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ABSTRACT

The focus of this thesis was to find out the
influence of urbanisation and demcgraphic factors on the
health behaviour of the rural and urban communities in
Oyo State, Nigeria,

A knowledge of thé local situation on the influence
of urbanisation and demogrephic factors was lacking. The
study provided a vital link between foreign researches in
this direction and thé local gituation., Besides, the
study provided an insiéht into the health behaviour
pattern of rural and urban dwellers,. Thus health planners
would be aided in designing programies to tackle specific
health problems in varying cultures from the information
in this study.

The study was limited to three urban towns in
different stages of industrial and population growth. They
were Eruwa (pre-industrial town), Osogbo (industrial or
urban city) and Ibadan (metropolitan).

Two sets of rural settlements were also used for this
study. They were the remote rural communities which include .

Ogboro, Tzwure and Imini. The second group was the urban
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fringed rural settlements which also include Oko, Kuta
and Erimo.

The health behaviour characteristics investigated
were avenues sought for treatment during illness, drug use,
and nutrition. The decmographic factors that were examined
as to their influence on thce respondents in this study
were oducation, inoome, age, sox and marital status.

983 subjects were.selected for this study. The method
of selection was based on diffcrent proportional represen=
tation of each study area in relation to their population.

The main rescarch tool in this study was questionnaire.
It was dosigned by the researcher with the assistance of
the project supervisor.

Pilot testing of the gquestionnaire was carricd out
to corrcct ambiguity.in the questionnaire and to improve
on the qualities of mcasurcment and discriminability of
the questionnairc.

The sampling technique employed in the distribution
of the questionnaire was clustered sampling.

The main statistical tool used in the analysis was
chisquare and percentages.

The conclusions from the study were that
urbanisation and demographic factors influenced the

hcalth behaviour of the respondents in respect of avenues
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CHAPTER ONE

INTRODUCTION



Any reduction in health status endangers capacity
for work and therefore productivity. Comlan and Quonum
(1979) pointed out that in areas where malaria is endemic
30% to 40% of workers may be incapacitated by this
disease at any time of the year. This disease affects
workers' productivity dﬁe to absence from work or
diminishes work capacity. It has also been shown that
mortality rate due to malaria is very high. Malaria
thus has an adverse effect on the socio-economic life of
the nation. Eradicating malaria could not only free man
from the diseases and its dangers, but could also
improve the land, increase work output and encourage
education, which are all factors contributing to progress.
Anderson (1973) opined that man's knowledge of
sanitation is both extensive and intensive, yet we have
diseases resulting from lack of proper sanitation. The
need actually is that of applying the knowledge of sanita-

tion we already possess. Furthermore, he was of the



opinion that if' our technical knowledge of water, milk,
food, air and soil sanitation were fully applied, such
diseases as dysentery, typhoid, salmonellosis and
cholera would be of acaéemic rather than clinical
interest.

4s improvement in man's sanitary environment is
mainly responsible for progress in the control of conta-
gious diseases, so man's.resistance tc change of his
habits and customs presents the single obstacle which slows
down his socio-economic progress (Owen 1973). This
situation applies to all people and all countries. It is
as diff'icult to persuade man to use the privy as to stop
smoking or to have sexual intercourse with contraceptives
for this involves breaking down his natural habits.

Ikponwosa (1984) is of the opinion that most of our
current health problems are amendable to health education
measure, thus, they require not only hespital and
maternity blocks, medicines, and treatment, but also
modifications in behaviour. However, according to him,
our effort so far have been the printing of posters and
dissemination of didactic health information through the
mass media. The notion here is that people will improve
their attitude towards their health and develop respect

for good health if exposed to factual information. But



4
achieving and maintaining sound health depends not only
on the knowledgeable public but on a highly motivated one,
Many citizens persist in undesirable health behaviour
because they feel that certain factors make the alter-
natives difficult or inaccessible,

Public health awareness should of necessity include
researches and programmes aimed at understanding and
influencing human behaviour., Efforts of health educators
will be more successful if pertinent researches in
psychology, sociology, anthropology, geography, medicine
and other related disciplines are allowed to bear on
public health measures, especially in the area of public
health education. In order to eliminate the problems of
lack of awareness; lack of concern and apathy on the part
of our citizens, a critical analysis needs to be directed
on the society behavioural pattern. The outcome of this
analysis should be the central concern of public health
programmes geared toward influencing individual and
collective behaviour.

There is no doubt that any programme towards health
improvement, be it at the village, urban district level,
or at the national level has no chance of success if it
is not related to the eco-culture and if it is not planned

with the consumers. A health alternative can only be



grounded on what people themselves think and do or might
do about their own health (African Environment, 1975).

Evidence for a rural culture as distinctive set of
beliefs and values is highly inconclusive. A number of
studies (Paul, 1966, Van Es and Brown, 1974, etc.) have
suggested that there are no sig;ificant rural urban
cultural differences in attitude to religion and sex
matters to mention but few., At the same time others,
(Fisher, 1978, Miller and Grader, 1979) indicated the
opposite, that there are significant rural and urban
differences. There are yet some authors who present
ambivalent findings. For example, Ellenbogen and Lowe
(1968) indicated significant differences between the urban
and rural dwellers' behaviour towards immunization,
physical cxamination, health insurance and use of
physician for preventive service in their study carried
out in New York City and the rural sub-urban. They
however, noted that there is no difference between the
urban and rural samples in the use of physician for
curative services.

Miller and Imloff (1981) indicated that personal
demographic features such as religion, income, and age
may have more influence on one's behaviour more than a

person's pnlace of residence be it in urban or rual. They



also pointed out that where one lived during adolescent
yvears may also be important in explaining attitude
structures., /f

Gilbert, (1982) mentioned that some researchers
claim that rural and urban are vague and contradictory and
their use be discontinued for scientific work is unjusti-
fiable on the ground that some researchers focus on cities,
while others look more to the countryside, the spatial
totality been too much to grasp all at once. Besides the
problems of rural and urban are varied. The researches
mentioned so far are largely non-Nigerian based. It is
worthwhile to research on the rural and urban communities
health behaviour pattern in the local situation to see
how far it agrees with literature as means of identifying
appropricte intervention models which can be employed to
promote desirable health behaviour in Nigerian environment.
The purpose of this study is therefore to investigate the
influence of urbanisation and demographic factors on the
health behaviour of the rurasl and urban dwellers in Oyo

State,



STATEMENT OF THE PROBIEM

This research was designed to find out the
influence of urbanisation and demographic factors on the
health behaviour of rural and urban communities in Oyo
State. This study also looked into the similarities and
dis-similarities in the health behaviour of the rural and
urban inhabitants in respect of avenues sought for treat—
ment during ill health, use of drugs and nutritional
practices. The influence of education, income, age, sex
and marital status on health behaviour of the urban and
rural dwellers were as well examined in this research.
Specifically, this study was designed to find
answers to the following problemss
i. Do the remote rural dwellers differ with urban
fringed rural dwellers in matters relating to
health behaviour?

ii. Is there any difference in the health behaviour
of the pre-industrial, industrial and metro-
politan urban dwellers?

iii., Does the health behaviour of rural dwellers
differ from that of the urban dwellers?

iv. 1Is education a factor influencing health



behaviour?
v.e Will iA;ome influence health behaviour?
vi. Does age influence health behaviour?
vii. Do the male compare with the female in matters
relating to health behaviour?
viii. 1Is there any difference in the health beha-

viour of the married and unmarried people?
SIGNIFICANCE OF THE STUDY

Although smoking, drinking, obesity, irregular
meals, physical inactivity and lack of sleep are known
to cause earlier death among those who indulge in
even two or three of these habits, many people refuse to
change behaviours that are obviously hazardous to
their health, (Belloc and Broslow, 1972). A
reciprocal relationship exists between health and
the general social level of the nation. The promo-
tion of health has a beneficial effect upon the
economy of a nation which in turn will affect the
nation's cultural and social advancement,

Communities should therefore provide adequate
medical and health services and facilities

to contribute to the life expectancy of its



citizens., However, the actual contribution of health
facilities to the quality of life of the communities will
depend upon the understanding citizens have of these
facilities and the extent to which they utilise the
medical and health facilities in their communities
(Anderson, 1973).

The world-wide efforts in promotion of health is
now geared towards resea?ches and programmes which are
aimed at understanding and influencing human behaviour as
it is now accepted that successful health programmes
should take into consideration what people themselves
think and do, or might do about their own health
(African Environment, 1975).

If this research when completed is put in the cooler,
the significance is no more than an academic exercise
as it is true of bulk of researches. But if an effort is
made to send the findings to appropriate governmental
quarters, health agencies and if health educators are made
to be aware of the findings through publication in reknown
journals, which the researcher hopes to do, lots will be
achieved through the findings in this study.

This rescarch is appropriate in that it indicates in a
Nigerian situation how the rural and urban inhabitants

health behaviour differ or resemble each other and therefore




10

identifies the health behaviour problems that are general
and specific to each culture. There is no doubt that

if our health planners have this knowledge it will

pave the way for better planning to tackle specific
health problems in varying culture. It will also aid
health educators and health planners to promote

desirable health bebaviour and discourage or

eliminate undesirable ones among the citizens.

Necesszary insight into provision for effective
utilisation of health facilities could be gained
through this study by the health planners who happen
to consider the findings in this study.

The study offers an opportunity for evaluation
and appraisal of the health behaviour of Nigeria
citizen, a knowledge which is vital for improving the
Nigerian health care delivery system.

Lastly, the rigours of undertaking this
research is of significant mental exercise and

exhilarating experience for the researcher.



DELIMITATION COF THE STUDY

This study was limited to three urban towns of
different stages of industrial and population growth.
These were BEruwa (pre-industrial town or urban locality).
Osogbo (industrial or urban city) and Ibadan (metropolitan
or big city).

The study was also limited to two sets of rural
settlements which were classified as to their distance to
the urban centres, These were Oko, Kuta and Erimo
otherwise regarded as "Urban fringed Rural Settlements"
because of their nearness to the following respective
urban towns, Ejigbo, Iwo and Ilesha., The other set of
rural settlements were Ogbofo, Imini and Tewure also
classified as "Remote Rural Settlements" because of
their remote distance from urban centres. The scope of
the health behaviour characteristics investigated were
avenues sought for treatment during illness, drug use and
nutrition behaviour. The investigation of factors that
affect the selected behaviour characteristics were also

limited to education, income, age, sex end marital status

11
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of the subjects,

The subjects for this study were 983 dwellers and
were selected on the basis of population ratio. The
sub jects were also adults of 18 years of age and above.
The -reason for the age limitation is that the research
instrument wvas designed.mainly for adult as the health
behaviour patterns of the entire age characteristics were
not considered in this study.

The research instrument in this study was mainly
questionnaire, however, structured interview was employed
as means of obtaining facts from the illiterate subjects.

The analysis of findings in this study was confined
to identifying how urbanisation and demographic factors
separately influenced health behaviour. No interlacing
relationship as to the combined influence of urbanisation
and demographic factors was provided. Also the main-
statistical tool was chisquare. The reasons for these
two delimitations were enunciated in chapter three,

captioned method and procedure.
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LIMITATION OF THE STUDY

This work was limited by the paucity of literature
on the health behaviour characteristics investigated as
they relate to urbanisation and demographic factors.

The lean financial position of the researcher and
lack of time posed serious limitation on the researcher
since the nine locations selected were scattered all over
the state.

The problems placed generally on the use of
questionnaire or self report in behavioural investigation
were also sources of limitation in this study. People
were generally not honest in their responses especially
when the issue touched on some socially and legally
disapproved behaviour like use of dangerous drugs and
patronage of guack doctors. Many responses were probably
affected by loss of memory.

The low level of awareness of implication of conduct-
ing researches in our society affected the responses
obtained from the subjects. Many subjects asked for
money before filling the questionnaire. Many refused on
the ground of suspecting the researcher to be an intelli-
gent agent and this behaviour was common among the people

in the rural areas who probably harboured foreigners from



neighbouring West African Countries as farm labourers.

The time of this research coincided with the time the ill-
egal aliens were expelled from Nigeria., Many illiterate
people usually refused to answer the questionnaire except
when educated melmber of their family gave them go ahead.
Similarly, many women refused to answer except in the
presence of their husbands or adult male relations.

In the rural areas ;nd among the illiterate people
the subjects usually referred to the compound leader as
their mouth piece whose opinion on the questionnaire was
theirs and therefore they did not see the need to
interview any person other than the compound leader.

lack of privacy in responding to the questionnaire
might have therefore tremendously affected the results

obtained.

RESEARCH HYPOTHESES

Main Hypotheses

The two main hypotheses for this study were that

(a) Urbznisation would not influence the health
behaviour of rural and urban dwellers in Oyo
State with regards to avenues sought for
trcatment in times of ill health, drug use and

nutrition behaviour.
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(b) There would be no significant difference in
health behaviour of rural and urban dwellers

with regard to demographic factors.

