nigerian populace.

Karl Marx's political economy view has been criticized for its over-emphasis
on the economic structure as the sole determinant of social issues like choice of
residence and the utilization of healthcare services. Other views believe that other
institutions such as religion, culture, law, family, and education inﬂuence.%choice
and services individuals access. In response to this view, this resear@ed to the
review of another theoretical perspective. This later theoretic&gv/ls believed to
cover the lacuna and the inadequacies experienced ® earlier theoretical

perspective reviewed in this research. This later pe tive by Kroeger is therefore

adopted as the ground theory for this research. Q

2.2.3 Health Behaviour Model (HB

The Health Behaviour M M)deamental theory in health psychology,
was first introduced in the i&%‘) This was when social scientists from various
disciplines were deepl@c?rested in understanding the factors influencing an
individual’s he t@bkmg behaviour. The model was initially presented in the
1950s by sch lars”such as Hochbaum and Rosenstock. It was further developed and

reﬁne(()h 70s, particularly by Rosenstock and Becker®. The model's six key

e@ks are:

\/ (1). perceived susceptibility

(i1) perceived severity
(ii1) perceived barriers

(iv) perceived benefits
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(v) cue to action, and
(vi) self-efficacy.

Perceived susceptibility, a key element, elucidates an individual’s likelihood
of being exposed to or contracting a disease. According to the proponents of this

model, an individual is more inclined to seek healthcare services if they perceive a
risk of being exposed to a disease®. Q\

Another crucial element is perceived severity, whic‘ Qes on an

individual’s perception of the potential danger a disease ca@s According to the

model, two primary factors drive health behaviouri: cﬁ%: the wish to evade a

disease and the wish to prevent disease. Based Q perspective, an individual is

more likely to seek healthcare services bjseﬁb heir belief about the gravity of the

®%

Perceived barriers qx@ the factors that may pose challenges to an

disease or its potential impact.

individual's access to healté% services. These factors may be intrinsic or extrinsic.
°®

Perceive @ﬁts explain the positive results or experiences an individual
]

stands to %i'by utilizing a healthcare service. According to the model's proponents,

this is @cal factor that can affect an individual's health-seeking behaviour.

%fb Cue to action examines factors that trigger an individual to take health-

.

enhancing action. This is the fifth element of the model, and the last is self-efficacy.

Self-efficacy, later added to the model's elements, measures an individual's

confidence in successfully taking actions related to their health and well-being59,60.

Despite this model's comprehensive presentation, overemphasising the

individual’s ability as the main trigger for a health-related action opens further
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questions. For example, the model does not comprehensively explain the health-
seeking actions of those who may have Dementia or Alzheimer's disease and who
cannot be perceived or take constructive health-related action by themselves. Based
on this model’s inability to holistically explain socioeconomic and sociocultural

factors affecting health-seeking behaviour, this review advances to evaluate

Kroeger’s health-seeking model. \

2.2.4 Kroeger’s Theoretical Postulation of Health-Seeking Behav@
This research adopts Kroeger’s theoretical mode &)ealth—seeking

behaviour®?. This theoretical framework was presented in @r of Kroeger titled
“Anthropological and Socio-Medical Health @%earch in Developing
Countries”, published in 1983. Based on the Vie@‘ this theorist, the utilization of
health care services, either private or Bb,Qformal or informal, paid or free,
orthodox or alternatives, depen@ interrelated variables such as socio-
demographic factors, cultuza;\' tors, social structures, gender, socio-economic

condition, environmental @ educational attainment, religious belief etc. Further

details of the Variah&cting health-seeking behaviour according to the theory
are pictured @iagram below.
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Socio-demographic Financial accessibility

factors factors

= Agesgender = Total amount spent for treatmeaent

= Family size/ parity of last ilness (excluding fara)

= Educaticon - Faracspant for one round trip to
HF/HCP

= Occupation of head of family
Women's autonomy
= Freadom to visit HF alone

Economic factors

= Possession of household
items
health

» Possession of cattle
» Possassion of agriculture land siustion
= Typa of residential house
Health service factors

Physical accessibility = Attitude of health providers
factors f \ = Satisfaction with the treatment

= Physical distance for HF/HCP

= Parmission to spend moneay on

= Decision power in emergency

= Received medicines from HF/HCP

= Availability of the transport = Received prescription for medicines

= Time taken o reach HF/HCP to be purchased from bazaar

N\

Figure 2.1: Kroeger’s Model of Factors Affecting@ -seeking Behaviour

Source:*

Since its introduction in 1983, it has@@used to explain health-seeking
behaviour in different settings, especiall &)f residents in developing countries.
Kroeger’s model is one of the n@olistic theoretical models in health-seeking
behaviour’®. This model @s platforms for examining, analysing, and
interpreting intewen@rlables affecting health-seeking behaviour and the
utilization of h 1@\@6 services in developing countries, including Nigeria. The
model (30{1\'5%&5 socio-demographic factors such as family size, educational
att 'nn@musehold income and financial stability of the family head as variables
t&n affect an individual’s health-seeking behaviour®>3, Cultural factors were
leo considered essential variables in health-seeking behaviour. According to this

model, certain culturally related practices may lead to self-care, using alternatives,
traditional healers, and home remedies, among others®’. Cultural factors are among
the factors causing a lack of patronage for structured and formal healthcare

services®*. This model also considered the importance of financial and economic

factors. Financial and economic factors, according to the World Bank, have been
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claimed as the source of health inequalities among nations and classes**. For people
with low financial capacity, out-of-pocket payment is a severe financial challenge3*.
The financial burden of health care may be the barrier that stops people from

utilizing healthcare services or diverts them to alternative care.

Environmental factors are not excluded in this model®*. Distance and location
of healthcare services may also constitute barriers and affect hea%seeking
behaviour negatively. Due to the capitalistic orientation of Nigerian @Q‘, medical
facilities are common in the planned areas of the cities”.% of location,
accessing these healthcare centres becomes a challen @ to poor transport
facilities in developing countries®®. Kroeger’s mo@?ysed attitudes of health
workers among factors affecting health—seeki&@aviour as a holistic theoretical
analysis®3. This applies to the Nigeri%réalth sector, especially government
hospitals?>. Some of the staff in\ ment hospitals lack empathy and have

negative attitudes because ﬂl@ieve that whether they attend to people or not,

their monthly salary Wi@ when it will. This is happening not only in Nigeria

but also in other d@h ng countries. For example, a similar case has been reported
in countries i ia*4. This makes people turn to alternative care where they believe

. 5\'
the ste@}‘w rm and polite. Unfortunately, the level of care received in these
up&émred and informal settings may not be standard. Other factors leading people
\%utilize private and informal healthcare services may include easy access, flexible
operation time, and the delay people experience in trying to utilize government

hospitals in developing countries.

This theoretical model has been adopted to explain the health-seeking
behaviour of slum dwellers in the Lagos Metropolis because of its deepness and

holistic nature. The model encapsulates the socioeconomic factors identified as
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germane to understanding the health-seeking behaviour of slum dwellers in the

Lagos metropolis.

2.3 Review of Empirical Studies

2.3.1 Intervening Variables Affecting Health-Seeking Behaviour of Slum
Dwellers

Health-seeking behaviour can be enhanced and affected in different ways.
The level of empowerment and the availability of/access to health inform&)n can

affect the health-seeking behaviour of people!?3. In low- and -income
countries of which Nigeria falls, the level of one’s education @gﬂ{

cial status are
key determinants among other factors impacting eeking behaviour!.
Education grants access to upward career mobility :@mpowers one to access and
utilize information. Access to quality and,hedith-enhancing information is a
challenge among informal settlement d&s. Some are more concerned with
having their daily meal because@r financial status than using their little
financial resource to buy dgi\& access information from sources like internet
centres, newspapers, he@ agazines, etc. It has been reported that many of the

S

slum dwellers : @low the poverty line, according to World Bank'. Financial

strength aff§

with easiervaccess to financial resources, a positive report has been given about

Ith-seeking behaviour directly and indirectly. In wealthy nations

i\j@&eeking behaviour. Between 40% and 70% of adult Americans use the

\%ternet to seek health-related information?.

Although not conceptualized as a stand-alone factor, Anderson categorises
“information” in his health-seeking model among predisposing factors affecting
health-seeking behaviour®. Accessing viable information can propel an individual to
healthy activities. For example, going for a health check or taking healthy

precautions®>. The importance of information as a vital factor in health-seeking
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behaviour has been established in the literature, but how this information will be
available to all without barriers and discrimination remains unclear??. Considering
the socioeconomic situation of the people living in the urban slums of Lagos
Metropolis, there is the likelihood of finding a large group of people with poor
socioeconomic status®. As a result of the poor status of this group of people, they
may have little or no access to health-enhancing information due to low &cation
and poor purchasing power'?. This may continue to hurt people’s -seeking

behaviour. This part of the research shall comprise other s’e<i s for a detailed

analysis. 0

2.3.2 Household Income and Health Seeking aviour of Urban Slum
Dwellers

Healthcare costs above patients’ or h seekers’ income may impede the
utilization of healthcare services. Spep&ébabove the income of patients in the
utilization of healthcare services\\kgmong the factors prompting urban slum
dwellers to poverty and ill h.@E the incidence of sickness, the households in the
slum settlements, d.ueﬁ@g high cost or out-of-reach cost of accessing structured
health care, ma O@r a cheaper alternative or forgo the utilization of healthcare

servicesz’8 to the limited level of household income among the households and

O\

flﬁb the urban slum, the residents have the option of either paying for

é care services or providing for the family’s basic needs such as food, clothing,
\lmd shelter®. It has been estimated that healthcare expenditure can take as high as

40% of the household budget'*!".

Universal Health Coverage focuses on positive health outcomes and access
to quality health as a global right®. Despite establishing health rights as a universal

right, there are peculiarities in different countries that can encourage or discourage

31



people's health-seeking behaviour. Nigeria is among the countries that support the
affordability and accessibility of healthcare services for all. Nevertheless, many

Nigerians still have discrepancies in health access despite a National Health Policy®.

In many low and medium-income countries, the cost of healthcare services
affects the health-seeking behaviour of the populace, especially the poor'®.
Healthcare costs are as high as 9.1% of household income in India and uWS% in
Nigeria'!. The unreachable cost of healthcare services among the poo@geria can
be related to the negative attitude of many regarding heabﬁe ihg behaviour,
especially among urban slum dwellers. Healthcare cost ges have negatively
affected the Universal Health Coverage (UHC) telz’ . To reduce the health
risks Nigerians face, the National Healt @wance Scheme (NHIS) was
implemented in 2005 to ameliorate the@enge of healthcare costs, which is
affecting the health-seeking beh (Q“ Nigerians'#!5, Although this is a good
move by the Nigerian govem&\this scheme focuses on the formal sector, which
constitutes only 4% of tl%@ lace and neglects the informal sector, for which most
Nigerians fall'®. T@an slums constitute a vital part of the informal sector, and
considering t &!ation around the slum settlements, they may have more health

S

risks®. @

l@ in this research is 2,268,869!718, This fact makes the study of these people’s

\%alth—seeking behaviour critical.

2.3.3 Age and Health Seeking Behaviour of Slum Dwellers

g to the national statistics, the current population of the study

With the increase in chronological age come some physiological and
biological changes in people. This may warrant (but not necessarily) some health

needs in individuals as physiological changes begin to bring discomfort to the body.
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The rising level of non-communicable disease has recently attracted attention in
global health as people age!’. The core of Universal Health Coverage (UHC) is on
providing universal quality health!®. While quality is essential, less emphasis is
placed on the cost of health provision, which can affect people's health-seeking
behaviour. The emphasis on quality and negligence towards the cost of the provision
of Universal Health Coverage (UHC) has made the provision of healthca&services
unaffordable for the poor'. This has made both young and old in IOVG medium-
income countries turn to informal health providers!'®. A similar incidence has been
reported in China as older people engage in self-medicati a onize community
pharmacies for their health needs'®. Relating this to '%among the urban slum
dwellers in Nigeria, there have been reports of h@atronage of informal healthcare
providers compared to structured healthc dBchsl. This is to show the lacuna of
the government health insurance sc % which only concentrates on the formal
sector to the negligence of. th }o‘mal sector?S. The focus of Universal Health
Coverage (UHC) has bee\Gg\cized for not being people-centred. A policy that is
people’s focus will® @een on people’s needs and expectations. Still, the current

monitoring of\br rsal Health Coverage focuses on either diseases or access to
o .
formal e@ie services'?.

,66Older people may have medical needs due to activities and biological
\gfucture changes. Due to costs, more ageing people may turn to informal health
providers or community pharmacies where people get drugs based on their financial
capabilities. This situation may negatively affect the people as victims of drug abuse
or wrong medication'®. The effectiveness of the government’s support or health
policy may bring another dimension to the health-seeking behaviour of the people.

While it may be believed that an increase in age may warrant the frequency of
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healthcare services, this may not be necessary?’. Health-seeking behaviour may not
be significantly related to people’s age. The type of healthcare services people use
may not be determined by age. Other factors such as accessibility, financial
requirement, and gender, among others, may likely affect the health-seeking
behaviour of people than the increase in age?. Going by some empirical information,
age may not necessarily warrant the utilization of healthcare services as both young
and old people may have health needs at different points. This ca@ people’s

friendly health policies to support the health needs of the wo ki(&}1 dependent

populations (old people and children). 0

2.3.4 Education and Health Seeking Behaviour o@ﬁwellers

Knowledge is power. Education give.Q\ccess to information and helps to
advance the social mobility ladder. place of education cannot be over-
emphasised in the social advance?@eople. The level of people’s education can
impact health-seeking beha.&’\&& mong the various socioeconomic characteristics
affecting health-see.k@laviour, education has been repeatedly reported'2!?2,
Education give @16 access to information. Through the accessibility of
informat.iqkﬂgxlividual health seekers or users can appropriate the information to
im O\Qt_bmr health. The role of education as a socio-demographic factor is multi-

sional. The attainment of quality education can lead to social transformation.
Mducation can lead to better economic opportunities. For this reason, the level of
one’s education may significantly correspond to one's financial status (not in all

cases).

Linking education to health-seeking behaviour can overlap between enabling

and predisposing factors in the health-seeking model*. Education can bring about
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empowerment (enabling factor), and it can give access to health knowledge
(predisposing factor) that will affect the health-seeking behaviour of an individual®.
Poor education and inferior health education is one of the causes of poor health in
most urban slums®?. Due to the nature of urban slums, there is the likelihood that
there may be many people with low education as the urban slum settlements are

known to be transition centres for rural-urban migrants who may have migrated to

the city in search of advancement opportunities®’. Based on this 1 Qucational
@fomaﬁon.

status, slum dwellers may be disadvantaged in accessing healt’l<
Where the information is available, there may be deficie c@l its utilization. Low

education may negatively impact income opportgle » Not more than sixteen
tle

percent (16%) of residents of some of the slu

have above secondary school education®: TISBQ a significant issue as education is

ments in Southwest Nigeria

important for social advancement. JEither from the information advantage that

education gives or the ﬁnaxgc{&portunities it gives, its non-availability will
]

negatively impact urban s@ealth-seeking behaviour. Many research endeavours

have also evidenced ole of education as an important variable in health-seeking

behaviour'2®, QQ
2.3.5 @ent Status and Health Seeking Behaviour of Slum Dwellers

O

%’b Employment is important for social advancement, and the type of
\&mployment can significantly impact health-seeking behaviour. People who work in
the formal sector have better access to healthcare services due to the statutory
registration under the National Insurance Health Scheme (NIHS), which allows the
workers to access and utilize quality healthcare services of their choice?.
Unfortunately, the NHIS focuses on the formal sector, which covers not more than

4% of Nigerians®. Many slum dwellers operate within the informal sector, an area
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less focused on by the NHIS>S. Many slum dwellers are either self-employed,
traders, or unemployed>®. The population that is covered by the slum settlements is
around 57.7% of the Nigerian population, and this is likely to increase due to

poverty and the political crisis that is ravaging Nigerian society'.

Irrespective of the residential location of people, health-seeking behaviour
can be positively influenced by the availability of good social support health
policies that give access and utilization of healthcare services indiscr@ely”. The
present level of health-seeking behaviour of slum dwellers @ be taken as
statutory from the people discriminately as the cost has a @n reported to cause

barriers to healthcare services utilization!®. Resea deavours that use UHC as

the basis for assessment of health outcomes g@re challenges as they focus on
eradication of disease or access to forma%(b‘hcare without much concentration on
factors causing less utilization 0@ healthcareb. This evidence may also be
questioned as utilization Ofo@ healthcare services may be less among urban
slum dwellers, but that d@f@t mean non-utilization of healthcare services, as many
may turn to infor@el. This choice of health-seeking behaviour may have been
warranted b&&nancial resources available to the healthcare users'®. This view of
the clﬁi.(.:%\\ff healthcare services utilization may also be worthy of research
ap&%n? Since it is part of the policy of many formal organizations to have health
\%gurance coverage for their staff, most people in formal employment may have
access to healthcare services without any form of barrier. To those in the informal
sector, to which most slum dwellers belong, this is still a barrier due to poor
financial status and weak coverage of the informal sector by the National Health
Insurance Scheme (NHIS)S. If this is not addressed, residents of the informal sector

and slum settlements in the Lagos metropolis will continue to face health risks. It
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has been established that many residents of slum settlements in Nigeria work in the

informal sector®.
2.3.6 Health Needs and Health Seeking Behaviour of Slum Dwellers

Health needs can be explained in two different dimensions. The first
dimension is the need to stay healthy to continue functioning socially as expected of
one®*. This perspective is related to the view of Talcott Parsons, titled Q%her of
medical sociology or sociology of health. The second dimension o @needs is to
rectify or address an illness or disease that has been medi discovered. Parson
addresses this perspective of health needs in explai% ckness as a deviant.
Sickness is a deviant because it stops an individ performing social roles and
duties. To address this deviance, the instituti(@f ealth, which has been given the
functional responsibility to make pealthy, must be consulted with its
professional to fulfil the functione@aﬁon of removing the deviance (sickness)
from the individual. Whileé@iividual is sick, he/she will be fulfilling what
Parson called “the §ic @&’, which will stand as a barricade to performing social

roles. Irrespecti@@w place of residence, it may be argued that people will do

whatever quan under critical conditions to stay healthy or alive.

6 ¢ importance of the need factor has been addressed earlier in the work of
%’téerson“. In this notable model, factors affecting health-seeking behaviour are
categorized into three. Among them is the health needs of an individual. Despite the
low financial status of slum dwellers, researchers have argued that health needs
continue to prompt slum dwellers to seek healthcare services!®. The same research
outcomes and others claimed that many slum dwellers used alternative care services

compared to formal health services!?!. The cause of the need to utilize alternative
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healthcare services may need further scientific investigation as this is a critical
aspect of the health-seeking behaviour of urban slum dwellers. This may also be
attributed to the purchasing power of urban slum dwellers in Nigeria as a group with

poor socioeconomic status!-2!,

2.3.7 Political Economy, Government Urban Renewal Policy, and the
Emergence of Slum Settlements

Attention to the political economy of housing and the role of *(nment

social policy is significant in this discussion of developing sl@lements in

Nigeria. The political economy focuses on the distribution rce resources. For
instance, who gets what, when, and where resources ocated are the basis of
discussions in political economy?. Recent discussi the geography of housing

has been related to this point of the politicalQ\onomy of housing in Nigeria. For
instance, the distribution of housing i?b@eria has been biased as it has been in
favour of the elite class and to the@ment of the lower cadre groups in Nigerian
o L . 5& .
society?®. This situation hasq 1Buted to the emergence of slum settlements since
most of the properties&@xy the Nigerian government are in high-class areas of the

cities where th@@affordable for the lower classes of Nigerian society?’.

;:@tical economy of housing and property distribution looks at how
gov, t

agencies are biased in formulating and implementing housing policies.

é@e policies are detrimental to the well-being and livelihood of the lower classes,
v

as seen in the case of Makoko and Maroko in Lagos State’. A critical look into

housing policies and the distribution of government housing projects in Nigeria will

inform one that these policies/projects are elite-centric®>. Nigeria’s agenda of

government housing has a capitalist orientation with the underlying value of profit

maximization. Lucrative areas around the city centres occupied by the lower classes
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are cleared in the name of urban renewal projects, rebuilt, and sold out to the
political or the elite class. This capitalistic orientation with the basic ideology of
profit maximization has led to the emergence of more slum settlements not only in

Nigeria but the world over?.

In the report by United Nations Habitat, over 860 million people live in slum
settlements all over the world?®. Between 2000 and 2010, a minimum of_6, million
people moved to the slum settlements around the urban centres ye@Q’Vhﬂe the
number of slum dwellers worldwide is growing by less %1 % yearly, the
population growth in Sub-Saharan Africa is growing yea minimum of 4.5%
due to the high inequalities in the African region®’. @g the African countries that
have led in the developing slum settlements a (@1 populations of slum dwellers
are Botswana, Burundi, Cameroon, Cot@ire, Eritrea, Gabon, Ghana, Kenya,
Zambia, and Nigeria. But among t@ , Nigeria has the highest incidence of slum
settlements?>2%, More than 60\ the urban dwellers in these countries live in slum
settlements, and Lagos, @é&' Nigeria's mega-cities, attracts a large sum of rural-
urban migrantsiﬁ@ese people find it challenging to meet the essential living

cost of the %ygey move to existing slum settlements or create new ones. This
choice‘of’}éfd
of.&% dwellers and their health-seeking behaviour®.

ntial location may likely have a negative effect on the health status

\4.3.8 Nigerian Society within the Global Health Discourse: Empirical Analyses
of Health Seeking Behaviour

Sociologists and other social researchers have clearly shown that health and
illness are affected by socioeconomic factors, among which are income, education,
gender, class and age, among others *’. It has been shown that a person's social class,

gender and ethnic background will influence the chances of suffering ill health.
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However, the most obvious is between the rich and the poor. In other words,
between class groups*!. The point of the argument in this analysis is a clear
indication of the role of socioeconomic factors on health-seeking behaviour. Social
class was universally related to mortality and morbidity rates*'. People in the high
social hierarchy have access to better healthcare services, which, in effect, impacts
their health status®. Accessing quality standard healthcare services riuires an
individual to be within the range of the high-income class'. Analys de to the
fact that people in low social classes do not have the income required to utilize
healthcare services since the government hospital, even t oy may be cheaper
to access, services are not widespread'®. This vie s‘heen earlier established*’.
This has resulted in a high mortality rate amt e lower-class people. Some
authorities have also argued the fact of @w utilization and access to health
care services. There is a racial ion for healthcare services utilization*!.