Sub Hypotheses

The sub hypotheses were as follows
(i) There would be no difference in health
behaviour between the rurel and urban dwellers
(ii) There would be no difference in the health
behaviour within the rural dwellers.
(i3i) There would be no difference in the health
behaviour within the urban dwellers.
(iv) Education would not influence the health
behaviour of the rural and urban dwellers.
(v) 1Income would not influence the health
behaviour of the rural and urban dwellers.
(vi) Age would not influence the health behaviour of
the rural and urban dwellers.,
(vii) Sex would not influence the health behaviour of
the rural and urban dwellers,
(viii) Marital status would not influence the health

behaviour of the rural and urban dwellers.



DEFINITICN OF TERMS

In this type of study it is essential to give the
defination of words as used in the context of the project
since some words may carry different meanings.

Adult -  Adult is refered to as a fully grown up
person by advanced learner's dictionary.
Adult in Nigeria legal context means a
person who is 18 years of age and above.
Adult in this study refers to somebody who
is matured and is of 18 years of age and
above., Influence of age differences on
health behaviour was investigated in this
study, it is therefore appropriate to
further classify age groupings into
(a) young adult (18 - 25 years)
(b) middle adult (26 - 44 years) and
(c) old adult (45 years and above).

Demographic factorss- Demographic factors are those
characteristics that indicate the condition
of the community, (Advanced Learner's
Dictionary). In this study, such factors
investigated were sex, age, education,

income and marital status.
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High income groups- High income group are those who earn
three thousand naira and above per annum or
equivalence of salary O7 and above.

Low income groups- Low income group are those who earn
less than three thousand naira per annum or
the equivalent of salary level 01 to 06.

Rural Communitiess- Rural communities are those settle-
ment with pOpuiation aggregates varying from
1,0CC to 5,000 (Saunders 1977). A more detailed
and acceptable analysis of rural commnity is
provided by Miller and Imloff (1981). The
notion rurality is described as encompassing
ecological occupational and socio-cultural
dimension, Miller and Luloff (1981) described
the ecology of rural community as characterised
by scanty population which is relatively
isolated from the influence of urban centres,
They also describe the occupation of rural
communities as comprising mainly of agricultural
production. The socio-cultural dimension is a
construct which is relative.. The rural culture
is potrayed as being provincial, socially conser-
vative, slow changing, traditional and intole-

rance of heterodox ideas. 1In this study rural
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communities are those whose means of livelihood
is mainly agricultural production and those
whose population concentration do not reach
20,000 as pointed out by Breeze (1966). Rural
communities selected for this study are
therefore Oko, Kuta, Erimo, Ogboro, Imini and
Tewure.

Remote Rural Communitiest- Remote rural communities
indicate rural settlements that are more than
twenty kilometers from the nearest urban
centres and are not linked with the urban
centres with intercity roads. Remote rural
communities are likely to be more relatively
isolated from the influence of urban centres
than those rural settlements that are near to
urban centres. In this study the remote rural
settlements selected are Ogboro, Imini and
Tewure.

Urban Communitiess— Urban communities indicate place of
20,000 or more inhabitants. The underlying
assumption is that it is until a population of
20,000 is reached before the characteristic of
urban living are likely to appear. United

Nations Economic Commission for Africa (ECA)
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categorises urban location into three groupss
(a) 20,000 - 100,000 (urban localities)

(v) 100,000 - 500,000 (cities).and

(¢) 500,000 and over (big cities).

Hanser also classified urban location into
three groups i.e. (a) pre-industrial

(b) industriel and (c) metropolitan location.
The E.C.A. and Hanser classifications are used
in this study, thus the urban locations

selected ares

i. Eruwa (urban locality/pre-industrial
location).
ii. Osogbo (city/industrial location)
iii. Ibadan (big city/metropolitan location)

Urban Fringed Rural Settlementss- Urban fringed rural
settlements are those rural settlements which
are not more than ten kilometers from urban
centres and are also linked to urban centres
with intercity rocads.

Ajacgbu (1968) and Mabogunje (1968) have both
indicated that adjacent rural settlements to urban centres
are considerably influenced by urban centres. The urban
fringed rural settlements selected in this study are
Oko (via Ejigbo) and Erimo (via Ilesa).

Urbanisation:- Urbanisation in this study refers to a

process by which the rural places become urban
with a corresponding change in behaviour and

occupation of the rural communities.
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The review of related literature to this investi-

gation are examined with the respect to the followings

(a)
(v)
(e)
(d)
(e)

The concept of behaviour

The concept of communities
Avenues sought for treatment
Drug use

Nutrition behaviour

THE COQNCEPT OF BEHAVIOUR

The importance of the role of behaviour in shaping

our health status cannot be overplayed. Stanislav and

Sidney (1966) are of the opinion that health behaviour is

any activity undertaken by a person believing himself to

be healthy for the purpose of preventing disease or

detecting it in an asymptomatic age. Their opinion seems

to touch on the desirable aspect of health behaviour.

Often man engages in many activities or refuses to engage
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in many activities to which he fully understands the
consequence to be a deterioration in his health status.
Ross and Mico (1980) sﬁpported this with their assertion
that in general, all leading causes of death have behaviour
implications., Heart diseases, venereal diseases, lung
cancer and lots of other diseases have been indicated as
resulting from poor health behaviour. They categorised
theories relating to individual behaviour into nine

main categories. They are the personality, develop-
mental, perception, motivation, learning, experiential,
attitude change, problem-solving and creativity and group
dynamics theories, BExpantiating further on these theories,
they mentioned that personality theory is important in
exploring the effects of heredity, environment and
self-aspects of personality in people's basic capacities.
In developmental theory the patterning of development
throughout the life cycle tells how growth occurs under
combined internal and external forces. The importance

of perception theory is seen in classifying why
individuals accept or reject health education messages,
depending upon their selective perception processes.
Emotion and motivation theory help to characterise an
individual's humanness, the feelings that must be expressed

and needs that must be met. Learning theory explains how
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learning takes place in various settings. Experiential
learning theory views learning as a four stage cycle that
includes concrete experience, observation and reflection,
formation of abstract concepts and generalizations and
testing the implication of concepts in new situations.
Attitude change theory provides knowledge of how attitudes
shape individual behaviour and how attitudes formed can be
changed. Problem-solving and creativity theory illuminate
how people approach a problem, develop idea, work on it,
and decide which solution to choose., Lastly, groups
dynamics theory illustrates how people behave in groups
and how groups themselves influence individual behaviour.
All these theories ranging from the physiological
origins of personality development to the group dynamics
theory have relevance to health education, Research has
shown, for example that, people join groups as one way of
satisfying individual needs., If a need exists for group
affiliation, if group activities are attractive and
rewarding, and if the individual values the group's goals,
the likelihood is great that the group will influence the
individual's behaviour, for group interaction has a
powerful potential for inducting individual change

(Cart wright and Zander, 1967).
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Asch (1964) however, pointed out that group inter-
action tends to produce group norms, deviations from which
can cause members to persuade the recalcitrant person to
conform or to reject him altogether. He also mentioned
that an individual is likely to conform to group opinion.
When often members decline to general decision then, group
interaction must meet both individual and group needs if
full participation by members is to continue. A study of
group composition indicates that individuals who are
affirmatively oriented toward other people enhance group
morale, interaction, and cohesion, whereas unconventional,
unpredicable or anxious persons tend to inhibit effective
group functioning (Haythorn, 1968).

Frank and Anderson (1977) indicated that factors
ranging from the physical size and setting of groups to the
nature of communication networks affect group performance
and that participation diminish as a group increases in
size, Shaw (1967) elso indicated that in complex situations
group problem-solving tends to be more effective than
individual problem~solving, but groups generally take more
time to complete tasks than do indifiduals working alone.

The process of behavioural change is so complex that
it cannot be explained adequately except by integrating

several theories and concepts.
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The integration of such diverse elements into a
collective strategy to help produce a desired result is
celled a model (Ross and Mico, 1980). Three of such models
that explain process of behavioural change in health are
the health belief model, the personal-choice behaviour
model and the typology of behavioural leverage points.

The health belief model was developed in 1950, to
explain preventive health behaviour and it fooussed on the
relationship of health behaviour to utilisation of health
services (Rosenstock, 1974). This model is based on three
primary dimensions namelys (i) the individual's readiness
to comply with treatment, (ii) the motivating and enabling
forces that determine what the individual will do and
(iii) the compliance behaviours actually exhibited. The
readiness is seen to depend on three sets of related
variables: belief in a vulnerability of illness and
estimations of the degree of threat, motives to reduce the
threat with related goals for good health and belief that
compliance with recommended behaviours will reduce the
threat and lead toward good health., Modifying and
enabling factors include individual's personal characteris-
ties, the nature and extent of the changes and costs that
are likely to be involved, the nature and extent of inter-

actions with health personnel, the feelings or attitudes
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attached to those interactions and the effect on the
individuel of previous experience and social pressure.
These factors are believed to determine the likelihood of
compliance with recommended behaviours. The personal
choice model arose from the studies on smoking habits and
it indentifies four stages in the movement towards indivi-
dual change: initiation, establishment, meintenance and
cessation (Horn, 1966).. The initietion may be derived
from curiosity, the availability of cigarettes, the
likelihood of poor approval or a desire to rebel against
adult authority. Establishment of smoking on a continuing
basis may be influenced by expanded opportunities for social
interaction, pleasurable feelings associated with relaxa-
tion and tension, identificating with popular personali-
ties on cigarettes advertisement and individual's internal
conflict to rebel against the authority. Smoking mainte-
nance is usually the result of a habit or dependency.
Whether cessation occurs will depend upon such factors as
a perception of the psychological usefulness of swmoking, of
the dangers of continued smoking and the environmental
forces that support efforts towards change.

The typology of behavioural leverage points theory is
originally developed to aid in the reduction of cardio-

vascular risk. Stokol who developed this theory
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categorised the interactions on two dimensions. Firstly,
the intervals of social influence which consist of the
early socialisation period, the adult precoronary period
and the adult post coronary period, secondly the levels of
intervention which are also of two folds namely the micro
or inter-personal or family relationship level and macro
or social and community level.

Factors influencing Health behaviour

Educational level, income, age, sex, and marital
status have all been indicated as factors that influence
the individual and group health behaviours.

Young (1966) and Oyediran (1974) indicated that those
people with high educational level tend to accept the use of
modern health facilities while the corresponding use of
those with low educatioational status is low. Anderson (1973)
similarly indicated that the best educated segments of our
population enjoy the highest level of healthland the
greatest life expectancy. These people have an apprecia-
tion of the importance of health and have a knowledge of
what they can do on behalf of their own health. Most
importantly they utilise medical facilities to the best
advantage .

High income group tend to prefer modern hospital

treatment and they fully utilise this avenue for treatment
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during ill health (Adejumo 1982, Frazier et al 1977 and
Edington et al 1979). Najman (1981), however failed to
obtain any strong association between socio-cconomic status,
and health care behaviour in Australian setting.

Age was found to be a factor influencing health
behaviour by Luft (1966), Vobecky, Kelly and Mauna
(1972), Nemat and Krause (1973). Adejumo (1982) also
indicated that more aged people succumb to traditional : ~:°
concept of disease causation and traditional form of treat-
ment than the young and middle age people, Anderson (1973)
indicated that alcohol and drug abuse are more prevalent
among the adolescent than the adults., Sex was indicated as
influencing health behaviour by Walker Jr. (1979) and also
Adejumo (1982) indicated that women are likely to succumb
to the unnatural influences on diseases than men. In an
area where a woman's personal fears and hopes are so
deeply involved, Hackett (1981) opined that it is likely
that she will draw more re-assurance from familiar adviser
and from supplicating the gods than from the paraphernalia
of a gynaecological clinic.

Many studies have indicated that marriage is
associated with good health, less risk taking, proper diet
and prompt attention to ill health problems (Brooks and

Brooks, 1979).



THE CONCEPT OF COMMUNITIES

Chapman (1982) opined that commnities are not just
groups of people living together, indeed although all
comminities may be described as societies not all
societies are communities., The word commnity implies
having something in common. Chapman (1982) mentioned that
in the original use of ‘the word and as indeed in its
present use, 'Commune', means the sharing of goods,
interest and values in a face to face situation., Anderson
(1973) however considered a commnity in terms of a social
unit, in which there is a transaction of common life among
the people composing the unit. He further reitrated that a
community must be thought of in terms of a social group,
functioning with reasonable harmony in promoting the many
common interest inherent in society and that it may exist
in a fairly limited territory, but more and more the
commnity is characterised by a constantly enlarging
geographic expanse,

Sanders (1977) mentioned that scientists have been
interested in the unique factors creating rural-urban
differences and similarities as well as in the process by
which rural areas become more like urban areas (urbanisation)

or how cities are subjected to rural influence with the

29
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influx of many farm people in a relatively short period of

time (Peasantisation of the city). Sanders (1977) identified

three main approaches of the scientist as followss

(a)

(v)

(c)

The dichotomous approach: The study here is to
view the rural community and the city as two
distinct ways of life that mix like oil and water.
Those who hold this view often champion one against
the other. They may be loyal agrarians who see in
the countryside all of the virtues which have made
the nation great or upon which its future greatness
depends, They may be cosmopolitans who view rural
areas as unsophisticated illiterates, poverty-—
ridden, conservative populations who are so ground
down by toil that they have no time for cultured
pursuits possible in the city.