While one may be unable to&sta lish the impact of racial discrimination in
L]

N

healthcare services in Ni@other factors such as religion, class, employment,

gender, and age ha\’@n significantly highlighted in the analysis of health-seeking

behaviou! %42, QQ
‘Mmctors affect health-seeking behaviour, which is found within the

] bric on which a social analysis is based. Among the factors established are:

\/ People in lower social classes were, in some cases, experiencing

comparatively worse health than people in other classes.

. The rate of infant mortality was higher among slum dwellers and lower class

in comparison to other classes.

. There was a strong inverse relationship between social class and mortality rate.
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. An inverse relationship was found in many cases between social class and

morbidity*!.

Mortality and morbidity among slum dwellers and lower classes cannot be excluded
from the socioeconomic factors available to the people*. The working class has
fewer support networks to help them deal with stressful life events such as losing a
partner or status®. In health crises such as epidemics or pandemics, slum \dwellers
will likely have fewer resources to meet physiological and essential n@%d access
healthcare services®. Furthermore, many slum dwellers have%gﬁ( slums due to
unemployment. This significantly influences the mental ysical health of the

slum dwellers, leading to other stress factors such as@er divorce rates**.
2.3.9 Financial Challenge and its ImpaQ\ on Nigerians Health Seeking

Behaviour ’b

Studies of areas where factorieﬁ@% closed in both the USA and the UK
show higher levels of ill heagx\gwcially in the months when the redundant
workers knew they would ’%e unemployed®’. Longitudinal studies show higher
levels of mortality amg&nemployed men®. This is because the unemployed either
have little or t@%s to the utilization of health care services. Authorities have
asked eﬁ\"{)' about the utilization of healthcare services and the socio-economic

®

statb

é&h problems and have a shorter life span**? Some might think that poor people

eople. Why are the poor more likely than the affluent to suffer serious

choose not to take care of themselves. But the fact is that members of the poor
population confront a daily environment containing many health threats than the
environment of the more affluent. Features of their workplaces, community settings,
neighbourhoods, and living quarters put people who are impoverished at particular

risk for health problems*’. For instance, many students of the University of Lagos

41



trek from Bariga to the school because of a lack of financial capacity. Sometimes,
these students in this situation find it difficult to concentrate a few minutes after their
arrival while the lecture may already be going on (personal observation). This
situation results in a short-term mental disorder for students going through the
experience. The argument is that the income available to people determines their

health status and access to healthcare services. \

2.3.10: Environmental Impacts on Nigerians’ Health Seeking Be

Features of slum settlements, neighbourhoods and 11V1 rs contribute
to health problems among poor people 4. Older building e the slum dwellers
are likely to live, may have dangerous materials %asbestos and lead paint,
insects and rodents, and deficient heating and ele@al systems. Skyrocketing rental
costs have forced many low-income famik {b,%)uble or triple up in apartments and
houses*. This also stresses that N@%&/ding of dwellings magnifies stress and
facilitates the spread of infegts&}seases“g. Homeless individuals and Families are
particularly vulnerable to&\ﬁ‘\‘)ss accidents and violent episodes such as mugging
because of their coﬂs@ exposure to life on the streets*®, and homeless shelters pose
a danger such }Qberculosis“g. The rise of slum settlements in the low and medium

region(.o.?&he world may contribute to health risks, and poor socioeconomic

con@'ons may further lead to negative health-seeking behaviour®,

\%3.11 Inadequate Healthcare Coverage in Nigeria

In the National Health Policy of Nigeria 1989, Nigeria "health for all shall be
ensured for all Nigerians in the year 2000'. Currently, in the year 2023, health for all
is not yet achieved. This shows the failure of the Nigerian health sector/policy*’. The
United States spend more money on health each year than any other nation in the

world*!. This has helped to maintain the quality of life and health status in the
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United States. In many African nations, including Nigeria, the healthcare system
does not embrace all these nations' citizens. The health status of many Nigerians is
low compared to other countries in the global West*?. To enhance the quality of
health status in the global West, the nations in this region provide either a national
health insurance system or a system of national health services that covers
everyone*!. For example, the government of the United Kingdom provides for the
health needs of all through the National Health Service (NHS). Legal éQnts of the
United Kingdom are not denied healthcare services because t@annot afford
them?®’. Healthcare in Britain is considered a right. In Ni althcare is treated
like any other commodity in a market economy*’. ¥Qu 8¢t what you can pay for.
.

This stresses the argument that the income a e determines the healthcare

services people receive. b{bQ
2.3.12 Health Care as a Market dity
Factors preventing p.eg&‘rom utilizing healthcare services are numerous.
And because of the Variex(Q\these factors, one may not be able to touch all the
factors. One of thést&iequacies of the Nigerian healthcare system stems from
treating healthcare)as a commodity to be bought and sold in a market system. In the
Unite .‘ﬁ’(& hysicians have long been independent entrepreneurs*!. This fact is
alsc@plicable to the Nigerian healthcare system. People with low income will
\/Q:gys find it challenging to access healthcare services because most medical
doctors always want to live in the area where the rich stay and at the same time have

their offices or consulting centres in these areas of the affluent?’

. This made many
slum settlement residents unable to have easy access to healthcare services

utilization. In the slum settlements and rural areas of Nigeria, the availability of

adequately equipped hospitals is very scarce*.
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Physicians tend to migrate to urban metropolitan areas and their sprawling
suburbs. In such communities, they can affiliate with high-quality medical facilities
that service more affluent households can afford*!. But this also means that people
living in slum settlements of the country, in small towns and reservations, go
underserved*!. Some medical doctors reserve their services for the highly affluent in
a U.S. healthcare development called "concierge or Boutique" medici&These
physicians provide care only to those who can spend thousands of, s a year
beyond their private health insurance premiums*!. Boutique d ct%je ect patients
based on their ability to pay and give them on-call, pampe@’rgtment. Compared
to other doctors, these physicians see far fewer patigats, spend more time with each
of them, routinely call upon the most expens@iagnostic tools and tests, and
provide highly personalized one-on-one @p care*!. Doctors taking this route

may rationalize that, in this way, the use their training to provide the very best

of care. Yet, this emerging he 1@ system dramatically illustrates how healthcare
is linked to economic ineq@

2.3.13 Problems @ealthcare Delivery and Health-Seeking Behaviour in
Nigeria

T.hg:«zﬁld has always been a place of contradictions. It is a world committed

to m(quuality, yet it is full of inequalities; a world of spectacular natural beauty,

s also full of pollution; a world of high ideals and dedication to peace, but it is

\lalso full of records of social injustice and violence; a world of unprecedented
material affluence for some people but it is also a world of poverty and malnutrition

for many*?. It is a world of health for some people and sickness for others. One of

the major problems facing Nigeria and many low-income countries is that of
healthcare delivery**. One explanation for the distorted development of healthcare in

underdeveloped countries such as Nigeria focuses on the consequences of economic
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and political dependency, characteristic of underdeveloped countries in relation to
industrialized countries by providing them with medical care that imitates those
available in the advanced countries which are drawn by a net outflow of capital to
the capital owning and creditor advanced capitalist nations. Therefore, healthcare
design in Nigeria originally circumvented the interest of the common man but

provided for the needs of the elite*2. \

The orthodox medical system imported into Nigeria during the ial period
is still up against formidable odds to alleviate disease and disqn !, The health
problems of the 1940s are still with us today. Essenti edical services are
inaccessible to and affordable to the common m@The medical profession of
underdeveloped countries, like the advanced &@es, obstructs programmes and
reforms in healthcare as they try to pr%’bheir control over medical practices,
status, and income®®. They placed @ssion and members’ interests above those
of the people's need for acces&t’kgr to health services. In Nigeria, medical practices
and access to utility h&nerally remained small elite rights, the priority for

curative rather thga@ntive healthcare*?.

T Nicy of the Nigerian government as related to the health sector

all at@ow WHO speculation in terms of financial budget. This has put the
é g of this sector in the hands of private/profited-oriented individuals who
\ifalaced the cost of accessing healthcare services above the reach of the common man.
Only 1.5 per cent of the total expenditure was allocated to health between 1985 and
1996, compared with an average of 8.8 percent allocated for defence and security
during the same period*. This is about six times the share of health. About 1% of

the annual budget is allocated for health compared with 3% for defence and

security®®. Unlike other African countries, Nigeria allocated less than five percent

45



recommended by the World Health Organization (WHO). For example, between
1992 and 1998, Ghana allocated seven percent for health, Kenya allocated six
percent; Tanzania allocated six percent and Zambia eight percent*?. Therefore, the
healthcare delivery problem in Nigeria is rooted in the nation's political

economy*?°1-32,

2.3.14 Inequalities in Healthcare and Health-Seeking Behaviour in Nigekia

Many factors can be responsible for inequalities in access to . Some of
these problems have been highlighted in the National Health Kdggmlation Policy
1.  Inadequate supply of physicians Q

2. Poor distribution of health facilities QQ
3. Cost of health service gb
4.  Access to safe drinking wat@

5. Access to sanitation &@
N

6.  Shortage of drugs Q

7. Infrastru%@m ities
0

8. Attitud e health workers

. \'
0. %ﬁl}h education strategies

of Nigeria 1989:

@equate Supply of Physicians: As mentioned earlier, medical education in
\4\Iigeria remains elitist, which is mostly accessible to the children of the upper and
middle classes*?. It becomes very difficult for brilliant but indigent students to enter
medical schools because they are very expensive since the government is not
providing support*?. Therefore, medical education in Nigeria is accessible to those
who can afford it. Hence, the physician ratio in Nigeria is about 1 to 10,000

persons*. Even the few available are concentrated in the urban areas, neglecting
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slum settlements and rural areas where more than 65 percent of the Nigerian
populace reside®®. As a result, the lower-class people have no access to qualified

physicians, hence the patronage of quack doctors, herbalists and spiritual homes*2.

Poor Distribution of Health Facilities: The location of healthcare facilities has
been a major source of problems in healthcare delivery in Nigeria’*. Since Nigeria's
policy is curative and hospital-based, healthcare and facilities are not %in the
reach of the poor people who encounter health problems in t y-to-day
subsistence activities. They have little or no access to healt@,(nfd where they
have at all, the cost of such provision is enormous*’. ealthcare facilities'
locations are very far from some communities' @cially slum settlements in
Nigeria. A study conducted by DFRRI discove@hat Nigeria has about 100,000
communities, which were only served by 6%1 health establishments®*. This means
a ratio of one facility to about ten @Qﬂties. Today, the situation is worse due to
poor funding for the health-s@ Most of the health institutions in Nigeria have

N
been closed*. %’\co

Cost of Healt%ﬂ@é‘vice: Studies have shown that among lower income groups,
reduction @netary cost is usually associated with increased use of health care
servicesd®>¥. In Nigeria, the cost of healthcare services is enormous, sometimes out
é&each of the common man. Having patterned Nigeria's health system after the
\ﬁ\merican healthcare system, it became a fee-for-service approach*?. As a result, it is
a matter of "money for hand back for ground" syndrome. Therefore, it is a
commodity rationalized by the price mechanism. In this situation, healthcare service

in Nigeria is primarily for those who can afford it, indicating the capitalist mode of

production. Production of health services is a capitalist venture in Nigeria compared

with the welfarist approach in Britain®®. This is, however, the resultant effect of the
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lower GNP per capital of Nigeria, the source of people's impoverishment, and they

have no access to necessities of life like safe drinking water#>>4,

Access to Safe Drinking Water: What goes into one's body goes a long way to
affect one's health status. Clean water is one of the prerequisites for good health, just
as a clean environment. Increasing environmental degradation and pollution have
rendered water in the slum settlements and many communities in Nigeria.]%lfe for
human consumption. As a result, water has become a commercial @’ odity, the
affordability of which is determined by the price mechanism. J)%y fgerians do not
have access to safe drinking water. The situation has be Q:ritical because it is
becoming increasingly difficult to maintain the @ pipes and procure water
treatment chemicals due to the poor financial co@tion of the government*?. This
situation left the water supply in the hand@ivate operators, which also worsened
the situation. Apart from the co@%ke away" water, there is a poor-quality
control measure to ensure th ty of roadside water supplies by water vendors.

This puts those who can@n fford to buy the so-called "treated" or "pure" water at

high risk®. Q‘Q\A

Access .tg&ﬁtation: Sanitation is a function of income apart from other

det Qeyt factors such as residence, age, sex, education and so on. The sanitation
Q on of many slum settlements, as discovered during this research, is worrisome.
\A—Iigh-class people have access to sanitation than lower-class people**. Following the
colonial policy, the Nigerian elite isolated themselves from the common men and
resided where functional environmental sanitation services were available*?. From
empirical observation, most Nigerians cannot provide basic toilets in their homes.
Some houses in the slum settlements studied in this research use open spaces and

drainage as sources of refuse disposal. In the slum settlements of the Lagos State
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metropolis (Nigeria), the major concern of people is how to get daily bread. When
people cannot eat well, there may be little or no motivation for things that have no
direct and immediate consequences on their lives. In Nigeria, only 35 per cent of
Nigerians (40 per cent urban and 30 per cent rural) had access to adequate sanitation
between 1990 and 19954, In a situation where refuse disposal services are in the
hands of private operators, very few people may be able to afford them, and where
the government is rendering such services at all, it is an epileptic Qence, the
heaps of refuse and human, as well as animal faeces litte ingty: streets, the
consequences of which are environmental pollution and eve ’% poor health status

among the slum dwellers (lower class people) who Gﬁ more than 90 percent

of the Nigerian populace*. Q

Shortage of Drugs and Health-Seek@’aehaviour in Nigeria: Many have
described Nigerian hospitals as r@’gsulting clinics. Since the government of
Nigeria is investing less in.‘u\K' alth sector, which has made access to essential
facilities like drugs bec@g?ue show of the 'fat cats'. This situation has become
problematic recen@ to the government's attitude towards health. In the budget,
while about%&cent is allocated to defence and security, less than 2 percent is

alloca@&ﬁ

g?&bess priority. Due to the high cost of drugs, people tend to patronize roadside

health sector between 1990 and 19952, This shows that health is

\%Jg peddlers and hawkers and fall victim to drug abuse. This situation worsens

daily, with increasing anxiety about economic and political deterioration.

Infrastructural Facilities and Health-Seeking Behaviour in Nigeria: The
disparity in the distribution of healthcare services is still apparent in the south-west
region of Nigeria, from where this research collected its data despite the health

policy expounded in the fourth development plan to reduce inequality in the spatial
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distribution of health facilities in the country®’. This same situation applies to other
infrastructural facilities. Infrastructural facilities and functional health facilities are
ingredients for better health conditions®*. The PHC programme has infrastructural
facilities as a significant component of its operations, establishing DFRRI in 1986%2,
However, DFRRI was to accomplish this objective with an initial allocation of N433
million in 1986 and an increased budgetary allocation of N500 million in &87 This
is an example of failed health policy in Nigeria, as DFRRI a Qny other

government projects developed to date have not solved the, héalth, problems of

&

The Attitude of the Health Workers in Nigeria:@lmpact on Health Seeking

Nigerians*2.

Behaviour: Studies in Nigeria have sho Qt health workers, especially
nurses/midwives, are difficult workers in@%spital setting*?°43338 Their mode of
interaction with patients is straiost occasions. Patients also suffer from
strained relationships among \\é;{\ workers, such as nurses/doctors relationships;
incessant strikes in hosp@ ings are products of the capitalist mode of production
in the health sec%@hﬂe doctors go on strike to press for their rights, other
workers do t Qne, and patients usually bear the consequences of these actions.
When@i&&%ﬁ

np@fndence in health workers and hospital services. Within the hospital setting,

ns, it usually results in high mortality rates*>. Hence, patients have

\%ere is also the problem of favouritism; since health workers belong to a particular
class, they tend to favour friends and colleagues and, in most cases, put aside
professional ethics to embrace bribery. All these favour the elite more than the less
privileged people, which constitutes problems in the wheel of progress in healthcare

delivery in Nigeria.
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Strategies of Health Education and Health Seeking Behaviour in Nigeria:
Health education in Nigeria is a class issue because the elites have more access to
health information than the lower people. Health education mostly comes through
radio, television, and print media, which are more accessible to the elites. On rare
occasions, health workers come to the grassroots to talk to people physically due to a
lack of logistics support*?. Formal education plays an important role in a@ibility
to health education. Studies*>>-® have shown that literacy is QQ‘ctlon of
accessibility to health information. But in Nigeria, where the adulb\literacy rate is as
low as 49%, most elitist classes can read health informationh ve access to radio
and television*>. They have a better understandi %he information being
disseminated. Therefore, to some extent, health @tlon in Nigeria is designed and
channelled through sources that are s(@)urable to the elites. Hence, the
majority of the people who are the %mers have little or no access or knowledge

about matters affecting thems@ their health*,
2.4 Conceptual Fran@ﬁ?(

The slum p(; ion in the Lagos State metropolis are faced with enormous
socioeconomi@ enges that negatively impact their health-seeking behaviour 9.
These °® include poverty, limited access to essential services, failed or poor
soc%amenities, cultural beliefs, and kidnapping . Embarking on a scientific

@raavour that will expand the knowledge and understanding of this critical area is
\/Vital for formulating social policies and developing interventions to address the
peculiar healthcare needs of the population of slum settlements in the Lagos State
metropolis (Nigeria). By exploring the existing literature, it is discovered that
essential parts of the current body of knowledge in the sociology of health and social

sciences, in general, have detailed analyses of the role of poverty, income,

employment status, and education'***°. By synthesising existing views, this research
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investigates the impact of gender, age, and cultural beliefs, which are variables with
potential impact on the health-seeking behaviour of the residents of slum settlements
in the Lagos State metropolis. Further investigation into the impact of gender, age,
and cultural beliefs marks the essential contributory areas of this research to the
existing body of knowledge. From this point, the gap covered by this current

research also emerges.

In line with the focus of this study, Anderson’s conceptua Qework of
health-seeking behaviour has been adapted. This framework further Duttresses and
shows the connection between factors affecting health—seel@ aviour. Variables
in this framework are closely related to what has b nalysed in Kroeger’s
theoretical model of health-seeking behaviour. A% ¢ to this framework, beyond
the improvement or availability of health fa '@s, other factors must be considered
by policymakers. This framework beli at socio-economic factors play critical
roles in the utilization of healthca@/ices. Among these factors are employment
status, religious views, cult t actices, gender, and age, which may affect access

and the type of health erices people use. This framework further supports the
theoretical Vie%§®eger, analysed earlier in this chapter.

x@@
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Figure 2.2: Anderson’s Concept
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2.5 Summary of G

health-seeking behaviour reveals numerous crucial conclusions and exposes
significant gaps in knowledge. The analysis emphasizes the indisputable impact of
socioeconomic factors, such as income, education, employment, and access to
\healthcare, on a person's health-seeking behaviour. Lower socioeconomic level is
frequently linked to delayed or insufficient healthcare utilization. People with lower
incomes and educational levels frequently encounter substantial healthcare obstacles.
These obstacles include a lack of transportation, low health knowledge, and financial
limitations. The review emphasizes the presence of healthcare disparity.

Socioeconomically deprived populations are more likely to disregard medical advice
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and postpone seeking healthcare and treatment for illnesses. Health-seeking
behaviour and socioeconomic level have a complicated link. Because of the many
interconnections involved, it is challenging to identify a single cause and effect.
Cultural and social norms also influence health-seeking behaviour. These elements
may either increase or decrease the influence of socioeconomic status. Due to poor
socioeconomic factors, health-seeking behaviour is worsened by disparities in
healthcare infrastructure, quality, and accessibility. According to the analysis,
resolving these discrepancies requires several policy actions, including healthcare,

education, and economic reforms.

While there is a link between socioeconomic status and health-seeking
behaviour, there is a need for more research to determine the causal mechanisms and
pathways that link these variables. Understanding how these factors interact can
inform more effective interventions. Current research often focuses on individual
socioeconomic factors in isolation. There is a need to explore the intersectionality of
multiple factors, considering how they collectively impact health-seeking behaviour.
Many studies (reported) including this are cross-sectional, which limits the ability to
conclude the long-term effects of socioeconomic status on health-seeking behaviour.
More effective interventions may result (from longitudinal studies) from
understanding how these elements interact. Future research should examine the
intersectionality of many factors, considering how they affect behaviour related to
seeking health. Evaluating the effectiveness of interventions to mitigate
socioeconomic factors' impact on health-seeking behaviour is a gap in the literature.
Identifying successful strategies is crucial for improving healthcare equity. Most
research has been conducted in high-income countries, creating a gap in our

knowledge about how these relationships play out in low and middle-income
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settings. Expanding research to include a more global perspective is essential. The
review primarily focuses on socioeconomic and structural factors. There is a gap in
the literature regarding evaluating interventions intended to lessen the effect of
socioeconomic factors on health-seeking behaviour. Finding effective tactics is
essential for enhancing healthcare equity. Scientific knowledge of how these
linkages operate in low- and middle-income settings is lacking because most
research has been done in high-income nations. It is crucial to broaden the research
to incorporate a broader global viewpoint. Many available literature concentrates on
structural and socioeconomic aspects. More study is required to understand how
social elements, like culture, religion, gender, group philosophies and health
attitudes, mediate the link between socioeconomic position and health-seeking
behaviour. The impact of technological developments such as telehealth and mobile
health applications on health-seeking behaviour in the context of
socioeconomic inequalities is an emerging area that warrants further research.
Addressing these knowledge gaps will help better understand how socioeconomic
factors influence health-seeking behaviour and help develop more -effective

strategies to reduce health disparities.
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Chapter Three
Methodology
3.1 Research Design

This study adopted a cross-sectional research design utilizing the mixed
methods approach involving collecting quantitative and qualitative data. The survey
research method provides a broader coverage of the situation under study and is fast
and economical. The cross-sectional (survey method) was selected ause it
enabled the researcher to collect data from the study populatio @%neously,
analyse it, and make inferences based on the data collected. T@gfis descriptive,
and by this, factors affecting the health-seeking behavi Qlum dwellers of the

Lagos state metropolis are analysed through univa @ bivariate, and multivariate

statistics. In contrast, the qualitative data wa@aased using content and thematic

analysis methods. 6’6
O

3.2 Population of the Study @

The respondents for this séu9 \re selected from the slum dwellers in Apapa,
Ajeromi-Ifelodun, La&@}and, and Shomolu LGAs of Lagos State. The principle
of social inclu%@observed while conducting this research. For this reason, the
study was,&discriminative. Every individual within the population of study who
sati 1&% criteria for the study population was included based on availability. The
é@wnden‘ts for this study comprised males, females adults aged eighteen (18) years

\/and above willing to participate and who had valid information needed for this study.

The study areas or locations where the population for this research were
selected are slum settlements in Lagos State, Nigeria. Lagos is one of the
metropolitan cities in the western region of Nigeria. Lagos State was created in 1967
through the States Creation and Transitional Provisions Decree No. 14 of 1967,

which restructured Nigeria into 12 states. The State has five administrative divisions:
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IBILE (Ikeja, Badagry, Ikorodu, Lagos Island, and Epe Division). Lagos was the
Federal Capital Territory before the seat of the national government was moved to
Abuja on 12" December 1991. Although Lagos has ceased to be Nigeria's capital
city, it remains Nigeria's commercial hub. Lagos state's correct population has been
controversial because Lagos State and Federal Government figures are at variance.
Even researchers and social investigators are not in agreement on the population of
Lagos State. Hence, the estimate of the 2020 population of Lagos Statqﬁs from
14.3 million to over 20 million!?. Whether 14.3 million or 20 miﬁge common
view among social researchers and demographers is that L ’o&étate is among the
fastest urbanized states in Nigeria, alongside Kano, Ab!% ort Harcourt. Lagos
is the most populous city in Africa and is project @Ve a population growth rate
of 3.3% annually'. The leading cause of popwlatiofi growth in Lagos State can be
attributed to the challenge of uncontrolle@rg—urban migration. It is estimated that
a minimum of 6,000 new migranta{@%agos daily, and Lagos usually receives an
estimated migrant figure of 70{\' annually?.

It is estimated th@ifd?)s has over 1500 slum settlements*. For the limitation
of resources, this p y study was conducted within four location government areas
in Lagos State%re some of the slum settlements in Lagos State are situated. The
select .I®Vemment areas are Ajeromi-Ifelodun, Apapa, Lagos Mainland, and
Sm@l Local Government Areas. At least 15 slum settlements are in these local

\/% ernment areas®. The four selected Local Government Areas are part of the local
councils in the Lagos State metropolis, and this is the rationale for their purposive
selection. These four local government areas occupy about 87.0 km2, with an
estimated population of 2,268, 869%7. Notable among these slum settlements are
Amukoko, Ago-Hausa, Olodan, Badia, Otto, [jora, Makoko, Oko-Baba, Oko-Agbon,
Abule-Nla, Mosafejo, Bariga, Abule-Ijesha, Ilaje, Pedro®. The target population were

sampled from four (4) slum settlements purposively selected from four local
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governments within the Lagos metropolis. The areas purposively selected are
Amukoko from Ajeromi Ifelodun LGA, Bariga from Shomolu LGA, [jora-Badia
from Apapa LGA, and Makoko from Lagos Mainland LGA. Respondents' opinions
from these settlements were canvassed with the questionnaire and in-depth interview
guide.

The exact population figure of some of these slum settlements is not
documented, but as reported, at least 60% of urban dwellers in many ci & West
African countries, including Nigeria, live in one of the slum settle@@ Threading
upon this assumption of 60% of urban dwellers living in sl tlements, it can be
argued that more than half of the estimated population % our local government
areas of interest for this study live in one of th § settlements. This is used,

therefore, as the basis upon which the sample this study was drawn.
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Figure 3.1: The Study Location Comprising Slum Settlements to be Studied.

Source: 3

3.3 Sample and Sampling Techniques
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This research adopted non-probability sampling (purposive, quota, and
accidental) methods to collect qualitative and quantitative data for this research. The
rationale for this choice is based on the non-availability of a probable sampling
frame for the study population. The researcher studies four local government areas
from where four slum settlements were purposively selected. The quota sampling
principle was applied, by sampling the opinion of one hundred respondents from
each of the slum settlements. The respondents (adults 18 years a % were
selected within the slum settlement areas: Ijora-Badia, M k&o‘, ariga, and
Amukoko’. Only adults (residents who are eighteen &nd above) were
purposively selected for this research. The principle, ofN\accidental sampling also
played significant roles as the researcher only@) ed the opinion of those who
were available as at the time of the res I%Qld who have valuable information
related to the needs of the resear % estimated population for the four local

N

government areas is 2,268, 869%% m this figure, 400 (100 from each of the slum
settlements) respondents ({@S) were purposively selected. This sample size was

determined using th&aro Yamane modified sampling formula!!. The sampling

N

n=
¢)’
O
\9 n = sample

N = Area population: the official figure for Ajeromi-Ifelodun, Apapa, Lagos Island,

and Shomolu, according to the federal government figure, is 2,268,869% 7.

(e)? = (0.05)

n= 2,268,869
1 + 2,268,869 (0.05)?
n= 2,268,869
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2,268,869 (0.0025)

n= 2,268,869
5,672.1725
n =400

Sample size =400

The targeted sample size that was used for this study was four hundred (400) slum
settlement dwellers from the listed four local government areas (Apapa, Ajeromi-
Ifelodun, Lagos Island, and Shomolu Local Government Areas) in Lago e. Four
hundred (400) questionnaire was distributed to four hundred slu @lers in the
study locations (100 from each local government area). “Along with the 400
respondents selected and used for this study, 16 in—deptl@ ew participants were
purposively selected to generate the qualitati . These include medical
practitioners, four alternative care practitionerﬁﬁfomal healthcare service users,
and four alternative care users. These in—nterviewees were selected from each
local government area used in th \%arch. For the in-depth interviews, sixteen
participants were selected: T@formal healthcare users, four formal healthcare

users, four informal hcare practitioners, and four informal healthcare

practitioners. QQ\

3.4  Des T(xon of the Research Instruments

is research used the questionnaire and the in-depth interview guide as the
@%llection instruments. Using a questionnaire enabled the collection of large
\lluantitative primary data useful for this study. The questionnaire developed for this
study was distributed among slum dwellers in the selected locations. Those outside

the jurisdiction of the selected study locations were not questioned for their opinion.
The questionnaire was given to those purposively selected for this study using non-
probability sampling techniques. The questionnaire was carefully constructed in line

with the research objectives and hypotheses. To complement the weakness of a
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structured questionnaire, in-depth interviews were conducted. An in-depth interview
guide was designed, which allowed the researcher to question and probe respondents
regarding the research's subject matters.

The questionnaire comprised two (2) sections. Section A solicited socio-
demographic data that constituted the independent variables, while section B sought
responses on the research objectives and captured data about the dependent&ariables.

The questionnaire was designed to capture the socio-demographic inf@on of the

,\(,

3.5 Validity of Research Instrument %0

To test the validity of the research mst% r this study, a pretest was

respondents and their responses to health-seeking behaviour.

conducted using Oworoshoki, a slum settle Lagos State, different from the
ones purposively selected for this resear@%e outcome of the pretest proved the
strengths and weaknesses of the re@ instruments before the main data collection
for the study. Given this, neé@adjustments were made to the instruments before
the final research efld&@gx For the pilot study, forty (40) questionnaires (10% of
the determined size) were distributed among the participants. In contrast,
four in—d.eg\" terviews (25% of the planned in-depth interviews) were conducted to
test th@dity of the research instruments (questionnaires and in-depth interview

. To further ascertain the validity of the research instruments, the project

\Aupervisor and other experts in the department were consulted to develop a perfect

instrument for this research.

3.6 Reliability of the Research Instrument
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To test the reliability of the research instruments for this study, a pre-test was
conducted with the planned instruments used for this study. This helped to validate
the reliability of the research instruments and minimize outcome errors because of
the weakness of the research instruments. For the pilot study, 40 respondents were
used as the pre-test samples. Data collected using a questionnaire was analysed with
SPSS and R (an advanced quantitative analysis software).

The reliability score of the data can be explained along t Qes of the
regression analysis computed for this research (see chapte @ The model
explained 57.3% of the variance in healthcare service n in the last 12
months. This indicates that the model has moderate gxplahatory power in predicting
healthcare service utilization based on the incluredictor variables. The overall
prediction accuracy of the model stands @in correct cases. This suggests that
the model has a high level of ac Q&n classifying individuals into those who

utilize healthcare services and t@ho do not.
3.7 Methods of Dat @ectlon

The re instrument (questionnaire) was distributed to collect
quantltatlve Qom the selected sample of respondents for the study. In-depth
Q/\vere conducted to collect qualitative data useful for the study. The in-

nterview participants include healthcare practitioners (formal and informal)

\And healthcare users (both formal and informal healthcare users) knowledgeable
about healthcare usage in the slum areas. Combining these two data collection
methods added value to the outcome of this study. The administration of the research

instruments was done through face-to-face research administration. Although this

method has its challenges, it remains the most reliable means of data collection,
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especially in low and medium-income countries, among which is Nigeria. This is the

basis for its adoption to collect data for this study.

The research instruments were administered differently within the same
period of the data collection. However, the quantitative instruments were
administered first before the collection of the qualitative data. Firstly, the
quantitative data were collected with the use of structured questionnaire. While
collecting the quantitative data, knowledgeable respondents Were® ified who
have valuable information that would be useful for the res@gﬂne consent of
these respondent were sought, and at a later time, o Q)ne interview were
conducted with the respondents to collect the quali ﬁa used in the research.
The respondents interviewed for the qualitative dataswere selected among within the

same study location where the quantitativ@were collected.

Due to the volume of data\@rgd for this report, the services of research
assistants and fieldwork cog Ath was employed who worked with the principal
research in the col}e&%‘xf the research data. The research assistants who are
professional da @k:ctors were further given special training to understand the
needs of st&research. The research’s orientation guided the collection of the
resg@a in each of the slum settlements that was studied, and the principal

é@ Cher coordinated the data collection activities to ensure the set objective of the

\lfesearch was met.

3.8 Method of Data Analysis

The quantitative data were analysed using univariate, bivariate and
multivariate procedures, and the results were displayed in frequency, percentage,
and multiple regression. This warranted the development of predictive models

68



relevant to explaining health-seeking behaviour among urban slum dwellers. The
Statistical Package for Social Sciences (SPSS) version 16.0 was used to analyse the
primary quantitative data collected for the study. In testing the hypotheses, binary
logistic regression was used to test the relationships between the independent
variables (IVs) and the dependent variable (DV). The rationale for the use of binary
logistic regression is based on its effectiveness in testing dependent variables that
have two layers of responses®>!?. The dependent variable of the res Qw ich is

health-seeking behaviour, has two layers of responses (yes a’ni . T his warrants

the use of binary logistic regression and correlational as viable statistical

tools for confirming the research hypotheses. Q

The content analysis and thematic methed were used to analyse the
qualitative data. This method allows re%%ers to extract qualitative responses
from research participants and us@ extracted statements to answer research
questions, as stated at the begt g of the study. This method is common among
anthropologists and etk@f%hers but is also useful for sociologists and other

°®
professionals in so@ences and humanitarian disciplines.

3.9 @pproval
O

%fb Embarking on this research was not without the proper approval and the
\/authorities and lecturers in the Department of Sociology, Lead City University,
Ibadan, Oyo State. Research instruments which were used to collect used for the
report were viewed, corrected, and amended by lecturers and the supervisor of this
thesis. Ethical principles such as informed consent, anonymity and confidentiality
were taken seriously in this research. Participants for this study were duly informed

of the purpose of the research, which is to contribute to the body of scientific
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knowledge. The respondents' identities are concealed in this report as part of the
ethical rules in social sciences research. The permission of the communities’
authorities in the slum settlements was sought for smooth research activities in the

study locations.
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Chapter Four

Results and Discussion of Findings

4.1 Presentation of Data

This chapter presents the results and discusses the findings concerning the
social context of the study and the results of previous sociological research on
health-seeking behaviour. Factors affecting health-seeking behaviour are q&lien to
the social fabric of the society in which they are found. The @Qaconomic
conditions of slum settlements, which are critical factors affeg%g(-hl utilization of
healthcare services, are highlighted by the findings o tudy. For a robust
analysis, qualitative and quantitative data coll ring this research are

systematically presented for a logical discussion @nformed scientific decision.

Interpretation of Table 4.1: Sb

Table 1 below shows the 3\ ographic data collected for this research.

The sex distribution of the ré\g{' ents shows that 48% were males, while 47.3%
were females. Of the r@%ﬁ?ents, 4.8% did not specify their gender. This shows
slightly more q&@an females among the respondents. The data on age
distribution shows that 48% of the respondents are in the youthful age group,
betwe@s§8 and 35 years, while 39.8% can be categorised as middle-aged

b ages 36 and 55. About 10% of the respondents are in the old age group, 56
\%ars and above. The findings show that the slum areas comprise a large population

of working-age people.

Data collected on the educational status of the respondents shows that 5% of
the respondents have no formal education, and 39.3% of the respondents have
primary education or some attended secondary school without graduating. About

40% have attained the status of senior secondary school certificate holders. Less
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than 15% (14.5%) of the respondents claimed they had attended tertiary institutions,
while 1.5% did not specify their educational status. This shows that many
respondents (79.1%) have not attained tertiary education, which is in consonance
with the educational status expected in slum areas. Yoruba is the dominant ethnic
group, with 58%, followed by the Ibo/Igbo ethnic group, with 18.8% of the
respondents. The Hausa ethnic group comprises only 3.5% of the respondents.
Respondents from other ethnic groups in Nigeria are 17.8%; only o Qondent is
a foreigner from another African country. This data sho& at, most of the

respondents for this research are of the Yoruba ethnic gro§0
whi

Of the respondents, 11.3% are unemplo;@ le 12.3% claim to be
employed. The majority, 75.5% of the respon e@:laimed to be self-employed or
have a business. Less than 2% (1.5%) respondents for the study did not
specify their employment status@fg be inferred from this data that most
respondents for this study a@ployed in the informal sector of the Nigerian
economy. Over thirty-ej rcent (38.5%) of the respondents for this study are

single, while 48.3@ currently married at the time of this data collection. The

divorced or gl ed group among the respondents comprises 2.8%.

G;h}table shows that 11.8% of respondents have a household size of 1-3
&

&

embers. Another 20.8% of the respondents claimed to have a minimum of seven (7)

rs; the majority of the respondents, 66%, have household size of 4-6

people in their household. The finding suggests that fertility rates are still high in the
slum settlements of the Lagos State metropolis. Religious affiliation of the
respondents indicates that 31% are Christians, while 42.3% are Muslims. Traditional

worshipers among the respondents are 4%, while about 22% of the respondents did
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not specify their religion. This shows that the number of respondents who are

Muslims in this research is higher than others.

Table 4.1: Percentage Distribution of Respondents by Socio-demographic
characteristics

Variables Frequency Percent
Sex

Male 192 48.0%
Female 189 47.3%
Missing Value 19 4.8%
Total 400 100.%
Age O
18-35 192 c~8}%
36-55 159 '\39.8%
56 and above 41 0 10.3%
Missing value 8 % 2.0%
Total 400 Q 100.0%
Educational Attainment Q

None 20 5.0%
Below SSCE/Secondary School 157 Q 39.3%
SSCE/Secondary School 1 ’b 39.8%

Tertiary ;6 14.5%
Missing value 1.5%
\ 400

Total 100.0%
Ethnic Group ) @
Yoruba .\(') 232 58.0%

Ibo/Igbo . Q% 75 18.8%

Hausa 14 3.5%
Other tribes fro @ria 71 17.8%
Foreigners @ other African 1 3%
countries
Missi w’{tq.e 7 3.5%
Total G_/ 400 100.0%
yment Status
mployed 45 11.3%

mployed 49 12.3%
Self-employed/Business 301 75.3%
Missing value 5 1.3%
Total 400 100.0%
Marital Status
Single 190 38.5%
Currently married 193 48.3%
Divorced and widow/widower 11 2.8%
Missing value 6 1.5%
Total 400 100.0%
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Table 4.1 Continued

Number of People in the Household

Below 3
Between 4 and 6
7 and above
Missing value
Total

Religious Affiliation
None

Christianity

Islam

Traditional

Missing value

Total

Monthly Income
N50,000 and less
N51,000 — N100,000
N101,000 and above
Missing value

Total

Estimated Daily Spending
Below N1,700
Above N1,700
Missing value
Total

Sector of Employment
Informal sector

Formal sector . *@

Not currently workifig"th any sector
Missing valu &

Total

Daily '@s
Full heusewife and nursing mother

pplicants
Missing value
Total

N

47
264
83

400

87
124
169
16

400

400

311
36
34
19
400

46
30
32
269
14
9
400

&
O

11.8%
66.0%
20.8%
1.5%
100.0%

21.8%
31.0%
42.3%

4.0‘VQ
1.0

58.0%
31.3%
6.3%
4.5%
100.0%

9.8%
87.5%
2.8%
100.0%

77.8%
9.0%
8.5%
4.8%
100.0%

11.5%
7.5%
8.0%
67.3%
3.5%
2.3%
100.0%

Source: Researcher’s Fieldwork, 2023

According to data collected on monthly income, 58% of the respondents

claimed to earn no more than N50,000 monthly, while 31.3% claimed they earned

between N51,000 and N100,000 as their monthly income. Of the respondents, 6.3%
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claimed they earned a monthly income of N101,000 and above, while 4.5% did not
specify their monthly income. This finding implies that most of the respondents or
residents of slum settlements are low-income earners, as 58% claimed to have a

monthly income of not more than N50,000.

Of the respondents, 77.8% claimed to be working in the informal sector of the
Nigerian economy, while only 9% claimed they were working in the formal sector of
the economy. Those who were currently not working at the tix@% the data
collection were 8.5% of the respondents, while 4.8% of the{resperidents did not
specify their sectors of employment. This shows that th @mal economy is the
leading sector providing a haven of employmentthe majority of Nigerians.
Information on daily activities reveals that 67.3% of the respondents reported
themselves as working; 11.5% claimed t@%ﬂl housewives and nursing mothers,
while 7.5% claimed to be student@ percent of the respondents claimed to be

learning trades (apprentice)s KB'%S% reported that they were applying for jobs at

the time of the data colle@ﬁ?
Healthcare S@tilization
0

Interpretatiﬁ able 4.2:
(!é@ .2 below presents the distribution of the study respondents by

hea@are utilization in the last 12 months. According to the results in the table,
\/%% of the respondents for this research claimed they had utilized healthcare
services in the last twelve months before the research. Among the respondents, over
17% claimed they had not used healthcare services in the last twelve months. The
type of healthcare services preferred by respondents was also investigated in this
research, as displayed in Table 4.2. From the responses, over 23% preferred

traditional and spiritual care services whereas, 51% preferred orthodox medicine;
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21% prefer both spiritual/traditional and hospital/clinical care; over 2% did not

respond to this question.

Respondents' opinions were sampled on reasons for utilizing their healthcare
services. The results shows that 11% of the respondents reported that their choice is
influenced by cultural/traditional or spiritual beliefs, while 50% claimed their
healthcare services utilization is based on socialization — what they % been
introduced to and used to. Among the respondents, 12% used hea@% services
based on the availability of the services, while 22.8% claiw i choices have
been influenced by affordability. Respondents were whether they had
experienced sickness in the last twelve months b the survey, 77.5% of the
respondents affirmed while 21% said they ha @xperienced sickness, and 1.8%
did not specify their health status in the 6%2 months. Further, respondents were
asked if they have a disease in@%dy which may require regular medical
attention. Of the respondent&&?) said “Yes”, while 87.3% said they have no
disease in the body that @quuire regular medication.

To prob @ﬁ the respondents were asked if they had been diagnosed
with any @@e in the last 12 months before collecting this data. Among them,
72. %cg'd they have been diagnosed with a disease or infection in the last 12

s, while 24.8% said they have not. This finding suggests that the prevalence of
\tﬂisease in the slum settlements of the Lagos State metropolis is high, given the
overwhelming percentage of the respondents who had been diagnosed with a disease.
Among the respondents, 61.8% had been diagnosed with malaria, 5.3% said they
had been diagnosed with high blood pressure, 2% said they had been diagnosed with
tuberculosis, and 3% said they had been diagnosed with diabetes;17.5% said they

had been diagnosed with other types of diseases not listed among the categories. Of
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the respondents, 10.5% did not specify if they had been diagnosed with any disease

in the last 12 months before collecting this data.

On the kind of healthcare services needed in the community, 48.5% of the
respondents said they wanted formal healthcare services in the communities, such as
hospitals, clinics, or health centres. In comparison, 4% said they wanted traditional
or spiritual care centres; 24.5% said both traditional/spiritual .{e and
hospitals/clinics are needed in the communities of this study. Some@umrising
(21.5%) of the respondents felt they needed no health&gﬁlities in the
communities of this study. A question was raised if respo have enough of the
healthcare facilities needed in the communities his study; only 34.5% of
respondents replied in affirmative, while the m. '@ (63.7%) said they did not have
enough of the needed healthcare facili%% the communities of this research.
Virtually all the respondents (93.5@’Qved that if the needed healthcare facilities
are provided in the commurﬁt& ore people would utilize the healthcare services.