The continuum approachs The social scientists
readily recognise that there are stages in-between
the extreme or polar types where actual social
units would fall if classified according to the
typological criteria. In this sense, the famili-
stic - contractual and sacred-secular typologies
may be viewed as continua. The process by which
one type changes into the other type only
recognises the existence of a continuum along the
social units.

The symbiotic approachs To satisfactorily
describe the emerging relationships between the
rural community and the city we need to go beyond
the dichotomy or even the continuum. We need to
see how the two types join in a symbiotic rela-
tionship as part of a national society.
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Symbiosis is used here in the sénse of a mutual
interdependence brought about by the operation

of impersonal ecological, economic or other
forces., Rather than seeing the village and city
as typological opposite or even viewing actual
commnities as cldser to one type than the other,
we need to concentrate upon their inter-relation-

ship in contemporary life.

Rural Commnities

Some use occupation to desoribe the members of rural
society i.e. engaging mainly in agriculture.

But according to Sanders (1977) a more widely accepted
definition of rural is the size and density of settlement.
Population aggregates varying from 1,000 to 5,000 are set
by different countries as the cut—off points between rural
and non-rural, Chapman (1982) mentioned that in rural

community each individual fills a multiplicity of roles and
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therefore there is a much greater intermeshing of life than
in the town. The milkman may also be the church sides man,
captain of village cricket or solo tenor in the local
operatic society. He will probably be the son of a local
farmer married to the daughter of the licensee of the
village pub and brother of the local school mistress.
Patterns of interaotion_and reciprocity are therefore
complex and compelling. Rural people provided the others
with food and fibre, with crops for expert and with a sense
of continuity with the past on which new nations must be
built (Sanders 1977). A more detailed and acceptable
analysis of rural community is provided by Miller and
Luloff (1981). According to them the notion of rurality
encompasses an ecological, an occupational, and a socio=-
cultural dimension., The occupational dimension has
historically been envisioned as a rather well defined
attribute of individuals, Specifically 'rural' refers to
a population aggregate that derived its livelihood from
agricultural production'or at best from the extractive
industries such as mining, fishing, and forestry.

The ecological component of the 'rural triumvirate'
is concerned with the spatiasl apportionment of population.
In this context rural area is characterised by a population

that is small, unconcentrated and relatively isolated from
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the influence of a large metropolitan centres.

The socio-cultural dimension is a construct which is
relative. Bulk of literature portrays rural culture as
being provincial, socially conservative, slow changing,
traditional, and somewhat fatalistic., In addition the
stereotyped rural value system tends to stress independence,
honesty and religiousity'as well as prejudices, ethnic
centricity and intolerance of heterodox ideas.

At the polar extreme, an urban culture is characterised
by a set of attitudes and values that fit reasonably well
the theoretical conception of the 'modern man'. Integral
to this urban syndrome are attitudes and values that stress
an openness to new experiences, and abandonment of passivity
and fatalism and an assertion of increasing independence
from traditional authority figures, This 'modern' or
urban psychic structure is also depicted as being more
tolerant of deviant attitudes and behaviours in the areas
of sexual morality, specifically attitudes towards
premerital sex, abortion, homosexuality, divorce and racial,
ethnic, religious and political differences.,

Sanders (1977) identified three main processes by
which the rural society becomes incorporated more fully
into the larger society while maintaining many of its

rural institutions.,
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(a) Material achievementss When they identify with
urban or modern living, these include better
housing, sanitary facilities, suitable clothing,
improved nutrition and more convenient household
appliances.

(b) Attitudinal changes:s Here some of the people
themselves are the focus e.g. - a peasant thinking,
moving away from sacred or traditional to the
rational or scientific point of view,

(e¢) Social Network linkagess Here the rural society
becomes assimilated or amalgamated with urban
society.

Urban Fringed Rural Settlements

Researchers have indicated the impact of urban settle-—
ment on adjacent rural settlement. Ajaegbu (1968) studied
the changing ways in which the rural inhabitants of creek
and lagoon areas of Epe and lkeja are making use of their
environment as they feel the influence of and respond to the
increase in local demands in Lagos urban centre. He found
out that Lagos has modified the economic growth of the
neighbouring areas i.,e., there is an overall increase in
productivity and commercialisation and there is a shift in
many places from fishing to farming as the predominant

economic activities. Also there is a shift from export
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crops farming to food crops farming.

Mabogunje (1968) similarly found out that the people
of Moniya and Ojoo in Ibadan sub-urb have recently changed
to poultry, farming and saw-milling as their main occupation
to meet the demand of the urban dwellers in Ibadan city.
Henry (1981) also found out that the deficiencies of a
rural town would be filled by the near-by town if it is
located near the urban town, i.e. medical, college
education, library, cinemas etc will be enjoyed by the
members of rural community near an urban town with such
facilities most especially if there is efficient transport
system linking the two together.

Urban Communities

One change that is commonly associated with economic
development is the growth of towns and cities and such
urban growth is undoubtedly one of the most processes
taking place in tfopioal Africa today. The rate of expan-
sion of towns in this region is more rapid than in any
other large region of the world (O'connor, 1978).

Urbanisation is the process of becoming urban, moving
to cities, changing from agriculture to other pursuits
common to cities and corresponding changing of behaviour

patterns (Brecze, 1966). Because of national difference in
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definition of Urban in various parts of the world it has
generally been agreed that in comparing urbanisation among
countries and regions, the word 'Urban' will be reserved for
places of 20,000 or more inhabitants and that calculations
indicating degrees of urbanisation will be based on places
of 20,00C or more and places of 100,000 or more population.
The underlying assumption here is that it is not until a
population of 20,000 is reached that typical characteris-
tics of urban living are likely to appear. Special
interest is always directed to places with population of
100,000 or more as particularly good indicators of 'real!
urbanisation (Breeze 1966).,

The three categories of urban size identified by the
United Nations Bconomic Commission for Africa (ECA) are
urban localities (20,000 - 1€0,000) cities (100,000 -
5C0,000) and big cities over 500,000 inhabitants (Udo 1982).

0'Connor (1978) grouped urban cities in Africa into
(a) Indigenous centres e.g. Ibadan (b) European - created
centres such as Salisbury and (c¢) Hybrid or Intermediate
centres such as Khartoum and Lagos. Pirenno classified
urban cities into two major groups (&) Political -
intellectual centres e.g. Delhi and Ibadan, and (b) Eco-
nomics centres e.g. Bombay and Lagos. Similarly Singer

had two classifications (a) Ortho-genetic and (b) hetero-
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genetic, Orthogenetic are those cities that carry forward
into systematic reflective dimensions an old culture - city
of moral order. Heterogenetic are those creating original
modes of thought that might have authority beyond or in
conflict vith old culture and civilisation - city of
technical order. Hanser classified urban centres into
three, namely: (a) the pre-industrial (b) industrial and
(c) metropolitan (Breeze, 1966).

In his explanation of theories of urban structure
Gillmon (1974) identified three best known theoretical
models which are (i) the concentric zone theory (ii) the
sector theory and (iii) the multiple nuclei theory.

The concentric theory model devised by Burgess in
1923 ie based on the idea of concentric rings of different
land uses surrounding the central business district (CBD).
The arrangement is caused by rising land values toward the
city centre, a result of competition between users for the
most accessible locations., Only the most intensive users
can afford to pay the high land values near the centre. The
CBD is the zone of greatest accessibility and maximum
attraction and is dominated by commercial uses, Surrounding
it there is the zone of transition characterised by

residential deterioration.
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Sector theory of Hoyt in 1939 has its bases on the
assumption that when different land uses have arisen near
to the CBD, they grow outwards as sectors or wedges.

Radial extension of zones is often focussed on arterial
routeways, giving a linear arrangement. The attraction of
location near a railway or canal may result in a manufactu-
ring and ware housing sector.

Multiple nuclei theory developed by Harris and
Ullman in 1945 is mainly concerned with showing how
accessibility, land values and city growth affect the
arrangement of zones. This theory recognises that in
addition to outward development from the city centre,
growth occurs around separate nuclei, which attract
development and general traffic. Certain activities tend
to choose particular locations, such as retailing at major
route intersections, heavy manufacturing in port area, bulk
storage facilities on cpeap land and expensive housing on
an attractive hillside. Once established, these land uses
spread outwards in different direction, producing the
cellular structure.

Urbanisction among Yoruba

Between 1900 and 1950, the population of the world
living in cities with 20,000 or more inhabitants increased

about 21,7 million to 50.2 million expanding twenty three
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times in 150 years while the total population expanded about
2.6 times in the same period.

The most startling change in urban population is in
newly developing countries i.e. between 1900 - 1950 the
population living in cities of 100,000 or more in Asia
amounted from an estimated 19.4 million to 105.6 million
(a gain of 444 percent) and in Africa from 1.4 million to
105.6 million (a gain of 629 percent). Hilton (1964)
claimed that one nineth of the people of Nigeria live in
settlement of 10,000 and above. The Yoruba lived in city of
substantial size ever before Europeans arrived in
African continent.

Breeze (1966) said that as early as 1856 there were nine
Yoruba cities of over 20,000 including three of over 60,000
population., By 1911 the number of Yoruba citizs had increased
to eleven, with five having over 60,000 population. By 1952
there were nine such cities. In 1950 Lagos had a population
density of 87,000 per square milej while Ibadan had 55.555 in
1960. Ogbomoso had 43,372, Abeokuta had 5,720 while Oyo had
13,914 per square mile in 1831, A comparative figure of
24,692 for New York city, 15,850 for Chicago, 15,743 for
Philadelphia and 5,451 for Los Angeles, the fourth largest
urban centres in the U.S.A. in 1960 per square mile clearly

illustrate the degree of early urbanisation of Yoruba towns.
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AVENUES SCUGHT FCR TREATMENT

Prevalence of diseases in Rural and Urban Commnities

Almost all the capital cities in tropical Africa have
better medical and school facilities than the rural areas,
The rural people have few medical facilities, little
prospect of a reasonable education, and are usually in very
poor health., Almost all pathological conditions recorded
by Mills occured more frequently in the wvillages than in
the town (Owen, 1973).

In 1982 the Federal Office of Statistics conducted a
pilot survey to determine the health and nutritional status
of Nigerians, The report indicated that rural population
reported considerable more illness than the urban population,
While just 10% of persons in Urban areas reported illness
within a l4-day period, the comparable figure for the rural
sector was over 30%. Much lower levels of injury, hospi-
talisation and handicaps were identified in urban sector.

Table 1 indicates the population of children who die
before they reach 5 years of age by urban or rural location
of mother and by state. Source Hannss interim report,
Federal Ministry of Statistics, Lagos, Karch, 1983.

It can be clearly seen from table 1 that the number of

children who die before they reach 5 years of age is more
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TABIE 1

Distribution of death rate per thousand by rural
and urban locations

Urban Rural

Borno 300 320
Cross River 100 170
Kano 266 420
Lagos 190 360
856 1,270

Sources Federal Ministry of Statistics, Lagos, 1983.

in all the rural areas than in urban areas of the four
states for which the figures are provided.

Sanders (1977) however assumed that death rates
are lower in rural area than in urban area. This
conflicting opinion posses the question of which might be
true if more accurate indices were available.

The efforts to ensure that relevant kinds of health
and medical services are made more readily available to
rural residents represent an issue of social justice. The
relative scarcity of medical care resources in most rural
communities is seen by those residents as a continuing
inequality. The lower density of population in rural areas,
combined with the fact that many such areas are poor,

creates inherent continuous obstructions to the development
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of needed facilities and the recruitment and retention of
professional personnel if reliance is placed only on the
"free market" system. The notion has become stronger that
rural people have entitlements as citizens which give them
the right to expect that appropriate measures will be
undertaken to overcome these inherent problems realising
that in the main, they would be unable to do so by them-
selves (Shops and Bachar, 1981),

Avenues for treatment

Udoh (1981) identified seven factors affecting the
individual choice of treatment in times of illness, namelys

(a) The concept of disease causation held by
individuel.

(b) The type of illness or disease an individual

suffers from.

The location of medical help.

The flexibility of treatment.

The influence of family or friends.

The educational background of the individual,

g) And the socio-emotional factors of the individual,

HOo O

Brieger (1981) however included such factors as the
individual knowledge of available services, and the
perceived competency of the providers., He also pointed out

the demographic factors of age, sex, educational level and
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economic status as important variables that influence the
utilisation of health services by individuals.

So many avenues are open for consultation in times of
illness. Baeta (1967) described three approaches to
healing as thuss

(a) Bodily or natural ﬁealing, this probably involve

the use of both modern and traditional drugs.

(b) Psychic healiﬂg which is often linked with magic

and

(c) the religious or spiritual healing.

Baeta (1967) further mentioned that a case of ill
health simply falls to be cured and it does not matter in
the least by what means or combination of means the cure
is obtained. Adejumo (1982) agreed with this assertion
through his findings that illiterate, literate, male,
female, old and young subjects significantly indicated
they would attempt any means for cure if their illness seem
to be prolonged. In his own description of avenues for
consultation, Udoh (1981) identified three avenues which
ares

(a) Modern medicine which is personified by a modern

doctor.

(b) Traditional medicine which is practised by

traditional doctor also called herbalist.

(¢) Church healing sect represented by the spiritual
healers or priest of spiritual church.
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Adejumo (1982) however identified four main avenues
sought for treatment, namely, the modern medicine/hoépital,
the traditional medicine/traditional doctor, the spiritual
church healing/spiritual church priest, Muslim medicine/
Muslim priest in the order of acceptability among the
inhabitants of Oyo.

Modern Medicine

The modern medicine is otherwise known as the Western
form of trcatment. Sources here range from the medically
approved treatment by qualified doctors and nurses to the
disapproved patronage of patient medicine seller and self
medication.

The development of modern medicine has followed the
story of man's effort to fight against diseases. Hippo-
crates born in 460 B.C. has the honour of being one of the
first physician to admit the natural sources of diseases
and he is regarded to be the father of modern medicine
(Hughes and Marshall, 1974).

Many diseases known to our generation are now getting
extinct an example of which is small-pqx. Other diseases
that caused epidermics in human race, up to recent times

have been brought under control. Except for a few isolated
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and backward areas, disease such as plague, cholera and
yellow fever do not cause death on the vast scale that they
use to do in the past (Godman, 1962)., Some remarkable
achievement of modern medicine include heart transplant,
kidney transplant, eye transplant, and test-tube babies to
mention but few (Oshivere, 1982),

Modern medicine holds the germ theory as its central
theme on the infectious disease causative factors.

Among the short-coming of the modern medicine are the
shortages of the personnel and the drugs. Udoh (1981)
mentioned that modern medical care centres are far below
the needs of the vast majority of the people of Nigeria.
Besides, the modern hospital facilities are concentrated
in urban centres. Thus it becomes more difficult for the
rural community to enjoy the modern hospital facilities.
Hackett (1979) expressed similar opinion that hospital
services in urban areas remain very over-loaded, and even
when they are relatively well developed such as in Lagos,
poor living conditions may tend to offset their benefits.
Besides there is the shortage of doctors in relation to the
size of the population and in addition costs may be prohi-
bitively high for the average patient., Patient medicine
are available for self-medication but the choice is both

confusing and dangerous.,
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The distribution of physician in the U.S.A. helps
define the inbalance in the health service available to
rural and urban commnities. In 1976, the national distri-
bution of patient to physicians was 137 physicians per
100,000 persons in the number of countries (2,389)
classified as urban while the physician distribution is
approximately 70 physicians per 100,00C persons in rural
counties (Sheps and Bachar, 1981). The disparity could be
more alarming in Nigeria where they physicians would not
like to work in the rural areas which often lack social
infrastructures.,

Feldman, Deitz and Brooks (1978) mentioned that the
average age of rural doctors is older than that of urban
doctors. They also identify the depressed condition of
rural economies and the resultant unattractiveness of the
living environment as factors responsible for the
physicians lack of interest in working in rural areas.
According to them health professionals may not want to
live and raise a family in an area which lacks social and
cultural amenities.

From table 2 it could be observed that the estimated
number of person per doctor and per hospital bed in
Nigeria were 43,469 and 1,582 respectively. The 1984

figure for the physician - population ratio is 1 s 11,200.
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Comparative Medical Services (1977 estimates).

Area Person per doctor Person per hospital
Brazil 2,028 264
Ecuador 2,928 434
Ethiopia 73,304 3,081
Nigeria 43,469 1,582
Egypt 1,813 461
U.K. 787 110

Source: Parker, E. W. (1977) Introduction to Health Education
This could be seen as an improvement when compared with

1977 estimates. But it still falls short of world health
organisation's recommendation that by 1980 all developing
countries should strive towards attaining a minimum doctor

to population ratio of 1 s 10,000 (National Concord

27th June, 1934).

The problem of manpower in health care delivery
system in Nigeria cut across the entire spectrum of the
various manpower categories from specialists and general
practitioners to midwives and nurses, Ifedi (1984) gave
the summary of the modern medical fadilities in Nigeria as
3,500 hospitals, with about 30,000 beds and 2,600 doctors

with about 900 pharmacists for over 80 million people. He
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also mentioned that in some areas distances to the
nearest health centre or hospital are so far that many
thousands of Nigerians have no prospects of seeing a
doctor throughout their life span.

Other criticism levelled against modern medicine is
that it disregards the aspect of religion and beliefs of
the rural community (Udoh, 1981). Besides this, Bolaji
(1967) said that despite the achievement of modern medicine
it cannot hold a monopoly of successful healing owing to
the extremely intricate interrelated and unpredictable
nature of the object in question, namelys living man.

Despite the problem facing modern medicine, it still
remains very much acceptable to the Nigerian communities.
Injection is particularly seen by many rural people and
illiterate as the magic cure of Western medicine. Although
in some diseases like smallpox, yellow fever and measles
injection is seen not only as impotent but dangerous
(Ade jume, 1982).

Traditional Hedicine

A visitor from a developed country may not be aware
that there exist in most areas of Afiica well #ried out
traditional ways of diagnosing and remedying ill health
and indisposition. The absence of familiar medicine and

medical facilities does not necessarily mean that the
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condition is being neglected. Throughout tropical Africa
people have for generations used plants and plant deriva-
tives and less frequently special extracts from animals,
as remedies for ill health (Owen, 1973).

The efficiency of traditional medicine is not
disputed in Africa. The assistant executives secretary
of d.A.U., Abdel Rasik said that Africans have feith in
healers and herbalists and that ebout 85% of Africans go
for traditional medicine (Makinde, 1984).

Traditional medicine actual practice originated with
the juju priest who always directed the burning of smelling
substances of herbal materials to produce sweet incense to
appease the gods of medicine (Mume, 1973). Ladejobi (1982)
also opined that the practice of traditional medicine has
been with us ever since the human being was able to
recognise probably by instinct and more by trying the
different physiological properties of plants in his
environment. In a similar vein hippocrates, the father
of modern medicine said that many drugs have been found

often enough by plain people and by more chance, rather
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than by planned scientific investigation (Mume 1973).

Ladejobi (1982) categorised the traditional healers
under three broad groups, namelys the educated herbalists,
the herbal medicine hawkers who sell herbs all over
Nigeria and lastly the people in the villages who actually
cultivate the herbs. Mume (1973) had eight categories of
traditional medicine which are as follows Herbalism,
Hydrotherapy, Massage, flood-letting, Paith healing,
Surgery, Heat Therapy and Fasting.

Adermwagun (1978) mentioned that the people,
particularly the illiterate and semi illiterate consider
the orthodox and traditional processes as complimentary.
The former deals with the individual person as a patient
while the latter deals with a patient in his total environ-
mental setting - as an individual, as a social being,
and as a link in the chain of natural and supernatural
networks as these are symbolised in the ancestral
worship phenomenon. A similar view was expressed by
Mume (1973) who mentioned that the philosophy of modern
medicine centres on the study of disease and how to
supress it unlike the traditional medicine which centres
on the study of health and how to prevent and cure
diseases, thus while a2 modern doctor will be interested in

the prognosis of diseases the traditional doctor will be
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interested in the over-all circumstances of the sick person.

The criticism that traditional healing delays
consultation with modern doctor was debunked by
Frankenberg and Leason (1975) when they indicated that one
third of those patient who consult traditional healers had
gone first to a modern medicine agency.

Various government are giving recognition to
traditional medicine and pharmacopaeia throughout the
world, including even the World Health Organisation
(0shivere 1982). The Lagos State Government has establi-
shed a board of traditional medicine. The editorial
comment of daily concord of June 27, 1984 recommended
traditional medicine as alternatives to modern medicine
in view of the gross shortage of the latter in the country.
While places like China and India are moving towards
integration, the western trained Nigerian doctors are
putting a clog in the wheel of change and progress
(Makinde 1984). The western trained practitioners are
advised to lay rest whatever professional arrogance or
elitist prejudice and in the same light the traditional
practitioners are also advised to bury for good those
tendencies towards intransigence and secrecy that have

generally precluded them from presenting their prescriptions
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and therapeutic processes for necessary evaluation,
scruitiny and standardization (National Concord June 27,
1984).

Spiritual Church healing

Bolaji (1967) mentioned that religion is considered
necessary to medicine, since the belief is that only the
maker can remake, repaifing the damage to mind and body
can effect wholeness in man's being. The purely religious
concept of diseases is embodied in the 0ld Testament.
There, disease is the expression of the wrath of God, to
be removed only by painful moral reform, prayers and
sacrifice and it is God who confers both health and
disease according to his divine and unpredictable will.

Life schedules permit that a human being can be a
saviour of a fellow human., It depends on the one that is
bestowed by God with spiritual powers (Audu, 1984). A
clear example of the relationship between divinely-caused
disease and prayer is the case of Hezekiah, who vas severely
ill and prayed to God for his health. His prayer was
overheard by prophet Isaiah, who begged and obtained
divine acquiescence to help him. Isaiah ordered that a
lump of figs be applied to Hezekiah's afflicted parts, with

the result that the ailing man was restored to health

(Tamayo, 1977).
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Udoh (1981) identified some spiritual churches in
Nigeria and their common features. Such churches
include the Cherubim and Seraphim, Christ Apostolic
Church and Celestial Churches to mention but few. Their
common features are

(a) They all claim to heal the sick and infirm with
the help of prayers.

(b) They all claim to be spiritual churches and are
in direct communication with Christ and God.

(¢) They all claim to have numbers of seizure
during which they fell into ecstasy.

(d) They all sing and dance to tunes which are very
African in nature.

(e) In most cases they adorn themselves in white
as a symbol of purity.

Audu (1984) mentioned that the Celestial Church of
Christ is part of spiritual world-wide organisation that
has salvaged many human problems.

According to Hackett (1981) some siclness are now
recognised in the weat to be psycho=somatic and such
sickness include migraine ulcer, certain types of paralysis,
body aches and pains. Some infectious diseases cen also be
due to the frame of mind. In these srea of affective need,

Hackett pointed out that the pastural care system of the
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Aladura Churches may be especially beneficial. He further
reiterated that the type of pastural care adopted by most
Aladura Churches involving diagnosis and prescription by

a prophet forms part of the healing success of the
Aladura. The individuality of each diagnosis and the
accompanying ritual prescriptions for example special
prayer, use of holy water or candles, mean that the
patient is engaged in the business of his own cure. As
an active participant in ritual activity and prayer, he is
prevented from becoming a mere object of impersonal
treatment. Furthermore the atmosphere created by many of
the churches of peace, purity and cleanliness contrasing
strongly with the chaos and insanitary condition of the
outside world help in the recovery of the patient, and
coupled with this are music, druming and dancing which have
therapeutic clifect on the patient. Adejumo (1982) found
out that more illiterate, female and old people patronise
spiritual churches for health problems than the literate,
male and young people. Baeta (1967) levelled criticism
against the activities of the healing sects pointing out
that the field is practised with unrelenting empty

garrulousness, ignorant, credulity, charlatanism and fraud.
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Muslim Medicine/Muslim Priest

Ade jumo (1982) identified the muslim priest as
another alternative avenue for treatment sought by the
inhabitants of Oyo. No much literature work is available
on this avenue., It is a newly emerging avenue for treat-
ment which mix the traditional practises with Islamic
religion., This makes some traditional medicine to be
acceptable to the larger muslim population. The use of
this avenue usually involve writing of arabic words on
papers, after on it is wrapped with leather or black,
white or red threads after adding some local herbs. It
may elso involve drinking or bathing with Koranic words
robbed off from slate. Evidently many local beliefs
infiltrated into this practice.

Muslim medicine are however not prepared
exclusively for curative purpose, It is more often than
not sought after for protection against witches, success
in business or in occupation, goodluck, promotion,
academic success, love and lots of other social and

emotional problems,
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DRUG USE

Drug has been defined by Udoh and Amusa (1983) as
any substance other than food, which when introduced into the
body, alters the body on its functions,

Generally a drug when professionally prescribed is a
substance used to treat illness, protect against disease
or promote better health. Misuse of drugs or drug abuse
refers to unreasonable or inappropriate use of drugs
taken without medical advice. Udoh and Amusa (1983) also
defined drug abuse as persistent or sporadic excessive drug
useé inconsistent with or unrelated to acceptable medical
practice. This defination does not separate legally
accepted drugs like alcohol from illegal groups like
Indian Hemp. In other words social acceptability does
not necessarily extricate drugs like alcohol and tobacco,
from being drugs of abuse.

Alcohol Consumption

Alcohol consumption poses one of the greatest
contemporary social problems for modern world. The
problem of alcohol consumption is an.old issue. It is
probably as old as man's civilisation., Estrada (1972)
mentioned that methods for making alcohol have been known

since before the beginning of recorded history.
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The uses of alcohol can be broadly categorised into
social, medicinal and industrial uses, Alcohol is used
for entertainment during social ocassions such as naming
ceremony, vwake-keeping, burial ceremony, house-warming,
birthday parties, wedding ceremony, promotion ceremony,
welcoming new visitors to the household and all other
ocassions which call for rejoicing. Alcohol is also used
for pouring libation to the ancestral gods and during
performance of certain rituals. Raymond (1964) analysed
some of the social use of alcohol in the following wayss

Some drink to feel relaxed because they are tense
and apprehensive example of which is an insecure adole-
scent boy who dates a girl,

Some drink because it enables them to feel more
comfortable in coping with work and in social life.