N

A few (2%) of the resp%q are of the opinion that the availability of healthcare

facilities in the co@m ty may not improve the level of utilization among the slum

settlements. @
[ ]

@}uestion on the main obstacle to the utilization of healthcare facilities in
@nmunity, 50.7% mentioned the cost of accessing healthcare services. Another
\47.8% said the attitude towards healthcare services could be a barrier or
discouragement to utilising healthcare services, and 9.5% mentioned distance as a
barrier. Another obstacle mentioned is the belief and tradition of the people (4.8%);
5.8% mentioned other reasons. From this analysis, the cost of accessing healthcare

services is a significant factor affecting healthcare services utilization, as most of the

respondents for this research claimed. This study shows that only 4.3% of
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respondents utilize healthcare services monthly, while 57.8% only utilise healthcare
services when needed, e.g., when they are sick or diseased. Among the respondents,
18.3% of health facilities said they regularly use medical facilities for check-ups,
and 18.3% use health facilities infrequently. From these findings, it can be inferred
that most slum dwellers utilize healthcare services only when there is a sickness or

disease, mainly because of healthcare services cost. \

O
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Table 4.2: Percentage Distribution of Respondents by Healthcare Services

Utilization

Variables Frequency Percent
Utilised healthcare service in the last 12 months

Yes 324 81.0%
No 69 17.3%
No response 7 1.8%
Total 400 100.0%
Type of Healthcare Utilised

Formal 173 43.3%
Informal 29 7.2% \
Both 168 42. OQ
No response 30

Total 400 < 0s '
Which do you prefer, traditional healthcare services or ho;&
Traditional/Spiritual Care Services 95 23. 8%

Hospital or clinical care 204 @ 51.0%

Both 84 21.0%
None 7 1.8%
No response 10 Q 2.5%
Total 400 100.0%
What made you utilise the healthcare ser Qlou utilised?

Because of my traditional/cultural, ;b 11.0%
and spiritual beliefs

Because that is what is availa 3@ 12.0%
around me

That is the care servicee %\ 200 50.0%
introduced to, and I ha %

using it

That is what I can afﬁ@ 22.8%
No response 17 4.3%

Total N : 400 100.0%
Have you e ced any sickness in the last twelve (12) months
Yes 3\' 310 77.5%

gy«{ 84 21.0%
No se 6 1.6%
@ 400 100.0%
@0 you have a sickness/disease that requires medication from time to time?
\/Yes 44 11.0%
No 349 87.3%
No response 7 1.8%
Total 400 100.0%
Have you been diagnosed with any disease in the last 12 months e.g high blood
pressure, tuberculosis, malaria, diabetes
Yes 291 72.8%
No 99 24.8%
No response 10 2.6%
Total 400 100.0%
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Table 4.2 Continued
If yes, which one of these?

High blood pressure 21 5.3%
Tuberculosis 8 2.0%
Malaria 247 61.8%
Diabetes 12 3.0%
Others 70 17.5%
No response 42 10.5%
Total 400 100.0%
What type of healthcare services do you think is needed in this community?
Hospital/Clinic/Health Centre 194 48.5%
Traditional/Spiritual Care 16 4.0% \
Both 98 24.5%
None 86
No response 6
Total 400 IXS 00.0%
Do you have enough of this wanted health facility in t i unity
Yes 138 QF 34.5%
No 255 63.7%
No response 7 Q 1.8%
Total 400 Q 100.0%
If this health facility is provided in this cowgu ity, will it make more people
use healthcare services? fb
Yes 37% 93.5%
No (70) 2.0%
No response 8 4.6%
Total 400 100.0%
What is the main reason y¢ not use a healthcare service?
The cost of the service \(9 203 50.7%
My belief and traditio Q 19 4.8%
Distance of the hea'l&%e service 38 9.5%
The attitude healthcare 111 27.8%
workers 6
Others 23 5.8%
No re 'mo@ 6 1.5%
Total (/ 400 100.0%
H ften do you utilise healthcare services
month 17 4.3%
y when there is a need 231 57.8%
\/For a scheduled medical check-up 73 18.3%
Not frequently 73 18.3%
No response 6 1.6%
Total 400 100.0%

Source: Researcher’s fieldwork, 2023
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Thematic Analysis of Health-Seeking Behaviour

Thematic analysis in research is a type of analysis in which the researcher
studies responses from a set of respondents and identifies themes from the responses
in line with the research focus or objectives. This research is designed to critically
discuss the socioeconomic factors affecting health-seeking behaviour in the Lagos

State metropolis. The themes to be analysed in this qualitative section will jostle

along the corridor of these variables of interest. Q\
Interpretation of Table 4.3: Q/
A. Themes from Type of Healthcare Services Used by R ent

As Table 4.3 below shows, qualitative data from the res@s have been designated
along thematic areas for easy understanding emes extracted from the
responses are categorised into formal heal@are, traditional healthcare, and
herbal healthcare. Types of healt@sewices that are used in the slum
settlements of the Lagos State met%\&s are influenced by many factors. Due to the
socioeconomic conditions OE%Q gos State metropolis dwellers, some use formal
healthcare, which c.arﬁ%ﬂmary healthcare centres or hospitals with various units
for both in an%Q\tlents. Since there is no restriction on the types of healthcare
services t e Lagos State metropolis slum dwellers can utilize, some respondents
clai&&&y use traditional healthcare and herbal cures when sick. It is also evident

N

respondents use orthodox medicine (hospital or health centre) and traditional and

e responses that healthcare services are not rigidly used along a path, as some

herbal medicine.
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Table 4.3: Thematic Analysis of the Type of Healthcare Service Respondents

\%

Prefer
S/N  Excerpts Preliminary codes Codes Themes
1 I use only medical Medical healthcare = Formal Formal
healthcare services. service healthcare healthcare.
2 I use the healthcare Healthcare centre Formal Traditional
centre. healthcare healthcare.
3 Hospital and Hospital and Hospital Herbal cure.
traditional healthcare. traditional Traditional
healthcare \
4 Traditional Traditional Traditional Q
healthcare. healthcare Q
5 Traditional healthcare Traditional Tradition (J
healthcare
6 Traditional Traditional Traditi
Healthcare healthcare
7 Herbal/traditional Herbal/traditional al
healthcare. healthcare raditional
8 I use herbal Herbal healthc Herbal
healthcare services. 6’6
9 Herbal. Herbal (b Herbal
10  Medical healthcare Me&i\&@ealthcare Formal
services. healthcare
11 Herbal healthcare &1 healthcare Herbal
service. \(—)
12 Formal healthca&% Formal healthcare Formal
Q healthcare
13 HospltaQ Hospital Formal
% healthcare
14 sgb althcare Formal health care =~ Formal
ces (hospital). (hospital) healthcare
b»prefer to use formal Formal healthcare =~ Formal
healthcare service. healthcare
Formal healthcare Formal healthcare Formal
service. healthcare

Source: Researcher’s Fieldwork, 2023
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Interpretation of Table 4.4:
B. Themes from Healthcare Services Used by Slum Dwellers

Table 4.4 presents the results of the thematic analysis of healthcare used by people
in the slum. As can be noticed, the first question is personalised to the respondents.
In contrast, the second question is based on the respondents' observations regarding

knowledge of the types of healthcare services people use in the locations of this
research. Three themes were delineated: Q\
Formal healthcare, herbal healthcare, and traditional/spiritl@mes. Many
factors influence the usage of healthcare services in slum s@n nts. For example,
the more educated in the areas use formal healthcare serviees because they believe in
the effectiveness and specificity of the treat 6

formal healthcare services, the educatedére@ents also used healthcare services

not only when they were sick but also utine medical check-ups. Other factors,

diseases. Apart from using

such as upbringing and affordabi %also play essential roles in utilising healthcare
]
services among the reside@ue to the influences of some of these factors, some

utilise herbs and 't@%’nal medicines to treat whatever illnesses they may

R
x@@
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Table 4.4: Thematic Analysis of Healthcare Services that People in the Rural

Settlement Use
S/N  Excerpts Preliminary Codes Themes
codes

1 People in this Formal Formal healthcare =~ Formal
community use healthcare healthcare.
medical and herbal Herbal care. Herbal care.
healthcare services Herbal care. Traditional/sp
based on their iritual care
choices. homes.

2 We use herbal and Herbal care Herbal care
medical care Q
services in this Formal Formal healthcare. Q
community. healthcare. (J

3 Formal and Hospital Formal healtheﬁ&
informal
healthcare services Traditional Tradltl
(hospital and healthcare. healthca
traditional care. Q

4 Most people prefer Hospital ealthcare.
to use hospital.

5 They prefer both,  Formal rmal healthcare
but I will say they healthcare
use traditional Traditional
healthcare services Trad healthcare.
mostly. heal

6 “Informal . hgonal Traditional
healthcare hCare healthcare.
(traditional)” '\

7 People aroun: F ormal Formal healthcare

healthcare

&

10

8 @j
§ ir choices in

here use b \
medical a erbal
healtgsar

dy has

this community. |
do herbs mostly.
Herbal healthcare
I think because of
the amount of
customers we get
on a daily basis.
Medical
healthcare.

Herbal care.

Herbal care.

Herbal
healthcare.

Medical centre.
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Table 4.4
Continued
11 Ino gofit talk for ~ Herbal care. Herbal care.
people oo, but as
for me, na alagbo
me prefer 00.

12 Majority use Hospital Formal healthcare
hospital while few
use both. Traditional Traditional
healthcare. healthcare.
13 Both formal and Formal Formal healthcare
informal care healthcare \
Traditional Q
Informal healthcare. Q
healthcare.
14  Hospital and Hospital Formal health&

traditional care. 0
Traditional Tradltlo$
healthcare. arey
15  Inoticed people Hospital.
prefer to use the
formal healthcare

service. There’s a
hospital around

and I’ve seen (b
people come here @

a lot, both literate

and illiterate. * ’&

16  Majority use ,\ pital Formal healthcare
hospital while
use both. ° @ Traditional Traditional
\{\\ healthcare. healthcare.

Source: Researcher’s Fieldwork, 2023.

¢

Interp ion of Table 4.5:
C\'&mes from why the choice of a particular healthcare service

ctors affecting the utilization of healthcare services are multiple, as from the
qualitative data collected among the slum dwellers in the Lagos State metropolis
slum settlements. These factors have been categorised along thematic areas for easy
understanding. According to the responses, factors affecting healthcare services
utilization can be categorised into eight different areas: Belief in the type of

healthcare, Accuracy of treatment, Upbringing, Accessibility, Preference,
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Affordability, Health insurance, and Health need. The responses showed the
importance of the socialization processes as many of the respondents showed that
their beliefs in the effectiveness of the healthcare services influence their usage of
healthcare services. This response showed the importance of family and
socialization institutions in Nigerian societies. Confirming the critical roles of
socialization, respondents claimed that their upbringing influenced the types of
healthcare services they utilize presently. Both those who preferred ional and
orthodox medicine claimed that their choices of healthcare se i&}re influenced
by their upbringing. Other factors discovered to be inﬂue ealthcare services
utilization include accessibility, accuracy of treat %choice of the patient,
which can be influenced by other factors, affo ility, health insurance, and the
state of human health. The theme of acc %Qy, discovered in this area, calls for
urgent attention. For example, respo, claimed that during an emergency, the
closest healthcare services, e'gt\e'>hodox or traditional, might be utilised as the
.
people concerned may h@ choice. Health insurance played a critical role as

explained by one 'Q&e respondents who is a formal healthcare practitioner.

According to H@Q

“Low- ncgﬁvel, lack of healthcare exposure or insurance
an i

tr

cost of living. Also, some people think medical
nts are expensive ”.

\gmong many factors explained by this respondent is the role of health insurance. He
agreed that healthcare services are expensive, and for this reason, only those who
work in organizations that have health insurance access formal healthcare services

when due or necessary.
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Table 4.5: Thematic Analysis of the choice for the utilization of a particular

healthcare
S/N  Excerpts Preliminary Codes Themes
codes

1 Formal healthcare People use Belief in the Beliefin the
practitioner: Hospital is the ~ hospital because  type of type of
best because people believe  they believe itis  healthcare. healthcare.
it is modern and things are ~ advanced, Accuracy of
really changing, and they go treatment.
on with technology. You brm,g‘?,g-
have to undergo a test to gessibility.

g
- . reference.

knovy the part10}11ar thing Q%‘ ffordability.
that is wrong with you, and (J Health
they'll treat you according to insurance.
what is wrong with you. 0 Health needs.

2 Formal healthcare People use %uracy of
practitioners: Formal hospitals beca; eatment.
healthcare is preferable they can gi @
because the formal accurate
healthcare service is better presc
now, workers are educated,
and there's always a
prescription of what you
want to use. @

3 Formal healthcare users * Because of the Belief in the
Because we're in a ci ébd belief in the type of
world now and th knowledge of the  healthcare.
knowledge of al care  healthcare
is highly di from professional in
traditio& they know  the formal
much about'health so far healthcare sector.
th at they studied in

4 al healthcare user: My  Upbringing. Upbringing.

bparents don't really use
%fb traditional healthcare, so
\/ we've been using the formal

healthcare service.

5 Formal healthcare Belief in formal Belief in the
practitioner: Well, people healthcare. type of
believe in the medical healthcare.

practitioners via medication,
surgery and check-ups.
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10

11

12

Table 4.5 Continued

Informal healthcare
practitioner: Firstly, because
the traditional care (herb) is
fast, and they are available
every time to attend to
people.

Informal healthcare
practitioner: It is what I've
been introduced to, and I've
been using it.

Informal healthcare user:
Because some people like
me prefer herbs, some don't
even like medicine but herb.
Informal healthcare user: I
choose the traditional
healthcare service because
everything we take in is
from herbs.

Formal healthcare
practitioner: It is cheaper
and affordable. Also, it has
been introduced to them

Fast to reach. Accessibility.

Accessibility.
Upbringing. Upbringing.

Preference. Preference. Q\

Herbs are natural. ’\n the

of
Ithcare.

Cheaper.QQ Affordability

Up\&glg.

Upbringing.

since childhood. \?{b
Formal healthcare user: \ ow-income. Affordability

Low-income level, lac

healthcare exposur%g?\ Health insurance.
of

insurance and hi

living. Also,-sqageople
think me i% atments are
expens&é

se‘in this our current

Herbal care’practitioner:
th' ility, I think,
be&u

¢

nomy in this country,

healthcare is not good, but

r&‘:nd I'm not saying medical

13

herbal healthcare is very
affordable.

Formal healthcare user:
Because it is what [ Was
born into, and I prefer it.

Health
Health needs. insurance.

Cost. Health need.
Affordability. Affordability

Upbringing. Upbringing.
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Table 4.5 Continued

14  Herbal healthcare user: Na  Affordability. Affordability
because e dey very
affordable for we wey dey
this community.
15  Herbal healthcare Health need. Health need.
practitioner: It is the use of
medical equipment for
check-ups, prescriptions,
and treatments. The

sickness/health issue is \
well-identified. Q
16  Herbal healthcare user: Health need. Health neeQ

Well, it depends on the
condition of the sick person. /\
Most times, they get
referred to a hospital or lab. \0

Source: Researcher’s Fieldwork, 2023. $

QQ

Interpretation of Table 4.6: be
D: Thematic Analysis of Factors @ting the Utilization of Healthcare

Services \Qt
Factors affecting the utilization ON hcare services from the response extracted
from this section are multiége&as already explained earlier. Eight thematic areas
were as inﬂuencingyﬂ@% affecting healthcare services utilization. The factors in
this area are @x, Medical check-ups, Nature/age, Distance, Affordability,
Effectivgg&Cultural orientation, and Organization of the healthcare system.
Re o&ﬁts utilized healthcare services in the Lagos State metropolis for various
@ns. These reasons can be seen from the thematic areas above. Age is an
\/1mportant variable which influences the utilization of healthcare services. Due to
advancements in age, certain parts of human physiological makeup will be adjusted,
which may call for the utilization of healthcare services. For example, a young lady
who started experiencing monthly menstruation may have monthly painful

experiences, which can lead to seeking medical attention. Also, a person of age may

have some changes in sight, bones, ears, and mobility, leading to frequent usage of
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healthcare services. Distance of healthcare services is also a critical factor affecting
the utilisation of healthcare services. Due to the challenges of transportation and
uneasy accessibility of some social infrastructure like transportation, people may
have challenges accessing a healthcare centre far from them. Although many factors
affect healthcare usage, the most potent among them is people's health needs. From
one of the respondents who is a formal healthcare practitioner: \
“Most times when there is a health need. A few people come for QQ

medical check-ups, but the majority of the people in this area wil
only come for medical services when they are sick”. ’\

The presence of sickness or disease is one of the factors | to frequent usage of
healthcare services. This point was also noted @e quantitative data as the

relationship between the presence of a known_disease in the body of a person and

healthcare service utilization was very str&b

®%
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Table 4.6: What are the factors that usually lead to the utilization of healthcare
services among people in this community?

Codes Themes
Sickness. Sickness.
Medical check-ups.
Nature/age.
Distance.
Sickness. Affordability.
Effectiveness.
Medical Cultur:
check-ups. orie n.
%;@a ion.
Sickness.

N
Nature$0

QQ

When there 'Qickness.
a health @

S/N  Excerpts Preliminary

codes

1 Formal Healthcare When people
User: People use are sick
medical services when
they are sick.

2 Medical Healthcare Deteriorating
practitioner: A health
deteriorating health condition.
condition. People also
use healthcare services For medical
for medical check-ups. check-ups.

3 Informal Healthcare When there is
User: People use a health need.
healthcare services
when there is a health  People use
need. Some people herbs because
prefer herbs because it it is natural.
is natural.

4 Alternative healthcare
user: People use
healthcare services, ’b
particularly herbal @
cures, because there i 1s
a need.

5 Alternative healthc@Age factor.
practitioner: The
many old peb
around t
commﬁ% d due to
their age, there is a

frequent
of healthcare
biervwe
nformal medical Closeness to

&

practitioner: Firstly,
traditional care is very
close to them. Herbs
flush all sickness
totally.

Herbal practitioner:
Herbal treatments are
affordable. It has
proven to be very
potent by various
users.

the people.

Due to
sickness.

Affordability.

Effectiveness.
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Distance.

Sickness.

Affordability.
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10

11

12

N

Table 4.6 Continued
Herbal user: It is based
on choices. Herbal
cures are very
affordable. It has been
introduced to us since
childhood. Also, some
people have a phobia
for hospitals, drugs or
tablets, and syringes.
Formal healthcare
practitioner: Well due
to the rate of typhoid
and malaria in the
community, people
fall sick from time to
time. Herbal
healthcare is
affordable for them to
access.

Formal healthcare
practitioner: People
patronize medical
services due to health
challenges.

Herbal healthcare
user: Malaria and

fever. '

Formal healthcare \
practitioner: M

times when s a
health n

people mg for

c eck—ups
c ealthcare

ser” When there is a

§ ealth need.
éb Formal medical

practitioner: People
use healthcare services
when they are sick.
When this happens,
they come to the
government hospital
because they believe it
is cheap to access.

Choices.

Affordability.

Due to
cultural
orientation.

Due to
infections.

Sickness.

Affordability.

Health needs.

Choice.
Affordability.

Cultural
orientation.

Sickness.

Affordability.

S
A
S
O
@'@SS.

2

O
N@ and

VCT.

Health needs.

Medical
check-ups.

Health needs.

Sickness.

Affordability.
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Sickness.
Sickness.
Medical
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Sickness.

Sickness.

Affordability.



Table 4.6 Continued

15  Formal healthcare Sickness. Sickness.
user: People use
healthcare services Organization. Organization.

when they are sick.
Formal healthcare
centres are used
because it is more
organised.
16  Formal healthcare Sickness. Sickness.
practitioner: People go

they are sick. C\

to the hospital when Q\

Source: Researcher (2023). (/V
N

Interpretation of Table 4.7: %0
E: Thematic Analysis of Reason for Healthcar es Usage
According to the themes in this section, whi@re medical checks, health needs,
antenatal and post-natal, residents of an slum settlements in the Lagos State
metropolis essentially use healthca}}\gvices due to the call of nature. For example,
men and youths in the area Eg\sﬁp hen they are sick, while most who come around
for healthcare sewige@ther in for ante-natal or post-natal. Not many, but some
do use healthc%@ces occasionally for medical check-ups. From the responses,
there is a g&ar theme that people's health needs are the influencing factor leading
to the Qﬂ}ation of healthcare services. This finding calls for the public orientation

erians on the need to utilize healthcare services.

N2
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Table 4.7: Is it just for a medical check-up or because there is a health need?

S/N  Excerpts Preliminary Codes Themes
codes
1 Formal healthcare user:  Medical check- Medical Medical
for both medical check-  ups. check-ups. checks.
ups and when there is a Health
health need. Health needs. Health need. needs.
2 Formal healthcare Health needs. Health need. Ante-natal.
practitioner: When there Post-natal.
is a health need. Also Antenatal. Ante-natal.
for antenatal and post- \
natal. Post-natal. Post-natal. Q
3 “Informal healthcare Health needs. Health need Q
user: When there is a (J
health need, and Medical check- Medical\
occasionally for check-  ups. checl@s.
ups.
4 Alternative healthcare Treatment. Tréatment.
user: for both medical Q
check-ups and treatment Medical chec edical
of disease. ups. check -ups.
5 Alternative healthcare Sickne ’b Sickness.
practitioner: People in %
this vicinity come for
treatment when they are
sick. If there is no
sickness, they may n6 5&
come.
6 Informal metic%Q Health need. Health need.
practitio e@en there
isa he&@e d.
7 Herbal, practitioner: Health need. Health need.
&che time when
her® 1s a health need.
8 6 rbal user: When there Health need. Health need.
rb 1s a health need.
@ Herbal healthcare Health need. Health need.
\/ practitioner: When there
is a health need. Also Prevention of Prevention.
for prevention from diseases.
diseases.
10  Formal healthcare Health needs. Health need.
practitioner: People
patronize healthcare Medical check- Medical
services when there isa  ups. check-ups.

health need and
occasionally for check-
ups.
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Table 4.7 Continued

11 Herbal care user: For Health need. Health need.
health reasons and for
medical check-ups. Medical check- Medical
up. check-up.
12 Formal healthcare Sickness. Sickness.

practitioner: Nigerians
essentially use
healthcare services
when they are sick.

13 Formal healthcare user:  Health need. Health need. \
When there is a health Q
need, and for medical Medical check- Medical Q
check-ups. ups. check-up

14 Formal healthcare Sickness. Sickne%\
practitioner: When they

are sick. %
15 Formal healthcare user:  Sickness. Gic ess.

Mostly when there is a

sickness Q

16  Formal healthcare user:  Health neecb Health need.
It is for both reasons. fg
For medical check-ups, Medwa@ k- Medical
and when there is a check-up.
sickness.

Source: Researcher’s Fleldwoﬁzhﬁ

Interpretation of Tabl QQ’)\
F. Thematic A@%f How Often People Utilize Healthcare Services
From the @S (frequently, when there is a health need, during ante-natal and
po -ng&aM discovered in this section, those with underlying health issues frequently
éb\ealthcare services.
\/“Only when they are sick (informal healthcare user).”

Response from a formal healthcare user: “Anytime I need me, I
go to the hospital (formal healthcare user)”

“When there is a health need.” Response from another (formal
healthcare user)

From some of the responses above extracted from different respondents in this

research, health needs is the main factor that usually leads the slum settlements
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residents in the Lagos State metropolis to the utilization of healthcare services.
Many extraneous variables may also be responsible for this. For example, the
Nigerian economy is unstable, leaving millions of youths jobless. This may affect
the level of income available to people. Those with pressing health needs may not

consider it necessary to utilize healthcare services.
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Table 4.8: How frequently do people utilize healthcare services?

S/N Excerpts Preliminary  Codes Themes
codes
1 Medical healthcare Frequently. Frequently.  Frequently.
user: [ use the medical When there is a
services frequently for health need.
medical check-ups to During ante-natal
keep myself in check. and post-natal.
Not only when I am
sick.
2 Formal healthcare When there is  When there \
practitioner: People do  an urgent is a health Q
come for medical health need. need. Q
services when there is (J
an urgent need, e.g. /\
accident, childbirth or 0
sickness. %
3 Informal healthcare From time to '@ larly.
user: I use healthcare time. Q
services from time to
time. Q
4 Alternative healthcare When@ns When there
user: I use healthcare ne% is a health
services when there is a §Q need.
need. Not frequently.
5 Alternative healthca Regularly.
practitioner: I rea fq regularly
can’t say. Somé@ When there
come regui Some when is a health
some me only they are sick.  need.
when‘% re sick.
6 Info ealthcare Anytime there When there
* oner Anytime is sickness. is a health
beeause sickness need.
§ appens all the time.
?b Herbal cure Only when When there
Q practitioner: Not there is a is a health
\/ frequently only when health need. need.
there is a need to do so.
8 Herbal cure user: | Regularly for  Regularly.
come regularly prevention.

especially because of
the herbs that cure pile.
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Table 4.8 Continued
9 Herbal cure Regularly. Regularly.
practitioner: People
come to this place
regularly to get
different types of herbs

“agbo”.

10 Formal healthcare When there is  When there
practitioner: People a health need. is a health
come when there is a need.
need to take care of For \
health needs and for prevention. Q
immunization.

11 Herbal care user: Only when When there
Anytime [ am not there is a is a health
feeling well, I visit the  health need. need.
alagbo place. Only %
when I am sick.

12 Formal healthcare When people @1 there
practitioner: When are sick. Q a health
people are sick. Then eed.

the pregnant women Durin t%
come for ante-natal and ante- % nd For ante-

post-natal. natal.
\ For post-
¢ natal.

13 Formal healthcar: @ When there is  When there
When there 1S th  ahealthneed. is ahealth
need. A need.

14 Forma @tare When there is  When there
practitioner: When a need. is a health
t is a health need. need.

15 . healthcare Only when When there

ctitioner: Only when they are sick.  is a health
§ they are sick. need.
Yb Formal healthcare user:  Anytime there When there

% Anytime I need me, I go is a health is a health
\/ to the hospital need. need.

Source: Researcher’s Fieldwork 2023
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Interpretation of Table 4.9:

G. Thematic Analysis of the Factors that Determine the Use of a Particular

Healthcare Services
The roles of socioeconomic factors cannot be ignored by leaders and policymakers
when utilising healthcare services. While efforts in certain quarters have been made
to put standard healthcare services in place, critical socioeconomic VQN* have
been ignored at the development stages of some of these pﬁ@ and these
variables eventually affect the utilization of the facilities. ’&Qing to the themes
developed from responses in this section, factors a@g healthcare services
utilization can be further categorised into ni bles: Income, Education,
Culture, Employment status, Age, Health{condition, Gender, Antenatal, and
Post-natal. The cultural and religio%éentation of the people of Nigeria is
essential when developing policies%le an adequate facility may be available in a
particular location, someoné@vinced to utilise such service on the platform of
culture and religion.rr@perience fatality, as explained in the literature section of
this report. In%@mother major factor affecting healthcare services utilization

among ﬂlg\ﬂden‘[s of slum settlements in the Lagos State metropolis. From the

res&@ow from an herbal healthcare user:
. na herbal I don dey use since and because e dey

\/ ordable fo me and anybody wey wan use am”
The information deduced from this response, this respondent has settled for the use
of local concoction on the reason of financial lack or affordability of the local
concoction known as “agbo” among the Yoruba people of Nigeria. Knowledge is

power. The role of education cannot be overemphasized in the discussion of the

health and well-being of the people. Many people who have experienced early
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mortality on the platform of ignorance could have been saved if they had proper
educational knowledge that could guide them in the path of objectivity. During the
Ebola crisis, there was a variety of information on how to protect themselves from
the virus. One of the unfounded theories was the use of salt water for bathing. Those
who engaged in these acts did not have a good story to tell of the experiences based
on mythology and unproved hypotheses. For this reason, health orlent on and
access to quality education are not negotiable. Culture, income, emp nt status,
and age play vital roles in healthcare services utilization. T ls or a holistic
view in formulating policies and developing frameworks n ls to eradicate the
erratic condition of healthcare services utilizati %

cting Nigerians' health

conditions. Addressing these factors will brm s1t1ve outcomes in Nigerians'

healthcare services utilization and eventuz? @status
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Table 4.9: What are the factors that determine the use of a particular healthcare
service among the following factors (age, gender, income, education, culture,
employment status)?

S/N  Excerpts Preliminary Codes Themes

codes

1 Formal Healthcare Income. Income. Income.
Practitioner: Income is the Education.
most factor, not age Culture.

2 Formal healthcare Income. Income. Employment
practitioner: Income, because status
some private hospitals will Ag \
not be affordable and most
people in this rural area are dition.
traders, their income might ender.

hospital, especially the Post-natal.
private hospital.
Formal HealthCare User. All  All factors. gll ctors.

d

not be enough to use the ’\ Ante-natal.

Factors
Formal healthcare user: I'll go  Education:
with education. Although

most of them are illiterates, In%an Income.

ucation.

they know it works. The
money to use for formal

healthcare is more than Whaf\Q
they can afford, but they st
use it because they ha{/?g\&

knowledge about it.\(—)

R\

N
¢S
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Table 4.9 Continued

Formal healthcare Income. Income.
practitioner: Well I'm going

to be talking about the age Education. Education.
factor first, people above age

45, 50 and so on should visit ~ Culture. Culture.

the hospital for frequent
medical check-ups and proper
medication also.

Employment Employment
status. status.

Now talking about income, by ~Age- Age.
education, culture, Q\

employment, and status, an

uneducated person can't be Q
able to read or write so he or (/
she won't actually know what ’\

is being administered to them 0

via medication, now let's talk %

about employment to get the

best medical healthcare QQ

services you have to be
financially capable to take

care of your medical bills 6’§

thank you.

Informal healthcare \&lth Health
practitioner: All, even rich \ ndition. condition.
people want herb care, %

because most of the &h

causes heart failur

kidney failure, Qk natural

herb cure e@(hmg and

wash aw%\ rything that is

not Qﬁm e body.

ractitioner: People use it

7 bgkﬁnatwe healthcare Culture. Culture.

&

because of their culture and Age. Age.
age and like I said earlier,

there are a lot of elder people

here, so age is another factor.

Informal healthcare User: Ante-natal.  Ante-natal.
There are important factors
e.g. ante-natal or post-natal. Post-natal. Post-natal.
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Table 9 Continued

9 Alternative healthcare user: I ~ Age. Age.
think age and gender and
culture. Gender. Gender.
Culture. Culture.
10  Formal healthcare Income. Income.
practitioner: “I would say,
income level or health Health Health
insurance”. insurance. insurance.
11 Formal healthcare Education. Education.
practitioner: “Education” \
12 Herbal healthcare user: “Well ~ncome. Income. Q

like I said earlier our services

(Herbal) are very affordable ~ Education.  Educatio (J
and effective, for both the old

and young low-income, less
educated different cultures %
and both the employed and Employment yment

non-employed”. status.

13 Formal healthcare user: “Well Si SiCkﬁeSS-
I don't have anything to say

but anytime a person is not \Q{b

feeling well that person

should go to the hosplta;\'
there's no factor for t

Culture. Cultu

14 Herbal healthcar \ “Me  Income. Income.

na herbal I do use since

and beca Upbringing.  Upbringing.

aﬂorda e and

anyg' wey wan use am”
15 ggrd ptactitioner: “Well, I ~ Income. Income.

d say it is more of
dwome level and upbringing  Upbringing.  Upbringing.
Q or belief”.
Belief. Belief.

16  Herbal user: “I'll choose Income Income

income level. Yes, that's a
major factor here”.

Source: Researcher’s Fieldwork, 2023
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Interpretation of Table 4.10:
H. Thematic Analysis of the Impact of the Factor Mentioned on Healthcare

Services Utilization

From the responses extracted in this section, socioeconomic variables, which have
been the focus of this research, are variables within the social system. At the same
time, some are natural, like age and gender. The impact these variables will have on
an individual is determined by the society where the person finds himself.&erself.
Based on the themes extracted from the respondents' verbal response@ollowing
are the consequences socioeconomic variables can have O&he care services
utilization in Nigeria. Among others, socioeconomi Qables can lead to
accessibility problems, medical guidance, advancein age can lead to frequent
use, educational knowledge can better e @e health knowledge, wrong
socialization/belief can affect healthcare@ negatively, and lack of income can
lead to using health only where tl@ health need. These results can further be

related to earlier studies whie been reviewed earlier in this report.
S
S
&
&
\,Q:b
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Table 4.10: Can you explain how these factors you mentioned impact healthcare
service utilization in this community?

S/N  Excerpts Preliminary Codes Themes
codes
1 Formal healthcare Financial Access.
practitioner: If there is not status. Accessibility.
enough money, people Medical
won't use the hospital, and  Affordability guidance.
that makes them use the . Advancement in
traditional service that is age can |

affordable or rather go to a
government hospital which
there would be a Long
queue or short of staff
which will take time
especially if it is emergency.
2 Formal healthcare
practitioner: Income of an
individual in the vicinity is a
major thing, and in an
environment with literates,
they tend to use the hospital
because they know about it
and are well paid. But
illiterates who don't know
and don't have an income

for the traditional trea )
3 Formal healthcare u 1s
for one good i. e t ctor

will tell you at you
s is what

should do
you sho

ealthcare user:
11 an

4 Form 1
derstanding that formal
@ealthcare works better even
%rb with their little education.

N

Easy access.

dto

"
Q owledge.
Ty

Types of % Wrong
healthcare althcare  Socialization/be
6 lief can affect
Q healthcare
usage
(bQ negatively.

®%

Medical Medical
guidance. guidance.
Trust in the Trust in
formal the formal
healthcare healthcare
services. services.
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Table 4.10 Continued

5 Formal healthcare user: Advancemen Advancem
Okay, well, the aged should tin age. ent in age.
frequently go for medical
check-ups, both male and Medical Medical
female, it doesn't matter check-up. check-up.
your culture or tribe; we
should endeavour to get
medical treatment and
check-ups. \
6 Informal medical Affordability Affordabil Q
practitioner: Firstly . ity. Q
traditional care (herb) is (J
cheap, and it is available Accessibility. Accessibi
around the people”. ity. 0
7 Alternative healthcare Trust in the Tn%
practitioner: “Traditional healthcare he
medicine has really just services. thcare
helped a lot in all aspects”. Q‘ervices.
8 Informal healthcare user: Trustin t rust in

“They prefer both because ~ heal C% the
they both work together. serv healthcare

services.
9 Alternative healthcare user: \Qvancemen Advancem
Someone that's older wo in age. ent in age.

prefer to use the traditi
healthcare service a Affordability Affordabil

everyone can aff&@é . ity.

hospital.
10 Formal h 1@
practitioner:\Well, finance

or health insurance plays an
. .
role. To achieve
st results on

éﬁeatmen‘[s and medications,
t is advisable to be

\9% financially insured.

Finance. Finance.
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Table 4.10 Continued

Formal healthcare user: Education.
Education exposes you to a
lot about your total well-
being. Note that most drugs
or tablets are made from our
natural herbs. Our body also
needs the right proportion of
medication after a medical
checkup or test, or else it
malfunctions. Only medical
healthcare services
guarantee you of that.
Herbal healthcare
practitioner: It has really
impacted many lives in this
community because people
come to me on a daily basis
to explain what is wrong
with them, and after
applying the medication I
prescribe to them (4gbo)
they find themselves better
afterwards, and again it is

very affordable.

Formal healthcare user:
Well, age, income, %
\ Income.

employment status
because as we gr
need to visit e@ 1ta1

Health need.

Accessibility.

Affordability

Employment

frequentl é}ou have to  Status.
have a g&o?’ ome to get
the bes 1cal healthcare

sed on our
q mic status in the
cO
Herbal healthcare user:  no

Affordability

go lie this herbal healthcare
service wey dey this
community dey really help
us ooo at least we wey no
too get money for this
community this herbal
healthcare dey help us oo.
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1ty
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Employm
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Table 4.10 Continued

15  Herbal healthcare Income. Income.
practitioner: Income level -
Herbal treatments are very
affordable. People tend to Upbringing.  Upbringin
use it more around her. g.

[2] Upbringing or belief - Belief.

Mostly people born and Belief.

brought up here use herbs

more because they have \
been introduced to them Q
since childhood, so they

grow up dependent on it. < Q
16  Herbal healthcare user: Affordability Affordabi
Well, due to the high cost of . ity.

living, people in this @

community highly depend
on herbs. Hospitals and Q

clinics here are quite
expensive. N

Source: Researcher’s Fieldwork, 2023 ’bQ

Interpretation of Table 4.11: ®%

I. Thematic Analysis of R dent’s Personal View of the Effects of Social
Factors on Healthcarxgg\ices Utilization
Private clinics are @sive: According to the responses generated from the

respondents, p%@l\inics are very expensive to patronize. However, some people
who opteé@gltemative care would have loved to patronize formal healthcare for
the ‘¢ost: \ovemment hospitals that would have been of help to solve the health
@s of the people are not close by, and the ones closer to the community are
\/understaffed, which usually cause delay and fatality as some people in an emergency
may not have such a long time to wait.

There is a need for more government hospitals. Staff shortage in government
hospitals: In line with the ongoing discussion, most available government clinics

around the slum settlements are understaffed. There is the challenge of staff shortage.

Even the available health workers in government hospitals are not friendly. This
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unfriendliness may be caused by pressure and the monthly remuneration of
government staff, which cannot take care of their needs. The people in the slum
settlements of the Lagos State metropolis, in their plea, have called for more
healthcare services (private and government-owned) within the slum settlements.
This is necessary because these are residents and citizens of the Federal Republic of
Nigeria, and they contribute in one way or another to the economy of Nigeria. There
is a need for the government of Nigeria, through public orientation Qucate the
public on the physiological makeup of people, which may requ@gention from
time to time. As deduced from the responses, those w Ql:\drstand the body
structure within the slum settlements use healthcar, €$GS occasionally for their
medical check-ups. According to responses froal healthcare practitioners and
traditional healthcare practitioners, gov l‘b& support through funding and
policies will go a long way to p @mn alternative and traditional healthcare
services in better shape glob.a ly. >§d on this set's responses, government support
is important, and the Nig@\police should be cautioned against harassment of
traditional healthc‘a@nd alternative healthcare practitioners. It must be stated
that traditiona?@%care and alternative healthcare practitioners are citizens of
Nigeri %@ legitimately exercising their fundamental human rights. While it can
als% said that some criminals under traditional care may have been involved in
\/ man acts, this is not common to all traditional healthcare and alternative
healthcare practitioners. It is important for the government of Nigeria to support and
empower healthcare practitioners is Nigeria. This will lead to the availability of
more healthcare practitioners who are knowledgeable and better equipped for the
services they render. To curb the drug abuse and medical hazard crisis, it is

important that Nigerians run medical tests before taking prescriptions or being
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involved in self-medication, which can lead to the challenge of drug abuse. Based on
these extracts, there is a need for medical enlightenment, more free medical
services, and public orientation or medical education for the public. Based on the
views of some of the residents in the slum settlements whose opinions were sampled

for this research, if the above issues are addressed, there would be better healthcare

behaviour among Nigerians. \
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Table 4.11: Do you have any other comment or personal view on factors that can

impact the utilization of healthcare services?

S/N  Excerpts Preliminary Codes Themes
codes
1 Formal healthcare Private clinics Private clinics Private clinics
practitioner: In this  are expensive. are expensive. are expensive.
community, we have There is a need
a private hospital, There isaneed Thereisaneed for more
but they don't seem fora fora government
to be affordable for govemment govemment hospitals. .
the traders, so we hospital. hospital. Staff age in
need government g \ Se t
hospitals and more @ A for more
healthcare centres, ;\ Zalthcare
and people should 0 services (private
also be enlightened and
about modern % government-
medicine because Q owned).
there are people that Q Understanding
still believe in the Q of the body
traditional works ’b structure.
better, so when 6 Government
people know about \Q’b su[:ipqrts tlo
the Hospi.tal am sure \ gjallttﬁggfe
peop le. Wﬂ.l be using . ’& through funding
it and if it is (9\ and policies.
affordable for the@\ The Nigerian
to use. . $ police should be
2 F omal@re Staff shortage Staff shortage cau‘goneﬁ
practitio in government  in government Eﬁ?;g:;:ezt of
Gq%:ent should  hospitals. hospitals. ...
@ ployees: traditional
. healthcare
e is shortness of .
6 taff practitioners.
fb Need for more
% knowledgeable
\/ healthcare
practitioners.
Medical tests
should precede
medical
prescriptions.
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Table 4.11
Continued

Formal healthcare
user: As for me, I'll
advise people to go
to the hospital
whenever they're
feeling sick, or
they're feeling
anything in their
body, though the
traditional care is
working too in its
own terms because it
has been in existence
before the hospital, I
still prefer Hospital
care.

Preference for
hospital care.

Formal healthcare
user: There should
be more healthcare
services in this
community, either
private or

government owned. Q
There are only a fewc;\\'

services.

here. ’&

Formal healt EX Understanding
practitiories* 1, the body

I'd advis to study System.

ol ies closely so

w when we

as\

ld go for a

theck-up, treatment,

&

and so on thank you.
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should be made
available.
There isaneed  There is need
for a for public
government orientation or
hospital. medical
education of the
public.

>\
S
N
O
@Qealthcare

etvices (both
%rivate and

’bgb

government-
owned).

Understanding
the body
system.
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Table 4.11
Continued

Informal healthcare
practitioner: Firstly,
Government should
assist the traditional
healthcare
practitioner in Lagos
here because they
use the money to
buy the herbs and
bring it here,
secondly,
Government should
see to the issues or
security agencies on
the highway
stopping and
delaying of
transportation of
herbs. And
Government should
organize orientation
for people to use
herb care too and
should be taken to

the hos@
Informa Ithcare
pra%ner: There
@ people that
practice modern
edicine and do not
have in-depth
knowledge about it
and to me,

traditional medicine
is the best.

Government
support for
traditional care.

Policies should
be made to
support herbal
medicine.

Police should
stop harassing
herbal medicine
practitioners.

Q

Government
support for
traditional
medical
practitioners.

Caution to the
police on the
harassment of

traditional
healthcare 6\

practitio

O

A
S

Q
O
’bb

0
S

the hospitals. Her \
should be inglu
in medical

Some
practitioners
lack detailed
knowledge.
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Need for
knowledgeable
healthcare
practitioners.



Table 4.11

Continued

8 Informal healthcare = Medical tests Medical tests
user: Whenever should precede  should precede
you're feeling prescription. prescription.
anything within you,

you first go for a

check to know the

nature of your

health, so after the

check-up and there \
is no change, the Q

person should try ( Q

traditional care

(herb). /\
9 Informal healthcare = Herbs should be Herbs sh
user: I'll tell people  used more. used lv%
to focus more on
herbs, and we can Q
also use these herbs Q
and foods.
10 Formal medical There is a Q’here is a need
practitioner: I feel for medica for medical
people in this enli t.  enlightenment.

community need to x

be enlightened on Frée héalthcare  Free healthcare
the importance of ° es should services should
medical health car made be made
services like available. available.

checkups, ani&

means o
childbe

postna land drug
's% owever, it is
dvisable for

medical healthcare
fb centres to conduct
Q free services like
\/ checkups and
treatments once in a
while.

11 Formal medical People use People use
user: Due to the high healthcare healthcare
cost of living here, services that services that
people tend to use they can afford. they can afford.
healthcare services
that fit their budget.
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Table 4.11
Continued

I'll advise that any
preferred choice of
medication should
be taken in the right
proportion.

12 Herbal healthcare
practitioner: I don't
have much to say in
this, just as the
saying that our
health is our wealth,
so we should
endeavour to take
good healthcare of
ourselves, and our
families. Thank you.

13 Formal healthcare

user: Our health is
our wealth, so let's
not neglect any
health signs.

14 Herbal healthcare
user: Well I go just
say na herbal

healthcare me dey .&

use, and nah
[ ]
because e de

R\S

affordab very
effectiv you.
15 }Nealthcare
%)&iﬁoner: Well,
6(’ s are good and
fb atural.
\% Herbal healthcare

user: The use of both
services is good. I
think it is important
we understand our
body system and
know the one that
works best for it.

Health is
wealth.

Health is
wealth.