Many others drink to remove loneliness or to conform
with peer groups and others drink to entertain during
ocassions that call for rejoicing.

The medical use of alcohol include its use for
treatment of high blood pressure (Brooks, 1979). Locally
it is used to prepare concoction for treating malaria and
yellow fever (Adejumo, 1982).

Industrial use of alcohol is in manufacture of soap

and cooking gas (Finlay, 1979).
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in Nigeria various kinds of alcohol drinks range
from imported ones to locally industrial manufactured
types and the locally produced drinks. The hot drinks
include schnapp, dry gin, gordon's gin, whisky and so on
and forth. The beer brand include star, castel, heinekens,
top, club, noble, guinness, double crown, double three,
to mention but few. The local drinks include ogogoro
(locally distilled gin), palm wine, oguro (tapped from
coconut trees), burukutu, agadangidi and lots of others.
Falewich (1961) mentioned the following factors as
influencing the consumption rate of alcohol among the
Polish youths of between 18 - 24 years of age.
(a) Influence of family background.
(b) Peer, School and Work Communities and Youth
Organisation,
(¢) Personal and social adjustment of the
individual,
(d) Choice of definite patterns of leisure
(e) Availability of information about physiological
and social consequence of abusing alcohol.
(f) Abolition of prejudices and myth concerning
alcohol,
Reinband et al (1979) in their study of consumption

trend of alcohol among youths aged 14 - 19 in Hamburg,
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Western Germany found out that the percentage of youths
who on principle do not drink aloohol declined over the
year from 20% in 1971 to 7% in 1975. In Canada 20% of the
adults were reported as drinkers. It was estimated that
100 million Americans above the age of fifteen including
about 8 out of 10 adult men and 6 out of 10 women use
alcohol beverages. 90% of those who drink appear to use
alcohol without noticeable danger or damage to themselves
or others except when they drive after drinking. But
about 7 million are estimated to be alcoholics (Raymond
1964).

In Nigeria there is no reliable statistics to show
the consumption rate. But one thing is certain. There is
a sharp increase in number of brewery industries from
about 19 in 1981 to more than 30 breweries available at
present. Oyo State alone has six breweries.

In the opinion of Abiola (1984) alcoholism is the
Nigerian number one social problem and that at the rate
at which breweriés are being established in the country it
is easier to get a cup of beer than a cup of fresh water
in any part of the country.

Peek et al (1978) mentioned that the developing urban
centres with its characteristic social problems of lack

of employment and housing encourage the frustrated youths
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to indulge in alcohol consumption. They are also of the
opinion that alcohol consumption can be expected to be
more prevalent among urban residents and that urban size
is positively correlated with alcohol use.

Dennis (1962) mentioned that alcohol consumed in
moderate amounts by adults of mature personality can not
be objected to on any medical grounds. Problem do arise
when a person becomes dependent on alcohol., But a person
who, even for the first time, drink in excess might be
exposed to danger, most especially if he drives because
of the loss of sense of judgement. As a pedestrian he
might also be knocked down by moving vehicle for the same
reason.

Housten et al (1975) group the problems arising from
alcohol consumption into the three main groups namelys
physical problems, psychiatric problems and social
problems, |

On the physical problem of alcohol, Udoh et al (1981)
mentioned that alcohol consumption may dangerously expose
the body to cold in a cold weather because the drinker
may feel unnaturally warm when there is no actual change
in the oral or rectal temperature. Byrd (1961) identified
the deficiency of the B complex vitamins as the most of the

so-called alcoholic disease today.
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Raymond (1964) mentioned that heavy drinkers may
suffer from chronic gastritis, They may also suffer from
poptic ulcer (Mottens, 1978) damage to the kidney (Udoh et
al, 1981) heart attacks and stroke, poor muscular
co-ordination and skillful movements (Byrd, 1961). Heavy
drinkers may suffer from the cirrhosis of the liver
(Udoh et al, 1981) and lowered body resistance to
diseases as in cholera, pneumonia and tuberculosis
(Byrd, 1961).

The psychiatric problems that may be experienced by
heavy drinkers include depressed activity of the brain,
reduction in attention, blunting of keen judgement,
easing of critical judgement, lessening of discretion and
control (Udoh et al, 1981).

Heavy drinkers may also suffer from dementia
paranoid reaction (Houston, 1978) delirium tremens and
hallucination (Udoh et al, 1981).

Raymond (1964) mentioned that bulk of the problems
associated with alcohol are social in nature. The heavy
drinkers may shirk his responsibilities, he is likely to
be unproductive in his place of work and this may lead to
the termination of his appointment. Drinking is a common
reason given for distruption of marriage life. Alcohol is

regarded as the bed fellow of symphilis and gonorrhea
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(Byrd 1961). Perhaps the biggest of all the social
problems pose by alcohol is probably traffic accident.
Most studies indicate that drinking is a contributing
factor in not less than 25% of traffic fatalities in
U.S.A. (Raymond 1964).
Killy (1979) is of the opinion that since drinking,
drunkeness and alcohol are learnt behaviours, how we
act when we have been drinking or are drunk is a
function of how we have learned to behave in such states
rather than a function of physiological or psychological
processes., He therefore advocates an unbiased approach to
the study of alcohol and the attendant problems.
Mwanalushi (1981) suggested provision of alternatives
to drinking in form of promotion of recreation and
education. He however, pointed out that alcohol
education should be related to the experience of the
people and undue weight should not be placed on the
pathological aspects of drinking since this is likely to
produce a boomcrang effect.

Cigerette Smoking

Smoking behaviour has attracted the attention of
many researchers in recent times. It hes therefore been
intensively studied by people working in the health delivery

systems, psychologists, cardiologists, sociologists,
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social case workers, neurologists, community developers
and others interested in addictive behaviours. Unfortu-
nately, smoking behaviour is a socially undesirable
behaviours that is prevalent in nearly all the cultures

of the world. It is socially undesirable because it
endangers an individual's health, reduces his productivity
on his job, affect his family life, drains his economioc
resources and self-interest (Akinboye, 1931).

Many discases are associated with smoking. Studies
have indicated that regular smokers have higher death
rates from lung cancer, disease of the heart blood vessels,
kidney, stomach ulcers, liver disease and some respiratory
disorders such as bronchitis, pleurisy and emphysema. A
very few heavy smokers have been known to suffer from an
impairment of vision characteristic by dimmess or partial
blindness, dilation of the pupils and inflammation of the
optic nerve, which is called tobacco amblyopia (Byrd, 1961,
Janis and Holtman, 1971, Borstein et al, 1977, Flaxman
1976 and Hunt et al 1973). The anti-social effect of
smoking include fire outbreak due to carelessness with
cigarette and discolouration of teeth and hands, unpleasant
smelling, clothing and litter from stubs and packets

(Parker, 1977).
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Ikard (1969), Glasgow and Rosen (1978) and others
have concentrated in deseribing possible factors maintain-
ing smokingz behaviour as a means of establishing strategies
of management. Not many observations have been made
in the Nigeria cultural settings. A few scattered clinical
observations and studies are however available of the
smoking behaviour, These include the observation of
Adeniyi (1980), and Akinboye (1981). The feelings
expressed by the African scholars generally indicate that
smoking is increasing in incidence in the Nigeria
contexts and more clinical and assessments of the
behaviour be made as a basis for establishing a programme
for its management,

Smoking behaviour continues to be in the increase in
many part of the world., In 1964, the surgeon-general in
U.S.A. public health service made general declaration that
smoking behaviour is harmful to health. 1In 1977, the
Royal College of Physicians reported that about 50 million
working dyas are lost each year through the effect of
smoking. There are at present some 15 - 16 million
cigarette smokers in the Federal Republic of Germany.
Eight or nine million of them smoke over 5,500 cigarette a
year, they are therefore among the habitual smokers who

even if they want to stop, have problems in breaking their
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accustomed behaviour patterns. About 50% of all fathers .
and 32% of all mothers of children of compulsory school
age are regular smokers and about half of these are

heavy smokers (Welsch, 1980).

Drug Abuse

The World Health Organisation defined drug as a
chemical agent that is uysed therapeutically to treat
disease, More broadly drug is any chemical agent that
affects the living protoplasm, In its more practical
application the term refers to any substance of
medicinal use (World Health Organisation, 1981). Cape
and Dobson (1974) defined drug as substance used as a
medicine.

The problems of drug abuse include drug quackry,
gelf medication, consumption of narcotic and drug
trafficking.

Akubue (1984) mentioned that in 1983 alone Nigerians
spent 60 million Naira on drugs which they need not have
taken., He said that in 1980 3.9 million Naira was spent
on importation of tetracycline and 3,1 million Naira on
chloramphenicol, stressing that the fate of consumption
vas frightening most especially when it is agreed in
medical circle that indiscriminate use of antibiotics can

destroy the red blood cells and lower the iron content in
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the body. Likewise, unguided use of analgesic can affect
kidney. In respect of under dose of drugs, medical
experts say that this leads to the development of
resistant strains (Owen, 1973).

Quackery is the practising of medicine by a faker,
a charlatan, an incompetent person. Baker (1963)
describes quackery as the unapproved, unauthorised,
unethical type of a persdn deliberately, fraudulently
makes a false or misleading health claims for any food,
drug or device.

Ogundele (1983) identified factors responsible for
the prolifcration of drug quackery in Nigeria as
illiteracy, poverty, desire for cheapness and prevalence
of psychological problems associated with depression,
over anxiety and other emotional feeling. But largely
responsible for drug quackery are the inadequate medical
services throughout the country and the commercial
activities of manufacturer of drug. According to
Ogundele (1983) some people believe that injection will
do any magic to affect a quick change to their body
functions. He mentioned that drug quackery is limited to
sales of drugs and administration of injections in rural
areas and he also pointed out that in rural areas these

quacks are highly honoured and are usually called doctor.
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He however claimed that in urban centres quacks hawk their
drugs in motor parks and most of these drugs have expired
and sometimes the quacks operate illegal clinics in the
big towns.

The untold hardship caused by the activities of these
quacks range from incapacitation to untimely death of many
gullible victims through wrong diagnosis, use of dangerous
drugs and improper use of injection. Abortion procured
through guacks can result in death of the victim or make
her become permanently sterile.

Self medication is a child of prevailing poor
medical services. People adopt it as the only way out in
a situation where they are left with no other alternative
than to look after themselves. The danger of self
medication is that the vietim may not understand the
symptoms of diseases and therefore make a wrong diagnosis,.
Also drugs have different reactions in different persons,
doses are prescribed acﬁording to individual peculiarities
such as age, weight and sex. The tendency in self medica=-
tion ic to take overdose as means of quick recovery. The
prevalence of self medication is accentuated by unihibited
drug advertising, illiteracy and the activity of the quack
doctors especially in the rural areas where they are

better known than the medical personnel (Ifedi, 1984).
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The various government have made effort to control
the indiccriminate sales of drug and other pharmaceutical
products. In Plateau State sale of drugs in market and
motor parks is banned. Section 32, sub-section 1, part 3
of the first schedule of the laws of the Federal Republic
of Nigeria (1958) forbids patient medicine sellers from
selling antibiotics and sulphenamides like M and B 760 and
693, but these drugs are being sold in every patient
medicine store (Akibue, 1984).

Brooks and Brooks (1979) defined drug abuse as the
excessive or persistent taking of a drug without regard
for accepted medical practice. Drug abuse commonly leads
to drug dependence. Drug dependence may be the psycholo-
gical type or the physical type. If it is physical depen=-
dence the state of the body physiology is altered and the
withdrawal from drug may cause distressing symptoms which
include discomfort, restlessness, vomitting, diarrhea,
aching muscles, slight fever, elevated blood pressure.
Death may result from acute withdrawal symptoms if there
is no proper medical aid.

Byrd (1961) classified the commonly abused drugs intos

(a) Narcotic e.g. heroin

(b) Sedatives and hypnotics e.g. barbiturates,
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(¢) Hallucinogen e.g. Lysergic acid diethylamide
(LsD).

(d) Stimulant e.g. Amphetamines and Cocaine.

The common dangers of these drugs are the physiolo-
gical and the social implications. Death, mental
diseases, poisoning, and crime are the main problems
relating with the drug -abuse.

The problems of drug abuse and drug trafficking have
been on the increase in Nigeria. Cannabis is found to be
abused among the Nigerians who illegally cultivate the
herbs. But of recent the use of cocaine is on the
increase. Amphetamines is commonly abused by farmers and
those engaged in manual work as means of relieving
fatigue. Slecepless tablets are commonly abused by
students who want to burn the candle at both ends during
examination period while lots of people use sleeping pills
due to inability to sleep naturally as a result of anxiety
and stress of modern life (Ogundele, 1983).

Nigerians in a get-rich-quick attitudes are
seriously involved in international_trafficking of drugs.
Nigeria is now one of the six leading countries from where
cocaine and other narcotic matters are exported to
Western Germany. Many Nigerians are known to be in jails

in all part of the world for drug offences. The way by
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which Nigerians transport the illegal drugs to beat the
custom men is now a source of concern, Some : swallow the
drugs which is quite dangerous, Others, female, hide the
stuff in their private part. The whole mess is a serious
concern to the Federal Government and this has led to the
promulgation of decree 20 on drug trafficking. Any person
who aids, counsels, prqcures or conspires with any other
person to deal in cocaine is to be shot by firing squad
as published in the extra ordinary gazette number 64
volume 71 of 1984.