N\
(,62
N
O
D

@ ealth

Avoid health A

negligence. iegligence.
Af. Affordability.
‘ @tivemes& Effectiveness.
Good. Good.
Natural. Natural
Understanding ~ Understanding
of the body of the body
system. system

Source: Researcher’s Fieldwork, 2023.
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4.2.2. Presentation of Regression Analysis Results

Hypotheses are tentative statements which a researcher sets out to test. Hypotheses
are to be developed per the research objectives or questions. Seven hypotheses were
formulated to test the health-seeking behaviour of slum dwellers in the Lagos State
metropolis. The presentation in this section shows the use of binary logistic
regression statistics. This research adopted the use of p-value, among as the
significant yardstick for confirming the stated hypotheses. Stati 'L@)mputation
below, generated through Statistical Package for Social Scigéntists (SPSS), formed

the basis for this research's hypotheses are accepted/reje% scientifically valid.

O

A logistic regression was performed@scertain the effects of Sex Age,

Interpretation of Table 12

Educational Attainment, employment %@rgligious affiliations, monthly income,
and the possibility of experiencingQ{Qwss in the last 12 months on the likelihood
that participants will utilisé@are services in the last 12 months. The model
explained 57.3 % (Na%prke R?) of the variance in the utilisation of healthcare
services in the%@nonths. Overall, the model was able to predict 81.9% of cases
correctly, &
@the results, Educational attainment (P=0.014), Employment status
@%2), and Experienced sickness in the last 12 months (P=0.000) added
\/signiﬁcantly to the model. Therefore, education attainment, employment status and
the possibility of experiencing sickness in the last 12 months are strong predictors
for utilising healthcare services in the last 12 months among slum dwellers in the
Lagos State metropolis.
Conversely, Gender (P=0.494), Age (P=0.891), Religious affiliation

(P=0.098), and monthly income (P=0.885) did not add significantly to the model.
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Consequently, Gender, Age, Religious affiliation, and monthly income are not good
predictors of healthcare service utilisation in the last 12 months.

Religious affiliation indicates that Christians were 4.038 times more likely to
utilise healthcare services in the last 12 months than those with no religion ;
similarly, those of Islamic religion were 2.18 times more likely to use healthcare
services in the last 12 months than those with no religion.

On the effect of the state of employment, those who are em are 1.54
times more likely to utilise healthcare services in the last 12 nth@an those who
are not employed.

The possibility of experiencing sickness is Gﬁfactor affecting health-
seeking behaviour. Those who have reported bs1ck in the last 12 months are
34.47 times more likely to utilise healthc el§ices in the last 12 months than those
who haven’t experienced sickness i 5@6 12 months.

Increasing educationfll att %ent was associated with a decreased likelihood
to utilise healthcare sewi&gﬂ'y\ the last 12 months. This may be because educated

people have better” @ss to health information, which may prevent them from

soness. A\O
¢
x@b
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Table 4.12: Binary Logistic Regression Analysis (Multivarate)

Variable Category  Coefficient Standard Odds 95% CI P-
(B) Error Ratio Lower upper value
(Expect
ed (B)
Sex Male (Ref) 1
Female 0.273 0.40 1.31 0.601 2.876 0.494
18 -36 1 0.724  2.62 0.891
(Ref)
Age 36-55 0.75 0.45 1.078 0.135 0.869
56 and 0.322 0.858 0.724 0.72 {135 0.707
above Q
None (Ref) 1 0.014
Below -2.21 0.795 0.110 0.2 0.522  0.005
Educational Secondary ’\
Attainment School
Secondary -1.912 0.761 0.033  0.656 0.012
School
Tertiary -3.04 0.970 00.48 0.007 0321 0.002
Not Q I 0.002
employed
Employmen (Ref) &Q
employed 0.437 #7120 1.547 0.377 6.350 0.544
tStatus Self- 122 770663 0293 0.08 1074 0.064
employed %
None (Ref) 1 0.232
Religious Christianity ’& 0.844 4.038 0.773  21.097 0.098
Affiliations  Islam K 781 0.853 2.18 0.410 11.612 0.360
Tradition Q 0.522 1.205 1.686 0.159 17.895 0.665
Worshi
L 1 0.885
8000
&1 000 — 0.190 0.475 1.209 0.476  3.068 0.689
xgzthlo N100,000
I& N100,000 — -0.420 0.936 0.657 0.105 4.118 0.654
fb N150,000
Q N150,000 -0.260 1.400 0.771 0.050 11.996 0.853
\/ and above
Experienced No (Ref) 1
sickness in
the last 12 Yes 3.54 0.438 3447 14596 81.421 0.000
months

Source: Researcher’s Fieldwork, 2023. Ref means Reference Category
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4.2 Presentation of Research Questions
Research Question One

What is the state of healthcare services utilization in the urban slum settlements
of Lagos State metropolis?

It was observed during data collection that formal healthcare facilities are few and
far between in the slum areas of this study. The scarcity of modern healthcare
facilities in these heavily population settlements creates problems of access and
affordability, among others. In this environment of paucity of healtthfa ilities,
the utilization of healthcare services in the slum settlements of thé=Lagos State
metropolis is worrisome, according to the data collected fo@lsxesearch. From the
responses from the quantitative data, 57.8% of the e@ents said they utilized
healthcare services, and only when there was (when they were sick). To
complement this point, information from th @tative data was also extracted:
“There is no need to visit healthc@itioners to the best of my

view. I only visit healthcare p@ s when I am sick, and that

is if [ use drugs and am still u 7

My use of healthcare se ceayappens only when there is a need.
For example, when ember of the family needs medical
attention, then, the al may become necessary.

“Most times . here is a health need. A few people come for

medical ¢ ips, but the majority of the people in this area will
only CQJ edical services when they are sick.

é@ a respondent speaking in pidgin English:
\/Anytime I need help medically, I go to the hospital. If everything
dey okay, I no dey go hospital go give my money to doctors for
nothing.
Responses from the respondents for this research showed that many
respondents have a poor orientation to utilising healthcare services. This may have

been affected by many factors, such as the affordability of healthcare services and

the socioeconomic characteristics of the residents of the slum communities studied
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in this research. According to the responses unravelled on the factors affecting
healthcare services utilization, the view below was expressed by one of the
respondents who is a formal healthcare practitioner.

Income is a major factor affecting healthcare services utilization.

Income as a factor affects not only the utilization of healthcare

services but also the type of healthcare services utilized. Private

hospitals which are available in the community are not affordable and

most people in this rural area are traders, their income might not be \

enough to use the hospital, especially the private hospital. This has
led many to the utilization of herbal healthcare or spiritual home. Q

The response above complements the point raised in the &ntltative findings.

According to the quantitative data collected, 50.7% of ondents said income

is the main factor affecting the use and the type are services utilized.
%ey

Sometimes, when people have health emergen will need to

either trek a long distance or look for le to move them
before they can access the healthcare fac needed. The needed
healthcare facilities are distanced community. We need to

go to the city. Otherwise, you us% t you can have access to.

Many people use alternative heglthcare or herbal cure not because

they want to but because 0 istance to go before you can

access formal healthcare x{ ies.

From this response,’ @nce is a major barrier affecting health-seeking behaviour in
the slum settle}@s. As observed during this research, many slum settlements lack
the ne 's@ocial amenities for human well-being. The distance between the
hea@are facilities and the residents of the slum settlements in the Lagos State

\;@’Qopolis may cause negative health-seeking behaviour, leading to health quagmire

among the slum settlements residents.

Research Question Two
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How does employment status affect the health-seeking behaviour of slum
dwellers in the Lagos metropolis?

Employment status is a socioeconomic variable that can affect many aspects of an
individual life. For example, employment status can affect income and choice of
residence. These factors can impact human health directly and indirectly. People
who work in the formal and regulated sector of the economy have a higher tendency
to better health-seeking behaviour than those who work in the i%al or
unregulated sector of the Nigerian economy. This view is justified b@ alitative

response from a respondent who is a formal healthcare practitig%r:

Type of employment can have a serious impact on the %;ZOVZ of

healthcare services. Many of the people in this ity are

traders or business people while some are not Those who
are working in offices have health insurance. If t re sick, there is
no need to manage or go for herbal care. @r ealth insurance
covers them and their family members in‘sgngeeases. Because many
of the people are low-income earnes\awnd do not have health

insurance, utilizing healthcare se problem for them. Many
have died from sicknesses which mable. If they are employed in
good organizations with healthdsurance coverage, they could have

been averted.
S

These qualitative res support quantitative data, indicating that 77.8% of the
respondents w@%the informal sector. Most of these people may be people
withou r@employment and have traits of irregular income. Due to the nature of
them&m oyment, they may not also have health insurance, which in Nigeria is
@tially available for people in formal employment. The absence of healthcare
insurance for most slum dwellers constitutes a significant barrier to easy access to
proper healthcare services. This may, therefore, affect the utilization of healthcare

services.

Research Question Three
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What is the relationship between educational attainment and health-seeking
behaviour of slum dwellers in the Lagos metropolis?

Knowledge is power. Through education, knowledge is developed.
According to the data from the socio-demographic section of this report, only 14.5%
of the respondents studied for this research have attained or are still going through
higher education programmes. Over 71% of the respondents have no more than a
secondary school education, which may impact their level of knowledgey The p-
value (0.014) computed was lesser than 0.050 which shows a signiﬁc@glationship
between educational attainment and health-seeking behavio ogﬁ@ residents of
slum settlements in the Lagos State metropolis. Respo om the qualitative

section also throw more light on the relationship een education and health-

seeking behaviour: Q

Many of the people in the area are not ’¢ettered. This affects their
behaviour as well as their health- g behaviour. Even when a
health sensitization programme i?\{ nised, many of them may not
come, and those who come m t be able to maximize the importance
of the information at their diéé%a

herbs because that is what is handed over to
d it is easily accessible. Going to doctors

sometimes ma rsen the situation because of medical terms that
may not .bg\' clear to people with lower levels of education.

C

Froéhe responses above, education plays a pivotal role in health-seeking behaviour.

\/%tle to the low educational attainment of slum dwellers in Lagos, their health-

seeking behaviour is adversely affected. .

Research Question Four
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How does household income affect the health-seeking behaviour of slum
dwellers in the Lagos metropolis?

Data collected in this research underscore the importance of income at the household
and individual levels as a factor that can affect health-seeking behaviour. Although
the p-value (0.885) statistics between income and health-seeking behaviour shows
that there is no significant relationship between the income level and health-seeking
behaviour of the residents of slum settlements in Lagos State, the g&itative
responses showed that level of household income can play a signiﬁ@e. It was
revealed that 89.3% of the respondents earned not more thQ%@fOOO monthly.

This shows that most of the respondents are low income-e

Income is a major factor in health-seeking be. Most of the
people in the slum settlements are low-income rs some private
hospitals will not be affordable and most le in this area are

traders, their income might not be e@ to use the hospital,

especially the private hospital. (b

Low-income level, lack of hea e exposure or
insurance and high cost of l% wAlso, some people

think medical treatments pensive.

N

The low-inco {tg\l\s of the people may also be connected to the state of
education@&'%linments among slum dwellers in the Lagos State metropolis. As
alre& ablished, over 71% of the respondents have no more than secondary

&

employment status and income eventually. Low-income status can impact health-

education. The level of educational attainment can significantly affect

seeking behaviour negatively as Nigeria is tending towards fee-for-service practice,

especially for essential services like health.

Research Question Five
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How does a known illness/disease (a disease revealed by medical tests and
accepted by the patient) affect the health-seeking behaviour of slum dwellers in
the Lagos metropolis?

According to the quantitative data for this study, 57.8% of the respondents
claimed they only utilized healthcare services when sick or when they had a health
challenge. The p-value of the relationship between sickness and health-seeking
behaviour of the slum dwellers in the Lagos State metropolis is 0.000. This is lower
than 0.05 which shows, as expected, that being sick is a strong Q&tor of
healthcare services utilization among the residents of the slum @J@ents in the

Lagos State metropolis. The following views emanate fro@e&esponses obtained

through in-depth interviews: $

People in this community don’t come for heallt services until
there is a sickness or disease which they are u@e tfo manage.

6’6

I don’t fall sick and when I feel sic@body, 1 take herbs without

going to the hospital. *

Why must I go to the hos sd)lfl am not sick to give my money to
doctors? Unless there roblem with my health that is beyond
what I can endure. 1, okay, I don’t go to the hospital at all even

in years. Q
Accorc@w information inferred from the responses above, residents in the

slux@e

%réeir body, conceptualized in this research as a “known disease or sickness”.

visit healthcare practitioners mostly when sick or when there is a disease

Based on these results, the higher the presence of sickness or disease among the
dwellers of Lagos State metropolis slum settlements, the more their patronage of
healthcare practitioners. There is a need for the slum dwellers in the Lagos State
metropolis to be re-orientated on their health-seeking behaviour. Sickness or disease

must not be the only reason for utilising healthcare services.
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Research Question Six

What impact does age have on the health-seeking behaviour of the dwellers of
slum settlements in the Lagos metropolis?

The relationship between age and health-seeking behaviour of slum dwellers
in Lagos State was not significant as the p-value was computed at 0.89. However,
the responses from the qualitative data showed the valuable impact age can have on
health-seeking behaviour.

Age is a significant factor in health-seeking behaviour. While other Q
factors such as education, income and employment have their ro Q
in health-seeking behaviour, certain physiological changes ocguri
people because of age which leads to the frequency of healtheare

services usage.

Among the people who usually come for medical a io§ children
and the elderly seem to have the highest fi NJoung people
especially young men hardly come around untih the situation has
gone beyond what they can bear. This shows certain behaviours
are exhibited in relation to health-seeki viour which can be
explained along the region of age-grou

O

The responses above underiﬁ& he importance of age as a socio-demographic

factor which can impa@ea;thcare service utilization. Some sicknesses are age-
°®

N

related, e.g., b@&nes& vision dimness, etc. This is not to conclude that every
il

aged person

<

10.3%0f the respondents in this research reported being age 56 years and above, the

ve to go through frequent experiences of sickness. Although only
m@y who are between age 18 years and 55 years 87.8% also need regular

\%edical attention in order not to have many incidences of sickness due to poor

medical facilities or their unavailability as propounded by Talcott person.
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Research Question Seven

What is the relationship between gender and the health-seeking behaviour of
slum dwellers in the Lagos metropolis?

Gender considerably influences health-seeking behaviour, as evident among
the slum dwellers in the Lagos State metropolis. Although the p-value of the
relationship between gender and health-seeking behaviour is insignificant, women
have a higher ratio (1.31) of seeking healthcare services than men. Respcxes from

the qualitative data underscore the role of gender in seeking health ca@ices.

There are many things that come with being a woman. FOqugﬁle,

teenage boys may have less reason to seek medical attenti ompared
to their female counterparts monthly. Young ladies ey t women
still have challenges with menstrual cramps which is n e case with
boys/men. 6

More of the patients that come to the clinic men. Some of them are
facing the challenges that come wit gnancy, childbearing or

menopause which is a normal order of % omen.

We have fewer men than wz%*fming for medical attention. A lot of
ey

men who come for herbal may just need sexual enhancement. If
everything is okay with hardly seek medical attention.

\
According to &% for this research, gender significantly impacts health-seeking
behav@men especially need more medical attention as they progress
ph ogically. Advancement chronologically affects physiological formations and
\/%blogical attributes, which affect both men and women. More attention may be

needed in terms of research and policy which can delineate health models for men

and women based on their physiological requirements.
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Research Question Eight

What is the connection between religious affiliation and the health-seeking
behaviour of slum dwellers in the Lagos metropolis?

There is no significant relationship between religious affiliation and health-
seeking behaviour. The p-value was calculated at 0.232 which is higher than 0.05
acceptable significance for this research. However, from the qualitative responses,
religion may have a very strong influence on the health-seeking behavioum&eople.
The influence could be positive or negative. For example, resp@from the

qualitative data exposed some facts that show religion as ﬁgsycio—economic

variable in the analysis of health-seeking behaviour. 0
My religion taught me to be modest and not expose to danger. For
example, I have been taught that taking alcohol “and indulging in

smoking can cut short one life. Although unceftainty can happen,

carefulness can help in improving one’s héa ;

My faith teaches me what to acc& ;ically and what not to accept.
For example, we do not accept blgod\ransfusions no matter the situation.
This is not popular but that is N&we practice.

S

the quantitative study of this research, only 4.8% said

Among the respond
their utilizatiot@Q particular healthcare service is influenced by their religious
views. ple, some of them did not receive the COVID-10 vaccine because

theyrbeli€ved it was a way the anti-Christ is influencing human life.

\/Qt’garch Question Nine

Why the high patronage of informal healthcare services among the urban slum
dwellers?

From earlier research, questions have been raised on the reasons for the high level of
informal healthcare patronage among urban slum dwellers, even though the level of

healthcare utilization is generally low among the slum dwellers. A clue on the

128



factors responsible for this occurrence has been highlighted in this research. From

the qualitative findings obtained from the informal healthcare users:

People in this area make use of what is available. Although, what is
available may not be the best but since it is accessible and it serves
the immediate it, then it is used.

The informal healthcare services is easy to access. They are readily
available. Some of the woprkers may also attend to you in the local
language which makes it okay for people with low level of education. Q\

The traditional or informal medicine is cheap compared to cliniQQQ
hospital. Many people are struggling financially. Accessing expensi
healthcare is not an alternative for now. This makes man %u,' to
use traditional healthcare services when it is essenti em to
access healthcare services.

From the responses above, three important t ay be critical to the high
patronage of informal healthcare services am@g urban slum dwellers. These three
themes are accessibility, availability@ affordability. These themes will be

discussed in the succeeding sectiorwis research.

)

4.3. Test of Hypotheses (9\

Hol: There is no si%’?@nt relationship between employment status and the
health-seeking b&( ur of residents of slum settlements in the Lagos
Metropolis.

Interpre.tg%: Table 4.13:

@?}% the statistical calculation for this hypothesis, the p-value is 0.02,
l%gn 0.050. This showed that employment is significantly related to the health-

\%eking behaviour of slum dwellers in the Lagos State metropolis. From the binary
logistic regression, it was further analysed that those in formal employment have
better health-seeking behaviour compared to those in the informal sector or those
who are self-employed in the slum settlements. The odd ratio, which shows the
significant differences between each category of the respondent, is computed at

1.547 for the employed compared to 0.293 for the unemployed category.
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To support the statistical results generated through regression analysis, which
showed that there is a significant relationship between employment status and
health-seeking behaviour, correlation statistics of Cramer’s V, which stands at .157,
showed a strong relationship between employment status and health-seeking
behaviour of the slum dwellers in the Lagos State metropolis. This further justified

the importance of employment as this can further affect other areas such &income

and personal development. QQ

Table 4.13 Employment and Health-Seeking Behaviour

N\
Variable Category Coefficient Standard Od Q 95% CI P-
xpected

(B) Error Lower upper value

/\@))
N

Not 1 0.002
employed ?
Employment Employed 0.437 6@ 0 1.547 0.377 6.350 0.544
Status Self- -1.22 .663 0.293 0.08 1.074 0.064

employed ‘\9
Source: Researcher’s Fieldwork ZN

Q)

Ho2: Educational attai \ is not directly related to the health-seeking
behaviour of resident m settlements in the Lagos Metropolis.

Interpretation of Ne 4.14:
Accor the statistical test for this hypothesis, the p-value is 0.014. This

shows(/ ificant inverse relationship between educational attainment and health-

see behaviour of the residents of slum settlements in the Lagos State metropolis.

O

\%mlysing the relationship between education and health-seeking behaviour of the
slum dwellers in Lagos State metropolis, Cramer’s V computed at .116
demonstrated a strong relationship between educational attainment and health-
seeking behaviour. This further corroborates the multi-regression analysis, which
showed a significant inverse relationship between educational attainment and health-
seeking behaviour of the slum dwellers in the Lagos State metropolis. The
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regression coefficient showed that the higher the level of educational attainment, the
lesser the tendency of utilizing healthcare services (such as visit to the hospital,
traditional healing centre or community pharmacy/pharmacists). Three parameters
were used to analyse utilization of healthcare services in this research which had
been mentioned above. The result may not necessarily indicates that higher receivers
have poorer health-seeking behaviour compared to those with lesser educational
attainment in general. This may mean that higher education receiv Qay utilize
healthcare services in a pattern that is not conventional For i s&cj, there is the

’gis may serve as an

availability of telemedicine which is accessible to the educa

alternative to the healthcare services covered in this @r .

Table 4.14: Educational Attainment and He thgeking Behaviour
N\
rd

Variable Category Coefficient Odds 95% CI P-
(B) %or Ratio Lower value
\Q’b (Expected upper
AN (B))
None . \ 1 0.014
Below {&2 0.795 0.110 0.23 0.522 0.005
. Seconda c?
Educational
Attainment SChO'O%Q
Sec -1.912 0.761 0.148 0.033 0.656 0.012
S
‘ﬁary -3.04 0.970 0.48 0.007 0.321 0.002

Source: Rq@her’s Fieldwork, 2023

Hoﬁhe presence of a known sickness/disease has no positive relationship with
@ alth-seeking behaviour of residents of slum settlements in the Lagos
ropolis.

Interpretation of Table 4.15:

According to the statistical test for this hypothesis, the p-value is 0.000, less than
0.05. Based on this statistical output, there is a significant relationship between the
presence of a known sickness or disease and the health-seeking behaviour of slum
dwellers in the Lagos State metropolis. According to the multiple regression analysis

computed for this hypothesis, the coefficient stands at 0.568, which indicates a
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positive relationship between the presence of a known sickness or disease and the
health-seeking behaviour of slum dwellers in the Lagos State metropolis. This means
the higher the challenge of sickness among the slum dwellers, the more they are
likely to seek utilization of healthcare services. For every increase in known diseases

among the slum dwellers, the health-seeking behaviour will increase by 0.568.

The correlational analysis of the relationship between sicknesses (diagnosg&seases)
and health-seeking behaviour demonstrated that sicknesses e main

determinants of health-seeking behaviour among slum dwella%n ¢ Lagos State

metropolis. The correlation statistics (Cramer’s V) com 454 showed a very

strong relationship between the presence of diagnos@mwn diseases) diseases and

health-seeking behaviour. This further corrob ra@ the regression analysis, which

computed the p-value at 0.000. Based on@%statistical results, it is concluded that

sickness or disease is the main fac@pting the utilization of healthcare services

among the slum dwellers in zho\\%os State metropolis.