Perhaps to make the intention of the Federal Govern-
ment realised, the legislation should be supplemented
with adequate health education of the masses on the

danger of drug abuse,
NUTRITICN BEHAVICUR

Eating of balanced diet

The term "Nutrition" is defined by Cape and Dobson
(1974) =s "the process by which food is assimilated into
the body in order to nourish it.

Collier's Encyclopaedia (1963)4refers to nutrition
as the study of foods and their composition and the ways
in which the chemical components of food are made avail=-

able to the body for its growth, reproduction, mainte-
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nance and repairs, It further stresses that the mecha-
nisms by which this food supply is ultimately transferred
to body tissucs determines the individual's nutritive state.
Brooks and Brooks (1979) refer to nutrition as the sum of
the processes by which the body takes in and utilizes

food., It is the story éf food and the use the body makes of
it. They also pointed out that a person's nutrition is
influenced by the availability of foods in the market, the
money the individual has to spend for food, the way the
individual feels about food, the sanitation of food
supplies, the way food is processed, and the knowledge

and appreciation he has of food values,

Udoh (1981) refers to nutrients as the part of food
which carry out functions in the human body, these
function¢ beings furnishing the body fuel needed for its
activities, making available materials for the building or
maintenance of body tissues and the supply of substances
that act to regulate body processes. It is known that
some of the food we eat may fulfill all of these functions
or just only one, but for the maintenance of good health,
all the three functions must be served by the diet as a
whole.

A good diet otherwise called a balanced diet is one

that supplies all the substances the body needs, fuel food
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for energy, protein foods for growth and repair, plus
minerals and vitamins for the many functions they perform.
Adequate fluid is needed in any diet.

Attention must be given to the type as well as to
the quality of food ingested into the body in order to
derive the appropriate nutrients in proper quantity
required for the effective functioning of the body
(Morehouse and Miller, i967).

Malnutrition

According to Parker (1977) malnutrition simply
means 'bad nutrition'. It could be brought about by
ingestion of too little or too much food or lack of any
essential nutrient. It could also be due to some disorder
preventing digestion and absorption into the blood or to
defects of subsequent metabolism,

Igbeare (1984) listed food shortage coupled with
rising prices and poverty as the main cause of malnutri-
tion in Nigeria. He also identified poor choice of food
due to ignorance or fadism (preference for pride food) as
other contributing factors. Expantiating on the factor
of ignorance as contributing to malnutrition, Parker (1977)
mentioned that in under-developed countries the scarce
animal protein may be given to adult males, instead of to

those who need it most, the pregnant and nursing mothers
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and youn; children. Fish, egg or milk, may even be
forbidden if available. Owen (1973) is of the opinion
that nutrition disorder is much higher in villages than in
town. According to him the people in the town are able
to buy a wide range of food item and as such are more
likely to rectify any food deficiency. He also mentioned
that there is ample evidence that much child mortality in
rural Africa is associated directly or indirectly with a
diet that is deficient in protein., Kwashiorkor is a
common nutritional disease in rural African society. The
problem of malnutrition is compounded in Nigeria because
our local diet comprise mainly of carbohydrate.

The importance of following a balanced diet cannot
be over—emphasised. Equally to be emphasised is the fact
that a varied diet is not necessarily a balanced diet
(Udoh, 1981) and that malnutrition can co-exist with surplus
food. In essence, a food and nutrition policy are
inseparable.

There is a need to survey our nutritional status
every five years. The last survey conducted in 1965 with
American aid reported that there was severely deficiency
of riboflavin, amongst other widespread food shortages.
The report recommended thorough education and an effort to

be made to encourage production and consumption of food
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containing high levels of vitamins. A national survey is
vital to solving the crisis, from it we can be sure of

the nature of malnutrition here. Experts say the survey
vill not cost more than one million naira. If the govern-
ment is unable to provide finance, kind hearted persons,
groups or associations can assist as for the Olympic Fund,
It is surprising to know that even Ghana and Tanzania
conduct periodic surveys (Igbeare, 1984).

Eating between meals

There has been a considerable amount of discussion
about the desirability or otherwise of eating between
meals. Udoh (1981) is of the opinion that there is
nothing strictly wrong with eating between meals, but
rather is the major problem is what is eaten. He opined
that while eating between meals may be advocated for
children and teenagers because of the high demands of
calories needed in the growing process as well as for
their physical activities, the adult, should have no need for
food betvween meals so long as he eats adequate meals.

Soft drinks, biscuits, chocolates, candies etc can

become rcal problems if they are consumed out of propor-
tion to other foods in the normal diet. These foods
should never replace other foods which offer pore adequate

nutritive quality to the diet.
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Udoh (1981) also icentify overweight as a likely
result of over-eating and stress that an overweight
person has no inclination towards physical activity, and
therefore will become consistently unfit to a point when
even movement within the house becomes an unsurmountable
problem,

Byrd (1961) is however of the opinion that eating of
five meals a day was moré beneficial in terms of energy
and vitality than eating the traditional three times a day.
He also indicated a measurable improvement in work output
in industries where there is provision of a mid morning
snack or mid afternoon feeding. He however stressed that
the between meal feeding should not be simple additions to
food intake in terms of quantity, i.e. consumption of
coffee, tea, cola drinks and confectienery.

Coffee is a mild stimulant, so is tea, cocoa and the
myriads of 6ola drinks. They all contain caffeine but in
different quantity, Caffein is known for its activity of
stepping up the action of the nervous system, kidneys,-
muscles, heart and respiration, Caffein can also kill if
it is consumed in large quantity. Drinking too much tea,
coffee and cola drinks may do harm in that by satisfying
one's hunger before eating enough of wholesome food, it

may work to kcep one under nourished. If sugar diet is
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eliminated, better than 90% of all dental decay would be
arrested (Byrd, 1961).

Udoh and Amusa (1983) indicated that 84% of their
subjects drawn from literate groups in institution of
higher learning in Oyo and Kwara States consumed more than
five cups of Coffee drinks daily. It is obvious that
illiterate people do not take much of tea, not the same
quantity otherwise obesity is apt to become a problem,

Eating irregularly and skipping food

Irregularly eating is manifested in skipping meals
or eating without proper schedule of time., Udoh and
Amusa (1983) found out that 48.9% of their subjects drawn
mainly from literate groups in higher institutions of
learning in Nigeria eat irregularly. They pointed
this habit to be detrimental to health. Evans (1976)
asserted that the stomach requires regular hours of
work and rest, and that if we eat too often and at
irregular times the stomach will miss this rest and
may @soon be out of order that consumption, indigestion,
and other ills may follow.

It was shown that about 50% of those who skipped
breakfast entirely indicated tremor and body weakness.
Some subjects also indicated weakness to the point of

illness, whereas other subjects indicated no difference in
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their feelings, It appears that certain persons definitely
should not skip breakfast. Even in those who do eat
breakfast the staying power is improved if proteins form

a part of the breakfast (Byrd, 1961). In this period of
austerity coping with the situation might mean having to
skip food most especially by those who are unemployed and
students. It will be difficult to conclude whether in
Nigeria the urban residents skip food more often than

rural residents since there is no available literature on
the issue.,

Infant nutrition

Central to the infant nutrition is the issues of
breast feeding. Lots of researches have been carried out
to determine the advantages of breast-feeding.

Soysa (1981) listed the advantages of breast feeding ass

(a) It establishes mother-child bond.

(b) It gives the mother emotional satisfaction of
knowing that she is meeting her baby's
nutritional needs,

(¢) It is economical to the mother since it does
not involve purchasing milk,

(a) t is convenient for mother because it does not
entail purchasing, cleansing and sterilising

utensils,
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(e) It does not inconvenience the household members
when feeding at night in the crowded and poorly
illuminated homes of the developing countries.

(f) 1t reduces the cases of breast cancer.

(g) It promotes early ovulation

(h) It is effective as means of spacing births.

(i) It conveys immunological advantage to the baby.

(j) Lastly, it prevents infection like diarrhoea
and gastro-entritis,

Despite these numerous advantages the trend in the
developing countries is to abandon or cut short breast
feeding for artificial feeding. Ekeh (1980) observed that
this trend is becoming a permanent features in the feeding
of infants in Nigerian society. This trend, is perhaps
adopted by the urban sophisticated working mothers since
they are away from home a good deal of time. Ekeh is of
the opinion that this habit may not constitute much
health problems to those mothers with high income and
standard education since they can afford to provide the
nutritionally adequate weaning diets and the correct
quantity of feeds with the necessary sterile conditions,
But to the low income mothers bottle feeding can be

disastrous.
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Bernard (1980) indicated the average nursing period
to be shorter in the cities than in the rural areas in
the study carried out in Algeria., He a2lso indicated that
a large number of women in cities do not breast feed at
all, or breast feed their children for less than a month.
He noted that for both the urban and rural mother, the ave-
rage length of nursing steadily increases with age. He
is of the opinion that és women grow older their attitude
towards breast feeding changes little and therefore he
asserts that the decrease in the duration of breast
feeding is due to the younger generation's attitudes. He
attributed the factors of greater attachment to family
institution in the rural societies and less availability
of processed foods for weaning as contributing to dispa-
rity in the attitude of the urban and rural residents to
breast fceding. Although he noted that disparity in
education affects attitude to breast feeding i.e. those
educated breast fed lesser than the illiterates, yet at
the same educational level, the average lengths of breast
feeding are higher in the rural areas., He noted similar
patterns for the rural and urban commnities in Senegal
and he concluded that the traditional African values still
hold in both the rural and urban milieu, but the former

still remains largely traditional while th. 2atter is more
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influenced by the adoption of the Western habits as a
result of advertisement for commercial milks, which
promise a lovely baby like the Europeans.

In Nigeria, the study conducted by the Federal Office
of Statistics on health and nutritional status of
Nigerians in four states of the federation, Borno, Cross-
River, Kano and lagos indicated less significant difference
in the breast feeding habit of both urban and rural
communities for babies under twelve months of age. But
significance difference is obtained in favour of rural
communities taking to breast feeding of babies after
twelve months.

In order to produce & cheap protein food that will
help to reduce the high incidence of protein malnutrition
in Nigeria, the Federal Institute of Industrial Research
at Oshodi developed "Soya Ogi" - a mixture of 70% corn
and 30% Soya bean powder enriched with vitamins. This
products is not cheap but compares very well in
protein quality and nutritive value with other imported,
expensive brands of baby cereals, It is however scarce
to obtain now due to lack of adequate resources for large
scale production (Ekeh, 1980).

Ekeh (1980) wants the custom of serving the head of

the family the significant portion of protein food which
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the children need even more to be abolished as means of

gorrecting malnutrition among children,

]

Food Taboos

Taboos are prohibitions instituted for the purpose of
a cultural group against supernatural repraisal, Taboos
are don'ts and do's of the society and can be a result of
superstition. Superstition is a belief or practice
resulting from ignorance.or fear of unknown or trust in
magic or charms (Eichler, 1924).

Owen (1973) mentioned that lots of superstitions and
food taboos in African rural society can really be a source
of malnutrition even if there are abundant food since
these often lead to discrimination against the children
and the women. Shan (1981) expressed a similar view that
in developing countries, the diet followed during
pregnancy is strongly influenced by beliefs, customs and
taboos. The avoidance of some foods is common in many
societies. He also mentioned that dietary restrictions
very adversely affect impoverished mothers who are
chronically malnourished and cannot afford to add other
foods to their extremely poor menu, which often consists
of one or two items.

Ade jumo (1981) and Igbeare (1984) identified the

taboos prohibiting the consumption of egg by children and
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pregnant women, for the reasons that it will make former
to steal and block the latter's cervic, as rampantly held
by the illiterate and rural communities.

Ekeh (1980) however mentioned that the concept of
eggs being restricted or witheld from children is
becoming more of a fallacy than a fact and that the
exclusion of egg from children's diet is due more to
economic reasons than to superstitions or taboos,

Food Sanitation

Nany epidermics of diseases that are spread through
foods can be traced to poor sanitation and poor hygiene on
the part of food handlers and in methods of handling food,
especially when food handlers are suffering from some
illness such as sore throats, cold, diarrhoea or open

sores on the body (Byrd, 1961). Osiyemi (1968) pointed
out thet the problem of food sanitstion arises as a result
of urbanisation and many people in the cities consequently
make use of eating houses and hotels. He also suggested
the discouragement of the practice of unscrupulous food
sellers who add colouring agents to the food. Among many
other things he suggested declaration of war painst
illiteracy, ignorance, superstition, poverty and indolence
which, to him, are factors contributing in many ways to bad

food habits. The problem of the hygeric habits of food
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handlers remains, as a constant challenge to public
health authorities and this is primarily a problem of
continuing public health education (Byrd, 1961).

Obi (1984) considered Nigerians' food habit as the
extension of our unsanitary behaviour. He pointed out
that in urban centres women hawkers of food display their
parcels near feaces, without covering them and that
despite the pathetic condition of the abattoirs and the
unhygienic manner in which meat is displayed, Nigerians
still relish in their taste oblivious of where they come
from. At home we are used to eating with our fingers
unwashed and the claim that germs, invisible microscopic
organisms, cause diseases sounds like fairy tales to us.
Rather Nigerians' populace believe that illnesses are
caused by angry gods and not the whiteman's germs. Obi
believed that few Nigerians will discard a piece of meat
that érops on the floor. Igbeare (1984) expresscd
concern over the lack of hygienic conditions in our public
marxets where flies dance on food.

Eke (1980) pointed out the problem associated with
Nigerian cooking habit. She sald that we store excess
food in the cupboard which are not insect-proof and only
few can afford refrigerator in their home. The danger of

food contamination cannot be ruled out under this
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circumstance of poor storage. Besides, she said that
mothers are in the habit of cooking stews and vegetable
soups which will last for two or three days. Continual
reheating of these stews and soups will result to loss of
nutrients in the food.

As a way of solving the nutritional problem of
Nigerians, Igbeare (1984) suggested that all workers
should be given luncheon vouchers and all work places:
should provide subsidised canteens which will serve
balanced diet. He also stated that given an adequate diet,
black children grow faster than the children of other
races and that all things being equal, the black race is
potentially the tallest race. He also advocated for
provision of better storage facilities to avoid food
wastage and teaching of National Youth Service Corps
members essentials of good nutrition so that the knowledge
could later be imparted to the communities as a2 somewhat
alternative programme to community development.

It is however appalling that the decision of the
Federal Government to cancel luncheon voucher came at the
very moment health educators are advocating for it as one
of the programme to solve the nutritional problems of

workers (Guardian 28 of December, 1984).
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CJYAYE HILL oA
f B
& |
v

Ogungbade ©..
'OTEFON HILL -

ahe® -— Idia gbon

Otwelors 0 | - .
Aleghede exeLe A B bt
ys O g‘A Awpesl
v x

Mayin )

L i
00 o\ e
Alke loi “He-0 2 Y llaws
/ idiyen, 1 A OBaba Sango < °‘°;'.~ L VP F
Ab*'“ weles Wasinmi ba °Ai VoA
O Akoy! gl > v PAl Sony Fiditi gond -
* ) }. ols - A b o )
operopd” O | ofmiors Jogulo A 0 B byt
Iganpa thewe Lalere 5 ° ¥
Awnorso o) IS : Ibodaips A R TAA © are.
‘adegheff O YA Mo _‘.;‘:mhnar:{ sbode o)
ungd  O1ts \ Yaiyere 00bsiade L lonlate S Aadatiyon Alasoo [0 bf.‘uq o“"
Adegbde Ergw Ervws TH ©  Aiue_ ' Ode- K%h 5
SIS e
.
iyeghede < OFrehidel !
: z 4 - oTadé™
“2‘"0'“‘ '3 Adet: .w
- ote . e X v Agefire
N0 bfiogun e Olodoo ‘s,
. f Alystore B oy b0 § /MOP* Aiyepe | J
"‘lo Qdo-Onasg P g OAw | 5 ~F
4 .utﬂoywn A “: :“? Orile .0 oMonlewe Yol ) 2
. £
dlperof i g nkete ©Op uguntan 1di-Ake. 'L“ AW o
o ogbore P vy LY G s (7
e % ' Shashs 0/ o 0
Olows : { uaton® | ’
N L~ Onige °;‘ g Ogedengbe / O ) it
d Home ,"' rdr & o Arar ’OA"' Obdg“"o .'A.'.'
V tleminleAwe (-.. ST __"
— e\
e 7
- <
2C 40 60 K ne 20 i ¢ 3 o
T8 (HTr8 Dyres (kg (RUER EI1%S (7AL1 v
&J. Kilometers
— . -




86

Map of Oye State in relation to the areas of study.
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Introduction

In this chapter the nature of the sample, rescarch
instrument, data analysis and the theoretical model for
the study have been outlined.

This study was carried out using three urban
locations; Ibadan, Osogbo and Eruwa.  Six rural communi-
ties which included Oko, Erimo, Kuta, Tewure, Ogboro and
Imini were as well used in this study. The criteria for
their selection are explained under the description
for the population used.

Questionnaire was the main research tool for this
study. 983 samples were selected for this study. The
main yardstick for the selection of samples from each
locality was the population ratio of the locality.

In all the localities selected for this research the

method employed for the distribution of the questionnaire
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was clustered sampling.

Analysis were carried out in respect of the responses
to the items on the questionnaire. Responses in respect
of preference for avenues for treatment sought in times of
illness, drug use and nutrition behaviour were analysed.

The influence of education, sex, age; income and
marital status on the responses obtained were as well
analysed. Also the differences within and between
responses cbtained in rural and urban samples were
determined using chisquare as the main statistical tool.
Other statistical tool used was percentages. The
theoretical model designed for the study identified
three sets of variables, namely:s

(1) Urbanisation

(2) Health behaviour

(3) Demographic factors

Population

For the purpose of selecting the urban locations
three criteria were employed.
(A) The necd for geographical spread of the sample of both

the urban and the rural communities in Oyo State.
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(B) The United Netions Economic Commission of Africe
(ECA) classification of urban communities into
the following three categoriess
(i) Urban localitiess 20,000 - 100,0CC inhabitants.
(ii) Urban cities: 100,000 - 500,00C inhabitants.
(iii) Big citiess Over 500,000 inhabitants.
(C) Hanser classification of urban location into the
following categories:
(i) Pre-industrial locations
(ii) 1Industrial locations
(iii) Metropolitan locations (Ikporukpo, 1982).
Using these three criteria the three urban locations that

suitably satisfy the criteria were thus as follows:

(a) Eruwa with a population of 45,287 inhabitants and also
with little industrial developrnent fits into the
group (i) of both ECA classification of urban locality
and Hanser classification of Pre-industrial location.
(b) Osogbo with a population of 350,946 inhabitants and
also with heavy industries like steel rolling mills
and international hotels satisfies both ECA group
(ii) classification of urban cities and Hanser group
(iii) classification of industrial location.
(¢) Ibacan city with a population of 1,612,062 inhabitants

coupled with inumerable heavy industries fits into
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group (iii) of both ECA classification of big
cities and Hanser classification of metropolitan
locations.

The selection of the six rural communities was also

based on four criteria which are as follow:

(a2) The necd for geographical spread of the sample
locations of both the urban wnd the rurel
commmitics in Oyo State.

(b) The nearness of the rural settlements to the
urban centres (Urban fringed rural settlement).

(¢) The remoteness of the rural settlements to the
urban centres (Urban fringed rural settlement).

(d) The porulation of the community should not
exceed 2C,0C0 inhabitants with respect to the
opinion of Breeze (1966).

Six rurzl settlements were therefore selected with

respect to these four criteria and they were grouped

as follows

Group As Tewure, Ogboro and Imini., These communities

were remote from the urban locations and were not

situated on intercity roads. They were not likely

to be influenced by urban centres as much as the urban

fringed rural localities (Ajaegbu, 1968, and Mabogunje,
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1968). Their respective population figures were also
8,506; 8,965 and 8,630.

Group B: Oko (via Ejigbo), Erimo (via Ilesha) and Kuta
(via Iwo) were the three rural localities selected in
respect of their nearness to the urban centres. They
were also considered likely to benefit from the influence
of the adjacent urban centres (Ajaegbu 1968, and
Mabogunje 1968). Their respective population figures

were also 9,9563 9,702; and 9,308.

Subjects

The subjects for this study were the inhabitants of three
urban communities and six rural communities. The three
urban communities were Ibadan (Municipal), Csogbo and
Bruwa., The six rural communities were as well Cko, Erimo,
Kuta, Tewure, Ogboro and Imini. The population of these
communities put together was about 1,337,659. This was

roughly 25.7% of the whole state population (5.2 million),

Sample size

983 subjects were selected for this study. The criterion
for the distribution of the subjects was based on the
population of the communities investigated.

In each of the rural communities investigated 0.5

percent of the population were selected as samples. However
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the percentage distribution was varied for the urban
communities i.e. 0.15 percent for the urban town (Eruvwa,
C.55 per thousand for the urban city (Osogbo) and 0.5 per
thousand for the large city (Ibadan).

The reasons for using different proportional represen=
tation for the urban and rural areas are thuss If the
percentaze used for rural localities was also employed for
urban areas, Ibadan municipality might have to be served
with 4,429 questionnaires. This would be unmanageable
within the resources available to the researcher. Also if
the corresponding ratio of 0.05 percent for Ibadan was
employed for Imini, Imini might have to receive only 4
guestionnaires which would be inadequate to correctly
describe the health behaviour of the dwellers of Imini,

Ancther justifiable reason for varying the percen-—
tages in the different communities in relation to popula=-
tion was that urban centres with lower ratio of distri-
bution per population took the largest share of the dis-
tribution of the whole cguestionnaires., Ibadan alone
accounted for about 45% of the distribution while all the
six rural communities shared only 28% out of the total
guestionnaires distributed.

Table 3 clearly indicetes the mode of distribution of
the subjects in each of the communities selected for this

study.
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TABLE 3

Distribution of Subjects

A%Tof P
; . sample % in rela-
Community QOmmunl?y No..of selection tion-to
vopulation subjects
selected rela- total sample

tion to selected

population
Ibadan
(Municipal) 885,859 443 0.05 45.1%
Osogbo 35C,946 193 0.055 19.68%
Eruva 45,287 68 0.15 6.83%
Oko 9,956 50 0.5 5.09%
Erimo 9,702 49 0.5 4.99%
Kuta 9,808 49 0.5 4.99%
Tewure 8,506 43 005 4.38%
Ogboro 8,965 45 0.5 4.59%
Imini 8,630 43 0.5 4.38%
TOTAL 1,337,659 983 0.073 100%

From table 3 it is indicated that the total subjects
selected, 983, is about 0.073% of the total inhabitants
of the localities investigated (1,337,659) population.

This sample is also about 0.02% of the state population
(5.2 million).

Festinger and Keatz (1966) indicated that much as the
size of sample can affect the outcome of research findings,
wnat matters most when dealing with population of this nature
is the sampling technique. They also pointed out that

gallop poll involving 20,CCO subjects have been accurate



95

enough to predict the outcome of American election which

involve more than 1CO million voters.

Sampling Technigue

The sampling technique explains how the guestion-
naires allocated to each locality were distributed
within the locality for effective coverage of the
characteristics of the population in the locality.

If it were possible to compile a complete list of the
entire population that was investigated then random
sampling would probably have been the best method to
employ. !owever this was not possible. Cluster sampling
vzs theretfore employed for this study. This sampling
technique incorporates the features of simple sampling
and area sampling. The precise method of cluster
sampling is the multistage type. In each community the
first step involved arca sample to select sampling units
of manageable size or clusters, This corresponded to
division of the communities into wards that were roughly
equivalent in population - from each of these wards
there was further categorisation into blocks or sub
sample units. The particular adult resident who
received the questionnaire was then selected

(Ellingstad and Hemstra, 1974).
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Research Instrument

The main research instrument in this study was
questionnaire. The questionnaire were 933 in number.
The questionnaire was constructed by the Researcher with
the assistance of the supervisor. The face validity of
the questionnaire was ascertained through a proper
scruitiny by the lecturers in the department of Physical
and Health Education and lecturers in other relevant
discinline. Additional method of ensuring correct
responses was the design of a vernacular version of the
questionnaire for semi-illiterate and illiterate subjects.

The questionnaire was structured and it was
designed to collect information from the subjects on the
following arcass

(a) Personal data

(b) avenues sought for treatment in times of illness

(¢) drug use behaviour

(d) nutritional behaviour
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Pilot Testing

A pilot testing of the questionnaire wzs administered
on selected subjects who were part of the target
population bui were not included in the sample selected.,
50 subjects were chosen from Ibadan to represent urban
dwellers while 25 subjects were chosen from Imini to
represent rurzl communities, This test attempted to
determine whether or not the questionnaire items possess
the desired cuelities of mezsurement and discriminability.

The pilot test also helped to correct ambiguities in

the questionnaires.

Procedure for Data Collection

The questionnaire was administered with the aid of
twenty sclected assistants., The assistants were
trained on how to administer'the questionnaire especially
to the illiterate subjects who required more explanation
on some points., The questionnaire was collected on the

spot, thus ensuring a hundred percent return.
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Plan for Data Analysis

The result of the findings through the questionnaire
wes grouped under the two sets of variables that were
investigated. The intra and inter rural and urban
dwellers differences in the response was analysed. The
analysis also indicated the influence of education,
income, age, sex and marital status in the response.

.The main statistical tool for the analysis was
chisquare. Kerlinger (1979) emphatically stated that
one of the best way of studying research designed to
analyses relations is chisquare.