Table 4.15: Experie.nc @%ickness in the Last Twelve (12) Months and Health-
Seeking Behaviour .\&

A
Variable @'y Coefficient Standard Odds 95% CI P-
(B) Error Ratio Lower wupper value
° ’\% (Expected
O (®)
Expﬁnced No 1
si in
qﬂst 12 Yes 3.54 0.438 34.47 14.596 81.421 0.000

\%ﬂths

Source: Researcher’s Fieldwork, 2023
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Ho4: Sex has no significant effects on the health-seeking behaviour of residents
of slum settlements in the Lagos metropolis.

Interpretation of Table 4.16:

The p-value for this hypothesis was computed at the statistical value of 0.494,
which is higher than the significant level of 0.05. This shows no significant
relationship between the sex of the slum dwellers in the Lagos State metropolis and

health-seeking behaviour. Based on the statistical hypothetical rule, the &native

hypothesis is rejected, and the null hypothesis is accepted. QQ

To further support the multivariate analysis in the regra%)nﬁﬁ)le above, the
correlation computation in the table below confirmed tha elationship between
sex and health-seeking behaviour is insignificant, @e Cramer’s V computation
revealed a figure of .051, which can be interp te@s no or very weak relationship.
This further justified the rejection of t rnative hypothesis, which asserts a

significant relationship between ga@ d health-seeking behaviour.

Table 4.16: Sex and Healtlt%&kﬁg Behaviour

Variable Category gflcient Standard Odds 95% CI P-
N Error Ratio Lower wupper value

\\Q\ Eg;()pected

Gend le” 1
ender ale 0.273 0.40 1.31 0.601 2.876  0.494
Soulg'ce: eséarcher’s Fieldwork, 2023

’é Religious affiliation has no direct relationship with the health-seeking
haviour of residents of slum settlements in the Lagos metropolis.

Interpretation of Table 4.17:

According to the statistical calculation for this research, the p-value figure for the
hypothesis between religious affiliation and health-seeking behaviour stands at 0.565,
which is greater than the acceptable regional value of 0.050. Based on this statistical

output, the alternative hypothesis is rejected, and the null hypothesis, which states
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that there is no significant relationship between religious affiliation and health-
seeking behaviour of slum dwellers in the Lagos State metropolis, is accepted for

this research.

Although the binary logistic regression analysis showed no significant relationship
between religion and health-seeking behaviour, the correlation statistics showed that
religious affiliation can affect health-seeking behaviour. The Cw{er’s \Y
computation showed a figure of .194, demonstrating a strong relati@% between

religious affiliation and health-seeking behaviour. This corro%t e qualitative

finding of this study, where it is discovered that certain s were ignored as a
result of religious beliefs. Q
Table 4.17: Religious Affiliation and Health-S€eking Behaviour
N\
Variable Category  Coefficient ard Odds 95% CI P-
B) \Q or Ratio Lower upper value
(Expected
O (B)
None ° ’% 1 0.232
Religious  Christianity (—}39 0.844 4.038 0.773  21.097 0.098
Affiliations Islam é 0.781 0.853 2.18 0410 11.612 0.360
Traditi 0.522 1.205 1.686 0.159 17.895 0.665

WorsHipe

Source: Resea@% Fieldwork, 2023

Ho6: @no positive relationship with the health-seeking behaviour of
residents-0f slum settlements in the Lagos metropolis.
| retation of Table 4.18:

\/ Age is a significant socio-demographic variable in health-seeking research
such as this. Due to advancement in age, physiological changes may occur that may
warrant frequent utilization of healthcare services. This assumption has been proved
invalid by the statistical result of the p-value in this section, which stands at 0.891,

higher than 0.050. The outcome of this statistic is assumed that there is no
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significant relationship between age and health-seeking behaviour of slum dwellers

in the Lagos State metropolis.

According to the statistics computed on the relationship between age and
health-seeking behaviour, Cramer’s V statistics, computed at .063, show a weak
relationship. This further corroborates the result of the regression, which showed
that there is no significant relationship between age and health-seeking aviour.

Based on the statistical output, the alternative hypothesis predicted @Ls section

was rejected. /\

Table 4.18: Age and Health-Seeking Behaviour N\
Variable Category Coefficient Standard Oddﬁ 95% CI P-
(B) Error Lower upper value

18— 36 (\ 1 0.724 2.62 0.891

Age 36-55 0.75 @fb 1.078 0.135 3.89 0.869
56 and 0.322 8 0.724 0.72 0.135 0.707
above

Source: Researcher’s Fieldworl&

N

Ho7: Household incom ﬂ o significant relationship with the health-seeking
behaviour of res1dgn @ m settlements in the Lagos Metropolis.

Interpretation @‘e 4.19:

income is very important in the analysis of health-seeking

behaw@&ﬁ%wver this is not enough reason to assume that an increase in
ld income will proportionally lead to an increase in health-seeking
\géhaviour, as statistically proven in this research. According to the p-value
computed for this hypothesis, 0.885 is higher than 0.050, the acceptable regional
value for this research. This shows that there is no significant relationship between

the income of the residents of slum settlements in the Lagos State metropolis and

health-seeking behaviour.
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The correlational analysis of the relationship between sicknesses (diagnosed diseases)
and health-seeking behaviour demonstrated that sicknesses are the main
determinants of health-seeking behaviour among slum dwellers in the Lagos State
metropolis. The correlation statistics (Cramer’s V) computed at .454 showed a very
strong relationship between the presence of diagnosed (known diseases) diseases and

health-seeking behaviour.

Table 4.19: Income and Health-Seeking Behaviour _ (\Q
NS
Variable Category Coefficient Standard Odds b5% Cl P-
(B) Error Ratio ’\Lower upper  value
(Bﬁk

Less than Y 0.885

N50,000

N51,000 — 0.190 0.475Q 1.209 0476 3.068 0.689

Monthly N100,000 ?

Income  N100,000 — -0.420 0’@ 0.657  0.105 4.118 0.654
N150,000 6
N150,000 -O.26(\Q(bl.400 0.771  0.050 11.996 0.853
and above \

Source: Researcher’s Fieldwm&n@

%)
4.4. Discussion of Fi @Ss

The foregoing ana@ this chapter focused on interpreting data collected during

the researc@ the findings of the study are discussed vis-a-vis results of

previo(s gm&d'l
q@ns stated at the beginning of the research.

The discussions are tailored towards the research objectives and

\/l'he goal of attaining a healthy society has made nations of the world focus on not
just the biological aspect of health but also the social aspect of it'3. Many factors are
responsible for health-seeking behaviour, including employment status. According
to the p-value of this research, which was computed at 0.024, lower than 0.050, the
employment status of people significantly affects their health-seeking behaviour.

Responses from the qualitative data showed that employment plays a pivotal role in
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health-seeking behaviour. Those who are employed in the formal sector sometimes
have access to registered healthcare because of their registration under the National
Insurance Health Scheme. This scheme covers the healthcare expenses of the
employees in some formal organizations. It also caters for a number of their family

members depending on the terms and condition of the health care scheme.

Confirming the validity of the research findings stated above, scholars %le that
while employment may not prompt people into utilizing heal@ services,
employment status allows the availability of resources that{ may=assist in case
healthcare services are needed'>°. As earlier cited in this in the speech of the
immediate outgone Minister of Health for Nigerie@ne preventable fatality has
occurred due to the inability of Nigerians, especially people in rural and slum areas,
to access needed healthcare services. In s 'ﬁhe studies conducted in South Asia
countries, employment status cou{@&l\ine many things, including accessibility
of healthcare services. Many @gries that fall within the category of low-income
countries are operating@é?ee—for—service principle, and this policy is already
affecting many es@ services, including healthcare services. Earlier research on
health-seeking belaviour confirmed a similar research output in Nigeria®®. The role
of en@

b ur cannot be overemphasised>¢. For example, it has been argued that many

status as a socioeconomic variable affecting health-seeking

\%Dan slum dwellers, because of the failure of the Nigerian economy, are either
unemployed or self-employed, while only a few work in the formal sector - the
majority work in the informal sector, which lacks health insurance coverage. The
inability to secure formal employment within the professional or formal sector has
implications. Many working in the informal sector may lack regular income or

savings to sustain them during a crisis. Lacking regular income from reliable
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employment may affect health-seeking behaviour. The challenge in this regard is
that the informal sector is not properly covered by the health insurance policy in
Nigeria. Many Nigerians, especially people in the slum settlements who work within

the informal economy, are at risk due to this lacuna.

The role of social factors such as educational attainment on health-seeking
behaviour is critical. Based on the statistical calculation of the in.ﬂ&me of
educational attainment on health-seeking behaviour, the p-value sta@%stands at
0.050, which is a borderline value. This still proves that %e(i!a significant
relationship between educational attainment and eeking behaviour.
Educational attainment is very critical as educ advancement can lead to
information appreciation’. To corroborate the s@ical value which confirmed in
this research that education plays a signi@role in health-seeking behaviour, an
earlier study among Americans esﬁ\@lgd the critical role of education in health-
seeking behaviour. Those w@e education have the advantage of appreciating
health information. EdL@Q knowledge gives advantages in many ways, among
which is health—s@q behaviour. In a health crisis, passing information to a
diverse pop%& with a high level of illiteracy is a serious challenge'. Giving

health angéfa on to a vast population of people with different cultural views and

Is of education has impacted the success of Nigerian health policies, and this
\%ay continue if the educational attainment statistic among Nigerians remains at the
same level>®. According to the percentage distribution of respondents for this
research, only 14.5% of the respondents claimed to have attained education up to the
tertiary level. More than 80% of the respondents have neither education nor
secondary school certificates. This is a matter of concern as it is predicted through

regression statistics that for every decrease in the level of illiteracy in the slum
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settlements of the Lagos State metropolis, there will be an increase in the level of
residents’ health-seeking behaviour. This calls for more support from Lagos State
and Nigerian governments, supporting Nigerians towards educational advancement.
From an empirical point of view, the researcher had personally discovered that
people with high educational status utilize healthcare services more than the semi or
final illiterates®. This is due to their level of exposure. The fact that educat&dpeople

visit their GP (General Practitioner) from time to time rather than @ on self-

medication'. ’\< )

The emphasis of the sociology of health is the analysis of factors affecting the
health and well-being of people?. Health inequality e caused by various factors,
including household income. Poverty impact& ns and people in many ways,
including health-seeking behaviour. Ma%@erians are living below the poverty

line. The findings from this resa@\\&% delineated the vital role of income or

household income on the utili\h% of healthcare services.

Based on the respsn&@&n the qualitative section, household income plays a
significant rol%@health-seeking behaviour of slum dwellers in the Lagos State
metropolis&ny Nigerians have been stratified along class lines’. You either
bel&@e upper class or the lower class. Developed countries like the United

&

pper, middle, and lower class. The class you belong to will determine the benefit

om, Canada, and the United States of America have three categories of class:

you will get or enjoy in society. This brings to reality the usefulness of Karl Marx’s
analysis. To Marx (1818-1883), modern societies are divided into two regional
classes: the capitalist, which he called the bourgeoisie and the working class or
masses, which he called the proletariats. While the upper class (bourgeoisie),

according to Karl Marx, have access to all the good things in society, the masses
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serve the capitalist with their working power to earn a daily living. Not being able to
work means not being able to earn. This made the working class seek more work,

leading to health negligence or poor health-seeking behaviour.

Although Nigerian society has witnessed the introduction of the National Health
Insurance Scheme (NIHS), out-of-pocket payment (OOPP) continues to be a popular
practice for essential services such as health. In times of emergengkfamily
members of an individual in need of urgent medical attention may hationalise
between paying for health services and attending to other ir@g&‘ﬁeeds such as
food and shelter>S. The research findings further confi @w reliability of the
theory of Abraham Maslow. According to Maslo@ere are five hierarchies of
needs, which are levels of human needs, which physiological, security needs,

social needs or acceptance needs, esteem %b, and self-actualization.

Among these needs, the most im}}@?is the first level of need, "physiological
needs”. To Maslow, until t%’c&ﬁa‘% level of needs is met, human beings may not
progress to the leve.l 0 @gr needs. Poverty-stricken homes/households often lack
enough to eat. @ernment of the United States uses the term “food secure” to
describe.@&households that always have access to enough food for an active,
health 1\, with no need for recourse to emergency food sources or other
é@dinary coping behaviours to meet their basic food needs'?. The present
\&ondition of Nigerian society can be described as a “state of food insecurity”. The
current salary scale of public workers in Nigeria has been titled “take-home which

cannot take workers home”.

Without adequate food, people lose their ability to resist or regain health after falling

ill or experiencing serious injury. Dietary deficiencies can lead to malnutrition
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associated with anaemia, tuberculosis, and osteoporosis'?. Pregnant women who do
not eat adequately will likely give birth to low-weight babies who often suffer from
mental retardation and other disabilities!'. Low weight in babies due to malnutrition
has also been directly linked to a higher likelihood of infant mortality'2. Malnutrition
frequently undermines the health of the elderly as well as children. Some members

of the poverty population suffer from living amid conditions of violence. &u does

this mean? Pls use conventional terms. QQ

For example, poverty contributes to a high rate of homicide ng*H(uited States!2.
While poverty is affecting the United States of A causing homicide,
Nigerians have become victims of kidnapping as uloyed youths look for both
legal and illegal means to survive. A society g@igh poverty level cannot be in
good health!'!. In low-income sections o%% cities, some residents, children and
adults resort to deadly weapons s@%ct themselves and handle conflict with
others'!. The world health s@)has failed to meet the needs (health needs) of
people from low-class fa@'ﬁf@ or families'!. This is not only peculiar to low-income
countries such as @; developed countries such as the United Kingdom and the
United States,0 erica are not excluded in the failure of the health system to meet
the he@

h@sector as a case, the Health Care System has failed to provide adequate

of low-income earners and slum dwellers. Using the United States

\%ﬂrices to tens of millions of low-income people without adequate health insurance
coverage. Poor people often find that the care they need is inaccessible and
unaffordable. Consequently, they are more likely than the more affluent to be

without the care they need or to postpone seeking it at greater risk to their health!!.
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Religion plays a significant role in people's lifestyles and ways of living. Religion is
a set of beliefs and practices about sacred things!®. Religion is associated with three

sources of fear namely:
(1) The physiological facts of birth, puberty, disease, and death.
(i1) The contract of man with the world around him and with the forces of nature and

(iii) The individual class with his fellow man'’, Q\

O

According to the qualitative findings in this research, some of] hegesponses further

proved the validity and influence of religious affiliation @—seeking behaviour.

Going by some of the responses in the qualit ection, the importance of
religiousity in health-seeking behaviour anqu igerians is very critical. For
example, some religious views argue a%(;b the use of certain vaccines. Even if

they are available, the faithful se religious groups may not accept their

administration on them or th%@ly members.

The responses furth@r&gl that analysis of social factors cannot be done exclusively
with idiosyncr@. me scholars cited earlier in the literature believe that society

makes f@&b\hat they are. For example, it may be assumed that people could not

access thcare services because they could not afford them, not because they

@ed to of their own volition without the influence of social factors!!. But this
\/View can be contradicted by looking at it from the viewpoint of individuals who,
because of their beliefs (religious belief), neglect the use of healthcare services.
Some people believe that as a member of a particular religious group, one should not

use drugs or visit healthcare providers. This emphasizes religious belief on a valid

scale, as it can affect healthcare-seeking behaviour.
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Findings from this research showed the importance of age and gender and how this
affects health-seeking behaviour. The responses from some of the respondents
authenticate the vitality of age in health-seeking behaviour. Advancement in age
may come with certain physiological changes which can result in the frequent use of
healthcare services. This calls for critical attention to the age factor of the Nigerian
populace when deciding or formulating policy. Age is an important factor that
dictates healthcare facility usage. With old age comes various %ealth
conditions'"!?, some of which are disabling. Old people are VUI@ e to various
problems: heart conditions, rheumatism and arthritis, visi hearing problems
and numerous other maladies'!. The unpalatable copditions that come with old age
make the elderly visit healthcare providers freq@r compared to younger people.

Gender is another factor which cannot be @ed in health-seeking behaviour.

Many adults who live in poveﬂy,@n more of those who live just above the
official government poverty 5\('(1% are either unemployed or are in low-paying
employment>. Many o% m dwellers, due to the unavailability of enough jobs
for the working o@n, engage themselves with jobs in the informal sector’. The

jobs often involvé physical strength stressful and hazardous labour'!. Men and
wome‘ h%'[%

cp&éﬁion, transportation/utilities and wholesale and retail trade have high

low-wage jobs in agriculture, forestry, fishing, manufacturing,

\%cupational injury rates'!. This alludes to the fact that resource access will
determine health status and healthcare services utilization. In addition, many
workers (particularly in manufacturing) are routinely exposed to toxic fumes and
substances that can cause acute and chronic illnesses and diseases. This justifies the
life-course argument. According the life-course perspective, daily experiences of

people may impact on their health and well-being!!.
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Female-headed households are more likely to be poor than male-headed or dual-
headed households; single women raising families face serious problems affording
and gaining access to health care 2!'1213, Many low-income female-headed
households are forced to rely on a government-sponsored healthcare programm!"!2,
Biases and shortcomings in the healthcare system treatment of women contribute to
women's problems getting adequate care'?. According to the United States
Department of Health and Human Services report, one-tenth of wor@%%-@
have some form of health disease. Heart disease is the number one cause of death

among women and more women than men die from their e@tack”.

Low-income/low-wage workers often lack the pow@ improve health and safety
conditions in the workplace. Although unions 6&munity groups have struggled
successfully to end some of the most bla@%buses“, much remains to be done. A
tragic reminder of this involved ck@(gocessing workers in North Carolina. Such
work is stressful and injuriou\(&' icken processing workers are three times more
likely to be injured th@‘é@er workers in North Carolina !'. Common injuries
include carpal tun e *drome, an extremely painful condition affecting the nerves
of the wrists, Qﬁ stems from repetitive work on the processing line!!. A fire at
ImperiQ..:N\lA>

ig@ 56 workers. As described in one press account, “With the raging, many

roducts in Hamlet, North Carolina, in 1991 caused 25 deaths and

\gﬁrkers died attempting to flee through emergency exits, which were chained shut
supposedly because workers were stealing chickens. The dead left bloody footprints

where they had desperately tried to beat down the doors™!!.

This kind of case happened in the Ikorodu Area of Lagos State between the years
2000/2001 in a foot-wear factory where many able-bodied young men were roasted

because the Lebanese always locked up the workers in the middle of the night while
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working. They locked them up to forestall stealing their products. But while
protecting products, the lives of future leaders were wasted (personal observation).
Despite such horrible stories and the struggles to end them, health and safety
standards and provisions for their enforcement remain a problem in many
developing towns and even in some states in the USA, particularly for non-

unionized, low-wage workers'?. \

Responses from the quantitative and qualitative results proved a stro between
a known sickness or disease and the health-seeking behavio;Qgﬁ(e residents of
slum settlements in the Lagos State metropolis. This ha: @been established in
regional studies of the health-seeking behaviour Qwer—income settlements in
West Africa %13, The p-value statistics compute the influence of sicknesses on
the utilization of healthcare services arri@ooo, which is less than 0.050. The
regression coefficient stood at 0. onstrating that health-seeking behaviour

will increase for every incraa&Q\sickness. Responses from the qualitative section

also support the Validityégg hypothesis.

What can be inft om the above explanation is a cursor of how the health needs

of the pe an influence health-seeking behaviour. Although the pattern between

sic egynd health-seeking behaviour is hypothetically strong, this is dangerous

e people essentially use healthcare services when sick®. A study of South
\Asian cities proved a similar direction between sickness and health-seeking
behaviour!®. This essentially further proved the validity of Maslow’s hierarchy of
needs hypothesis earlier discussed. In an unstable economy, people prefer to use the
available income for essential needs such as food and shelter rather than going for

medical check-ups to know the state of their health. Going to the hospital or seeking
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a healthcare professional's services becomes unavoidable when a sickness or disease

is discovered in the body.

Earlier questions have been raised by researchers on the factors causing a high level
of informal healthcare services among urban slum dwellers 6. Based on the findings
of this research, three themes appeared to be critical. The three factors which have
been highlighted in this research are accessibility, availability, and affotdability.
Healthcare cost can affect its usage. Many Nigerians are living bel@Qe poverty
line®®. This makes the usage of expensive service a privilew ew Nigerians
enjoy. Accessibility and availability of healthcare service gso very critical, and
these factors affect the utilization of healthcare ser@. some of the facilities may
be located in the affluent areas of the city®. T SQ’ discourage its essential usage
due to poor transportation infrastructure. B%f some of the services are available,

accessibility may be challenging X@)f cost, bureaucratic protocol, and level of

users’ level of education®. @
&

N
R
x@b
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Chapter Five
Conclusion
5.1 Summary of Findings

The sociological analysis of health-seeking behaviour is vital to the scientific
body of knowledge, but its peculiarity is also vital in health policy formulation and
the orientation of the general populace regarding their well-being. This study
focused on the socioeconomic factors affecting health-seeking behaviou&l slum
settlements of Lagos State metropolis, using the sociological lens @e scientific
analysis tool. The research laid the background of the stud)KtheJVital concepts
such as health, sickness, disease, illness, poverty, soci ic factors, and slum

settlements were clarified. Q

Chapter two of the research focuseQQn three dimensions of scientific
explanations within a single chapter. imensions were conceptual analysis,
theoretical analysis, and empiric @ysis of the health-seeking behaviour of the
Lagos State metropolis s&&s tlements residents. Important socioeconomic
variables such as hous @income, age, gender, education, religion, employment
status, and the%@an individual’s health were given detailed, attentive analysis.
Due to Jk&earcher’s recognition of the impact of globalization on Nigerian
soci ty(GAgos State), scientific attention was given to the discourse of Nigeria

@n the global space and how attachment affects the health-seeking behaviour of
\’Nigerians. To look critically at the factors that affect the utilization of healthcare
services, an extensive literature review was undertaken from both the local and
international perspectives. This ensured that our horizons, as sociologists, are not
limited to our local environment alone but also global scientific inquiries. The
research reviewed relevant theories and concepts that explained the health-seeking

behaviour of people in the low-and-medium income countries. Among these theories
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and models are functionalist theory, conflict theory, and Kroeger’s theory of health-
seeking behaviour. Anderson’s conceptual model of health-seeking behaviour was

also analysed in this report.

Chapter three of the research laid a solid background for the step-by-step
processes through which the research was conducted. This chapter explained
essential methodology components such as study location, population, sampling size,
sampling frame, sampling selection formula and processes, and data @Q&s method.
The research used the mixed method and multi-dimensional pQgﬁata collection
and analysis. This rigorous approach enhanced and su @ the reliability and
validity of the findings of this advanced sociologi@search. To avoid breaching
ethical rules, respondents for this study were g@ts of the slum settlements who

were eighteen (18) years and above and g nsent to be interviewed.

()

In chapter four, quantita??@nd qualitative data collected during this

research exercise were pres@gically and scientifically. For logical clarity, the

chapter was separated'@ur aspects. The first aspect presents the frequency data

(univariate) ana ;\16 second aspect is based on the research results, while the
third asp.eg&he report presents analysis on the test of the hypotheses for the study.

Th laert of the chapter focused on discussing the research findings. Statistical

ge for Social Scientists (SPSS) and R quantitative analysis software were used

\Ao analyse quantitative data collected during this research. Statistical Package for
Social Scientists was used to analyse the frequency data, while the correlation and
regression data were analysed using R quantitative software. This software
computed and analysed the p-value and coefficient statistics of the variables of
interest as important to this study. Analysing the qualitative data also took a bi-

dimensional approach as thematic and content analysis methods were used to draw
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necessary information from the respondents’ comments. The discussion section of
chapter four shows a scientific synthesis of the findings in this research and proves
from existing studies. The researcher was able to juxtapose the dimension of the
socioeconomic factors on the health-seeking behaviour of slum dwellers in the

Lagos State metropolis. Gaps discovered in earlier research were analysed within

this chapter. \

5.2 Conclusion

This research concludes by emphasising that the gove mg.t)f Nigeria and
leadership of international organizations working w't@the Nigeria socio-
geographical space must take cognizance of the r ﬁ:ioeconomic factors in
health-seeking behaviour. While earlier studies d not establish a direct linear
relationship between age and health-seeki viour, the qualitative finding in this
research showed that the physi%(b} makeup of humans changes due to
advancements in age. For th.is& on, the elderly and children may require access to
healthcare facilities due Q“}eir health needs. This further supports the earlier

argument that the aé& people may impact their health-seeking behaviour.

Due tgerent physiological make-ups of men and women, women and

.
girls i@ slum settlements in the Lagos State metropolis were found to more
fi tly utilize healthcare services compared to men in the slum settlements. The
\%ﬂings of this research further expanded that natural order, such as the period of
postnatal and antenatal, is critical for both mothers and their children. This further
explained the frequent usage of healthcare services by women in the slum

settlements of the Lagos State metropolis compared to men within the same

settlements. This emphasizes the importance of gender in health-seeking behaviour.
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The role of employment has been established in this research. Some
respondents admitted not using healthcare services regularly because of the nature of
their employment, which may not give room for such. One of the respondents, a
formal healthcare practitioner, explained that employment type is very significant to
healthcare services utilization. To him, those with viable employment in the
community, with the health insurance package as part of their employment*beneﬁts,

utilize the healthcare services properly and when needed. Thos out such

employment opportunities only come when sick or in {%}rgency. This

underscores the importance of the employment statu; @h slum settlement

residents in health-seeking behaviour. Related to @ ent status, this study
corroborates that household income is signif@ly related to health seeking-
behaiour. Income affects the type of he th@%services an individual utilizes and
the frequency of health facility us %ls shows that the personal and household
(disposable) income of the r.egi{%})f slum settlements affect their health-seeking
behaviour. éco\

Religion is @titution that influences other agents of socialization, such as
family and %Qe Religion's influence on family and upbringing cannot be
neglec(ed&&ﬁ'

s@f the respondents claimed they utilized the type of healthcare they used

research's analysis of health-seeking behaviour. From the responses,

\%cause of their upbringing and their beliefs. Those responses showed the vitality of

parenting and religion in health-seeking behaviour.

Education is critical, and knowledge is power. Education creates room for
upward mobility and access to information. Slum settlement residents who are
educated have better access and opportunity to health information that may

significantly affect their well-being and healthcare services utilization. The
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regression coefficient for the relationship between education and health-seeking
behaviour indicates that for every increase in the number of educated people in the
slum settlement, health-seeking behaviour increases. The qualitative responses
further support the validity of educational attainment on the health-seeking

behaviour of the residents of slum settlements in the Lagos State metropolis.

The most potent factor affecting health-seeking behaviour (utilization of
healthcare services) is the presence of known sicknesses and di All the
respondents from all the locations of this research confirm thg*IOSt residents
come for medical services when they are sick or have an % that requires urgent
medical attention. This further suggests the insta@ of the Nigerian economy,
which has made less income available to the p opgtherefore, the available income
must only be used on essentials. Without @ss or disease, the funds available will

be used for other essentials such a X@ d shelter.

This research addresé%’ée%\ical questions which have been asked by earlier
research on the facsoa@x)nsible for a high level of informal healthcare services
patronage amon @1 slum dwellers. Availability, accessibility, and affordability
were dis.cg&l from the findings of this research as critical factors responsible for

inﬁg@ﬂthcare services utilization among the urban slum dwellers.

\ﬁ@ Recommendations

Based on these research findings, the government of Nigeria at all levels
must consider the impact of socioeconomic factors when making decisions on health
policy development or programme implementation. This study has argued that one
of the problems associated with utilising healthcare services in Nigeria is linked to

employment opportunities. To ameliorate this quagmire, the government of Nigeria
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must create employment opportunities for Nigeria, and support those with

entrepreneurship skills with necessary resources.

Furthermore, the research discovered that the capitalistic orientation that is
shaping the healthcare sector in Nigeria is negatively impacting on the health-
seeking behaviour, and the healthcare services utilization among the residents of
slum dwellers. To alleviate the problems, the Nigerian government must Q%re that
socialistic tenets guide the provision of healthcare services. This is l@guring that

healthcare services are offered to Nigerians based on their %Shf{eeds, and not

based on their capacity to pay for the healthcare services%O

From the qualitative findings, it was r that Nigerians in the slum
settlements utilized the informal healthcare se@es more on the basis of availability,
accessibility, and affordability. Mos}b%(ge slum settlements lack adequate
government funded healthcare ser}i\@ and the private healthcare facilities that are
available are sometimes ofaﬂch for the poor. This warranted informal and
unstructured healthgaQQgities with unguaranteed healthcare services quality. This
research therefo@ ceommend provision of more healthcare facilities in the slum
settlemep@d for easy accessibility of the poor class, this research recommends
go rng.e_wt support and subsidization of healthcare services in the private sector to

é their easy utilization by the majority of Nigerians who reside in the informal

\énd slum settlements. Nigeria should have a welfare programme for its citizens and

prioritise health care delivery especially for the less privileged.

Income was one of the major determinants of healthcare services utilization
as revealed in the qualitative findings of this research. Therefore, this research

recommends that the government of Nigeria should put a policy in place that can

154



encourage those who are not financially capable to access healthcare services. For
example, in the United Kingdom, the National Health Services (NHS) cater for

health needs irrespective of their financial status.

The research discovered those in formal employment utilized formal and
structure healthcare services more than those without formal and structure
employment. The findings showed that this happened because of the.%eﬁt of

health insurance policy that allowed those in the formal sector @l@ccess to

structured healthcare services. Since many Nigerians in the le&se ents work in
the informal sector or self-employed, this research therefo mmends that health

insurance in Nigeria should be extended to cover th . the informal sector, where

the majority of the slum dwellers in the Lagos&@letropolis work.

This study found that the presen)%cgnown sickness or disease as the most
potent reason Nigerians use heam\;{g services. This should be corrected. This
research, therefore, recommé@t public medical orientation on the utilization of
healthcare services .s@ given to Nigerians. Healthcare services should not be
essentially used \here is a sickness, but there is a need for medical check-ups

for peopl aintain good health and avoid health emergencies which may result

fro% t&l_g\te discovery of health problems.

Q’b One of the profound findings of this research is the factors associated to high
level of informal healthcare services usage among urban slum dwellers. This gap has
been mentioned but not covered in earlier research. Availability, accessibility, and
affordability of informal healthcare services has been the pull factors responsible for
its high usage among urban slum dwellers. This research therefore recommends that

the government of Nigeria at all levels ensure that healthcare facilities are available,
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accessible, and affordable to Nigerians irrespective of their socioeconomic

backgrounds.

As shown in the findings of this research, educational attainment played a
significant role in the health-seeking behaviour of the slum dwellers in the Lagos
State metropolis. Therefore, this research recommends formulating national, state,
and local policies to make education available to all. This recommendatx&s very
critical as it is revealed in this research that education is among theconomic

factors with a strong predictive model for health-seeking beha&ur.

O

Lastly, as discovered in the qualitative findings @ research, many of the
slum settlements in the Lagos State metropolis 1 equate healthcare facilities.
Where they are available, they are under-staffed and ill-equipped. It is therefore
recommended that the government of )\&éla and Lagos State government as the

host state of this research shoul more attention to the healthcare facilities
development in the slum s@ ts for the purpose of supporting the health and
well-being of Lagos1a @ngerlans

5.4 Contrl@ Knowledge

ThngSRdy on the socioeconomic factors affecting the health-seeking

be V1gi.pbf slum dwellers in Lagos State metropolis presents a significant analysis
é@«population that often experiences enhanced vulnerability in accessing healthcare
\/services. As a solid contribution to the body of knowledge in sociology (specifically
sociology of health), the study contributed to, and extended the frontier of
knowledge in the analysis of health-seeking behaviour. The study provided a deep
local understanding of the complex relationship between socioeconomic factors and
health-seeking behaviour. With its diverse urban landscape, Lagos State provides a

unique environment to study the impact of socio-economic factors, hence the choice
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of slum settlements within the Lagos State metropolis as the base for this research.
Being one of Africa’s most populous States, the state of Lagos provides a valid basis
for exploring the impact of urbanization on health-seeking behaviour. Through the
foreground of the prevailing socio-economic factors of slum dwellers, the study
gives a complete picture of the health-seeking behaviour of slum dwellers. One of
the study's most important contributions is its ability to point at policy lacuna, which

has led to the negligence of the poor section of the Nigerian geo@al space,

among which are the slum communities in Lagos State. Thi &Ef dressed the

systemic challenges that slum dwellers face in seekin h services, such as
=

infrastructure inadequacy and lack of economic emp@ t.

Analyses presented in this report are rel&@oeyond the sociological field as
the researcher took a holistic and interdis@ry measure to analyse health-seeking
behaviour among slum dwellers @_agos State metropolis. It is recognized
that many disciplines inﬂueno\\' ioeconomic factors and health-seeking behaviour.
Using an interdisciplina@p(a‘oach, this research drew from sociology, economics,
public health, eco@%, and urban planning, among others, to comprehensively
understand t gect. The research aligns with the UN's Sustainable Development

Goals‘(S&g), particularly Goal 3 (Good Health and Well-being) and Goal

1 @ucing Inequalities).

\/Q Despite their detailed analysis, earlier research could not cover the reasons
for Nigeria's high usage of informal healthcare services. Among others, this research
found that Nigerians utilized informal healthcare services more based on factors
such as availability, accessibility, and affordability. Many respondents claimed that
informal healthcare providers' services are cheaper, and they can easily access them

in the community compared to formal healthcare services that may be miles away
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from the healthcare users. Where they are available, they are expensive, and the
workers are not friendly!'®. This critical gap enhances the utilization of informal
healthcare services compared to formal healthcare services. This is a further

improvement and coverage of gaps in earlier research.

5.5 Suggested Area for Further Research

This research confirmed that the most potent reason for the utilization of healthcare
services by the residents of slum settlements in the Lagos State is is the
presence of known sicknesses and diseases, this can be fu e\'Qeﬁearched. This
research also covered an essential gap in knowledge highlighted factors
responsible for the high level of informal healthcare@ic patronage among urban
slum dwellers. Availability, accessibility, and a@ability of health services were
major factors found in this research as th (@ leading to urban slum dwellers to
the utilization of healthcare serv%’b‘he study also discovered that although
education is expected to ohi& positive relationship with the utilization of
healthcare services, the arﬁgj}f healthcare services covered in this research showed
that the more educé@n the slum settlements have lesser usage of the available
facilities withiﬁ@ slum settlements. This may mean that the more educated utilised
other 1@\&) healthcare services, for example, internet or tele-medicine which
Wa%lt covered in this research. Future research should investigate how different
\/%eases or sicknesses can warrant the frequency of healthcare services usage among
slum dwellers in Nigeria. Also, future research should look at the utilization of other
forms of healthcare services such as tele-medicine, home-care healthcare services,

and other forms of healthcare services that were not covered by this research.
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Questionnaire ’\(JQ
O

I am Michael Olusegun Demehin- a PhD student in the :u% ent of Sociology, at Lead

Dear Respondent,

City University, Ibadan, Oyo State, Nigeria. I am @:nﬂy conducting a study on
“Socioeconomic Factors and Health Seeking Bs,ngur of Slum Dwellers in Lagos
Metropolis”.

The responses from you are solely required\@ademic purposes, and your identity shall not
be revealed. The responses shall be tm& ith the utmost confidentiality.

Kindly respond appropriately § hfully as the information supplied by you will be used

to respond to the objectives study.
Thank you for your time.

Michael Olusegun emehin

m1ke4w1n2(@gma1l.com

Section A: Socio-Economic Characteristics

Please tick [\] the option that best describes you.
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10.
11.

12.

SECTION B: (cc‘eq

Gender: Male [1] Female [2]

Age: 18 -35[1] 36 —55 years [2] 56 years and above [3]

Educational ~Attainment: None [1] Below SSCE/Secondary School [2]
SSCE/Secondary School [3] Tertiary [4]

Ethnic Background: [1] Yoruba [2] Ibo/Igbo [3] Hausa [4] Other Tribes from Nigeria
[5] Foreigners from other African countries

Employment  Status: [1] Not Employed [2] Employed [3] Self-
Employed/Trading/Business

Marital Status: [1] Single [2] Married [3] Single Parent [4] Divorce@rated [5]
Widow.

How many people live in your household? [1] Below 3 [2] Bet 4 and 6 [3] 7 and

above
What is your religious affiliation? None [1] Christi ty% Islam [3] Traditional
Worshiper [4] Others, specify ...............oooeen. ]6 .........

Q0,000 and less [1] 51,000 —
N100,000 [3] N101,000 — N150,000 [4] N1 %9 and above
Can you estimate your daily spendi 2 elow N1,700 ($2.15) [2] Above N1,700
($2.15).
What sector of the Nigerian ec@ do you work in? [1] Informal sector [2] Formal

Can you categorize your monthly income?

sector [3] Not currently w n any sector.

What do you do curreh erms of your daily activities? [1] I am a mother and I take

care of the chil(@l am a student [3] I am currently learning a trade [4] [ am
working [5] z%oo ing for a job.

Healthcare Services and Types of Healthcare Accessed s

SN | Questi Responses Code
13. HaV %) utilized  healthcare | Yes 1
1n the last 12 months? No 2
14. type of healthcare service did | Formal healthcare e.g hospital, | 1
you utilize clinic, health centre
Informal healthcare e.g herbal | 2
centre, traditional healing service or
spiritual centre
I have used both 3
15 | Which do you prefer traditional | Traditional/Spiritual Care Services | 1
healthcare services or hospital care? | Hospital or clinical care 2
None 3
Both 4
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16 | What made you utilize the healthcare | Because of my traditional/cultural | 1
service you utilized? and spiritual beliefs.
Because that is what is available | 2
around me.
That is the care service I was |3
introduced to, and I have been using
it.
That is what I can afford. 4
17 | Have you experienced any sickness | Yes 1
in the last twelve (12) months No 2
18 | Do you have a sickness/disease that | Yes “1\
requires medication from time to | No <b
time? Ve O
19 | Have you been diagnosed with any | Yes \Jv 1
disease in the last 12 months e.g. | No ’\ 2
high blood pressure, tuberculosis, O
malaria, diabetes? &
20 | If yes, which one of these High blood pre N 1
Tuberculosi S@ 2
Malaria Q 3
Diabetes 4
Othets, SpeCify ......ccooviiiien.... 5
21 | What type of health do you think is | Hogpital/Clinic/Health Centre 1
wanted in this community \% ional/Spiritual Care 2
3
R one 4
22 | Do you have enough of this Yes 1
health facility in this communit No 2
23 | If this health facility is cr @}n this | Yes 1
community, will it e more | No 2
people to use healtl?sa%ervices?
24 | What is the greateStaason you may | The cost of the service 1
not use a hqa@e service My belief and tradition 2
0 Distance of the healthcare service 3
The attitude of the healthcare | 4
6 workers
~ Others, specify 5
25 \g%?well do you utilize healthcare | Every month 1
sefvices Only when there is a need. 2
For a scheduled medical check-up 3
Not frequently 4
26 | Does your work require you to | Yes 1
utilize medical services when you | No 2

need to?
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Department of Sociology

Faculty of Social and Management Sciences

Lead City University, Ibadan, Oyo State Q\

In-depth Interview Guide ( )
Dear Respondent, 6\

I am Michael Olusegun Demehin- a PhD student in the Depart of Sociology, at Lead
City University, Ibadan, Oyo State, Nigeria. I am conducting a study on
“Population Growth and the Emergence of Slum Se& ts in Nigeria”.

The responses from you are solely required for ac purposes, and your identity shall not

be revealed. The responses shall be treated @utmost confidentiality.

Kindly respond appropriately and trut@as the information supplied by you will be used
to respond to the objectives of this QKSQ'

Thank you for your time. .Q\A
Michael Olusegun D @n

mike4win2007%z;(%. om
fbb
\/Q/
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What type of healthcare service do you utilize?

What type of healthcare services do people in this settlement use?

Do you utilize healthcare services within the community or you go to the city centres
to use healthcare services?

What is/are the factor(s) that usually lead to the utilization of healthcare services
among the people in this community?

Is it just for medical check-ups or because there is a health need e.g. si@QJdisease?

C

How frequently do you/people utilize healthcare services?
What are the factors that determine the use of a particular, @re service among
the following factors (age, gender, income, education &mployment status)?
Can you expatiate how these factors you have m@ned impact healthcare services
utilization in this community? (bQ

What type of healthcare do you/people 1 to you in this neighbourhood?

. Why is the choice for the utilizatw his type of healthcare service?

N

. Do you have any other c@t or personal view on factors that can impact the

utilization of healthcé@%{ces‘?
¢

x@b
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Pictorial Analysis of the Slum Settlements in the Lagos State Metropolis. These pictures were
taken during the fieldwork in Amukoko, Ijora-Badia, Bariga, and Makoko in Lagos State.

A pictorial view of one of the formal health care services in one of the slum settlements in Lagos
State that was studied in this research.
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Picture of a variety store in one of the slum settlements in Lagos State metropolis area.
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A pictorial view of slum settlement in the Lagos State metropolis. This shows an unhealthy
setting. Yet, people work and live there.
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Site of one of the formal healthcare centres in one of the slums studied during this research.
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Another formal healthcare centre in the slums studied in this research
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Picture of the advanced or more organized area in the slum settlements
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Picture of the advanced or more organized area in the slum settlements with an unhealth
drainage system
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A view of possibly an organized area in the slum that has deteriorated due to gentrification
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A typical view of slum areas in the Lagos State metropolis
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A typical view of slum areas in the Lagos State metropolis (Con’d)




(Con’d)

the Lagos State metropolis

m

A typical view of slum areas

180



A typical view of slum areas in the Lagos State metropolis and the drainage system
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Picture of one of the facilities in the slum
area
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A view of a centre that also engaged in free medical services in one of the slums
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Road and environmental apperances in some of the slum areas in the Lagos State metropolis
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A typical view of a slum area frontage view in the Lagos State metropolis
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A typical view of a slum area frontage view in the Lagos State metropolis (Con’d)
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A back view of a government facility in the slum area in the Lagos State metropolis
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Presentation of daily life in the slum settlements
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A sorrounding of healthcare facility with an abandoned health faciity Toyota Hiace bus
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Environmental appearnces and roads in the slum settlements in Lagos State, Nigeria
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Environmental appearnces and roads in the slum settlements in Lagos State, Nigeria (Cont’d)

195



Environmental appearnces and roads in the slum settlements in Lagos State, Nigeria (Cont’d)
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Environmental appearnces and roads in the slum settlements in Lagos State, Nigeria (Cont’d)
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Environmental appearnces and roads in the slum settlements in Lagos State, Nigeria (Cont’d)
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Environmental appearances and roads in the slum settlements in Lagos State, Nigeria (Cont’d)
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Environmental appearances and roads in the slum settlements in Lagos State, Nigeria (Cont’d)
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Environmental appearances and roads in the slum settlements in Lagos State, Nigeria (Cont’d)

W

201



Environmental appearances and roads in the slum settlements in Lagos State, Nigeria (Cont’d)
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Daily life in the slum settlements in Lagos State
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Daily life in the slum settlements in Lagos State (Con’d)
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Frontage of a government facilities in two of the slum settlements of Lagos State
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Side vuew and frontage of a government facilities in two of the slum settlements of Lagos State
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Appearance of a life of survival of the fittest in the slum settlement
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Daily life in the slum settlements in Lagos State (Con’d)
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Market areas in the slums of Lagos State
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Back view of a government facility
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Views of the slum areas
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Views of the slum areas (Con’d)
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Views of the slum areas (Con’d)
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Views of the slum areas (Con’d)
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Views of the slum areas (Con’d)
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Views of the slum areas (Con’d)
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Views of the slum areas (Con’d)
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