Pearson's product-moment coefficient of correlation
is attributed to be the most powerful measure of
correlation. Anova and T test are also powerful measure
of variztion in the samples, But these parametric
statistics would require the calculation of total scores
for each subject and mean of all the score. The scale
used in this study for the design of the questionnaire
vere mainly nominal,

The date therefore do not lend itself to easy calcu-
lation, It is for example inappropriazte to allocate value
to those who patronise modern medicine as opposed to
traditional nharmacopia since both are recognised as

appropnrizte treatment avenues worl-widely and by World
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Health Organisation. It was therefore not possible to
@et a sinzle total score for each respondent from which
the deviation for the average score could be calculated.

Besides, Anova and Pearson's product-moment coeffi-
cient of correlation do not lend themselves to easy
calculation with equations with numerous summation signs
and sub-scripts (Norcliffe, 1979).

Within the same non-parametric grouping Kolmogorov
and Smirnov test could be described as more powerful than
chisquarc but it hes the main disadvantages of not being
useful for more than two samples and also of not being
easy to understand.

Despite the short-coming of Chisquare as not being
able to describe the direction of difference and not being
as powerful as others identified earlier on it hazs advan-
tages of being easy to understand, applied for more than
two samples, and for skevwed and abnormal distribution,
Also samples can be calculated directly from raw score and
not nccessarily from percentages, mean and deviations.

All these far outweigh its disadvantages for its applica-
tion in this study. This is probably why it is the most
frequently used of all statistical test (Norcliffe, 1979).
Percentzzes and mean were as well used for simple descrip-

tion of the responses obtained from the questionnaire.
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The use of these various tools gave more clarification to

the findings.

Discussion of Findings

Findings were discussed in relation to the hypotheses
that were formulated for the study. The findings were also

compared with the literature reviewved.

Theoretical Model

A Theoretical model is essential to provide direction
to the research. A study of influence of urbanisation and
demographic factors on health behaviour could be carried
out from many perspectives, This research was thus
provided with the theoretical model described below as a

means of elucidating the direction of the research.

Figure 1

BI-PEDAL MUDEL OF RURAL AND URBAN HEALTH BEHAVICUR

Urbanisation Health Behaviour Demographic
FFactors
Within Rural Treatment avenues Education
Within Urban .7;>.Dru use Income
s NG
Rural and Urban Nutrition behaviour Marital status

This model recognises two main factors influencing

health behaviour, otherwise called pedals. These are



101
urbanisation and demographic factors. The influence of
both of these factors are clearly provided in this model.
The main criticism of this model is that it does not
provide interlacing/linear relationship between urbanisation
and demographic factors as they both influence health beha-
viour. Much as this criticism is accepted, it is
essential to note that the provision for interlacing or
linear relationships is not the focus-of this study. As
a matter of fact the data obtained from the two factors
could be compared to determine the relationship of the two.
Thus, this model in addition to providing a basis for
comparison of influence of urbanisation and demographic
factors on health behaviour provides the following
advantages.
(i) A detailed explanation of how urbanisa-
tion independently influence health behaviour.
(ii)  An explanation of how demographic
factor independently influence health
behaviour,
(iii) Unlike interlacing or linear model which places
health behaviour at the extreme side, bi-pedal
model has health behaviour as its central

focus as depicted in the diagram. Thus it would
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serve much useful purpose to health educators
and health planners rather than the former which
serves better purpose to the regional geogra-

phers, demographers and sociologists,



CHAPTER FOUR

ANALYSIS OF DATA AND PRESENTATION OF FINDINGS

103



Introduction

104

The result of the investigation was

presented under the following headingss-

(iii)

(iv)

(v)

(vi)

(vii)

(viii)

Analysis of responses between the rural

and urban groups.

Analysis of
group.
Analysis of
&Troup.
Analysis of
responses,
Analysis of
responses.,
Analysis of
Analysis of

Analysis of

responses

responses

influence

inf luence

influence

influence

influence

the responses.

within the rural

within the urban

of education on the

of income on the

of age on the responses,

of sex on the responses.

of marital status on
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(ix) Discussion of findings on treatment avenues.
(x) Discussion of findings on drug use.

(xi) Discussion of findings on nutrition.

TABLE 4

Distribution of responses by locations and
personal data

. > - Group
Code Distribution Percentage

Remote Hural Community RRR 131 48
Urban Fringed Rural UFR 144 52
Pre-Industrial Urban PIU 68 10
Industrial Urban IDU 192 27
Metropolitan Urban MTT 443 63
Total Rural Community WRR 275 28
Total Urban Community WRU 703 72
Education (No Former Edu) NFE 362 37
= Primary Edu. PRY 215 22

W Secondary Edu. SEC 401 41
Income ébelow ¥3,000 LOW 705 72
" (above 3,000 HIGH 273 28

Age gyoung adult) YAD 303 31
"  (middle adult) MAD 396 41
" (old adult) CAD 271 28
Sex (Male) ML 486 50
" (Female) FL 492 50

Marital Status §Single) SGL 350 36
" " Married) MRD 628 64
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The total number of questionnaires distributed was 983.
All the questionnaires were returned in view of the method
of distribution which was on the spot collection from
the respondents. However, five questionnaires were
rejected on the basis of improper filling. Among those
five rejected questionnaires three were from Kuta, one
from Osogbo while the last one was from Oko.

The results obtained were treated in percentages.
Chisquare was used to determine the significant level of
the responses obtained. The significant level was set
at 0.05 for all the chisquare calculations., Each question
was treated with chisquare. Each area of health behaviour
was similarly treated. Lastly all the questions were taken
as whole and subjected to chisquare test.

Questions 63l to 638 were designed to find out the
treatment avenues sought by the respondents in times of
illness, The avenues were modern medicine (6:1), native
medicine (6:2), muslim afas (6:3), and spiritual church
(634). 1In addition to the avenues that were gegerally sought
during on set of illness questions were also designed to
determine the level of acceptability of these four
avenues during serious or prolonged illness. Thus

question 615 took care of opinion on modern medicine,
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while queztion 636 did the same on native medicine.
Questions 6314 and 6:8 were similarly designed for muslim
affa and spiritual church respectively. y

The analysis of result on responses obtained on
treatment avenues sought in times of illness were
mresented to reflect the level of accentance T each
avenue for on set of illness, and for serious or
prolonged illness, The average of these.responscs were
thus held to indicate the actual level of possible

acceptance of the treatment avenues.

Drug Use
Questions T:l to 737 were designed to find out the

drug use behaviour of the respondents.

Question T3l sought to find out the attitude of
respondents on self medication. @Questions 732, 733 and
T34 sought to know whether the respondents take
sleepless pills, sleeping tablets, and stimulating drugs
respectively. Questions 7:5 and T:6 sought to find out
whether the respondents drink alcohol and the types of
alcohol they drink respectively, The last question (7:7)
was designed to find out whether the respondents smoke

or not.
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Nutrition Behaviour

Questions 8tl1 to 818 were designed to indicate the
behavionr of the respoundents on nutrition.

Questions 831 to 8:6 sought to find out the rate at
which the respondents consume (a) dairy products,
(b) animal protein, (¢) plant proteins, (d) fruits,
(e) carbohydrate foods and (f) vegetables respectively.
Questione 3:7 and 8:8 also respectively sought to know
whether tne respondents patronise food vendors and for
how long the respondents usually breast feed their babies.

The whole of the questionnaire is provided for in
appendix 1 and also the responscs to the questionnaire
and the chisquare treatment of the responses by location
and personal data is provided in appendix 2 - 9

Analysis of Responses Within the Rural and Urban groups

Sub Hypothesis (i) stated thet "There would be no
difference in the health behaviour

between the rural and urban grouns."
TABIE 5

Chisquare values of resnponses between rural
and urban groups

2

X Table value IF
Treatment avenues 36,2 35l Te 23%
Drug use 42,23 31.410 20%
Sutrition 56.39 52.192 3T*
Total response 134.82 104.13 B82%

* significant at 0.05 significant level
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Responses obtained for the whole rural locations on
treatment avenues showed a significant difference from
that of the whole urban locations. The calculated
chisquare value of 36.2 was obtained against the table
value of 35.172 at 23 degree of freedom. It was however
noted that when the chisquare value of responses to all
questions on treatment avenues were calculated, no
difference was obtained on the responses to use of
modern medicine and native medicine during on set of
illness and prolonged or serious illness., Differences
were however obtained for the use of spiritual church
and muslim afa which indicated increase acceptance for
these two avenues in urban locations.

Table 6 indicated that modern medicine was the most

acceptable form of treatment (89) while others in order of
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TABLIE 6
Responses of treatment avenues sought by whole

rural and urban groups
in percentages

Ono;et Prolonged
illness iliness
Modern Medicine Rural 90 87
Urban 91 88
Native Medicine Rural 58 61
Urban 65 64
Afa Rural 18 20
Urban 32 38
Spiritual Church Rural 24 23
Urban 36 46

preference vere native medicine (62), spiritual church
(33) and muslim afa (27). A noteworthy observation was
the incrcase in the acceptance of spiritual church and
afa during prolonged illness in urban locations
(appendix 4).

Variation in rural and urban location was indicated
to significantly influence the responses on drug use in
this study. (X2 - 42,233 df 20; table value 31,410).

Responses to questions 7:1 (self medication), T34
(stimulants) and 7s7 (smoking) have all indicated signi-
ficant differences within the two groups. More rural

group involved in self medication, and use of stimulants



111
while more urban groups smoke cigarette.

There was also a significant difference in the type
of alcoholic drinks consumed by the two groups. Urban
group members were more diversified in their choice of
drinks. The rural group however, took more of local
alcohol like palm wine while they gave little recognition
to hard liquor like gin or whisky.

More than 507 of the members of both groups also
involved in self medication. Sleeping pill was next in
importance to alcohol as the drugs commonly taken by
up to half of the members of the two groups (appendix 4).

The whole rural and urban groups indicated
significant difference in their responses on nutrition.
The chisguare value of 56.39 was obtained azainst the
table value of 52,192 at 37 degree of freedom.

Chisquare values of responses to each question also
indicated significant differences in the responses to
questions 8:5; 8365 8:7 and 8:8. However, no difference
wis obtained in the responses to questions 831, 8:2,
833, 814 and 838 which indicated that the consumption
trend of dairy products, animal proteins, plant proteins
and fruits were identical in the whole rural and urban
groups and that both the rural and the urban groups

identically breast feed their baby in terms of length of
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period.

More urban group indicated to consume carbohydrate
food on daily basis than their rural counterpart (Q8:5).
More rurel people however, eat vegetable on daily basis
(¢8:6).

It vas also observed that more urban group eat
regularly in the canteen than the rural group (€8:7).

Although the significance was not indicated by
chisquarc test in the responses to questions 8:1, 8:2,
833 and 8:4, it was noted that when the rate of the
daily consumption of the food items listed in these
questions were considered; rural group led in the
consumption of fruits, plant protein and animal proteins
while the urban group led in the consumption of dairy
product.

The whole rural and urban group were also noted to
consume dairy product, plant protein and fruits at low
rate i.¢. 20%, 40% and 30% respectively, (appendix 4).

When the responses on the health behaviour in
respect of rural and urban groups was treated with
chisguare test, the result indicated that hypothesis
(i) which stated that "There would be no difference

in the health behaviour within the rural and urban
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groups" was invalid. The chisquare value of 134.82 was
obtained against the table value of 104.13 at 82 degree

of freedom.

Analysis of Responses Within the Rural Groups

Sub Hypothesis (ii) stated that "There would be no
difference in the health behaviour

within the rural dwellers."
TABLE 7

Chisquare Values of responses within
rural groups

3~ Table Value D.F.
Treatment avenues 20.8 35.172 23
Drug use 35.74 31.41 20 *
Total responses 158,92 104.13 82

*Significant at 0.05 significant level

Responscs obtained from remote rural (RRR) and Urban
Fringed Rurzl (UFR) on treatment avenues indicated no
significant difference when tested with chisquare i.e.
obtained chisquare value was 20.8 as against the table

value of 35.172 at 23 degree of freedom.
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When responses to each question on treatment avenues
were separately subjected to chisquare test no significant
difference was obtained for all the questions in the two
locations.

TABIE 8

Percentage distribution of responses on
treatment avenues sought within rural group

On set of Prolonged
Illness Illness

Modern medicine Remote Rural 92 95
Urban Fringed

Rural 89 93

Native Medicine Remote Rural 66 66
Urban Fringed

Rural 89 70

Muslim Afa Remote Rural 9 12
Urban Fringed

Rural 10 18

Spiritual Church Remote Rural 26 27
Urban Fringed

Rural 15 28

Table 8 indicated that the acceptance of the treatment
avenues during on set of illness in both communities indicated
92.5% for modern medicine, 72.75% for native medicine, 24% for
spiritual church and 12.25% for muslim afa. A noteworthy

observation perhaps was the fact that there was increase
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in acceptability of muslim afa and spiritual church as
avenues for treatment during prolonged illness most
especially in urban fringed rural communities (appendix 2),

The remote rural and urban fringed rural groups were
significantly different on matters relating to drug use.
This was indicated by the obtained chisgquare value of
35.74 &s against the table value of 31.410.at 2C degree
of feedom, However, when responses on all questions on
drug use were separately tested with chisquare, only
cuestions T:4 and 736, which respectively sought to know
whether the respondents take stimulants and types of
alcohol consumed, indicated significant difference between
the remote rural and urban fringed rural groups, Urban
fringed rural group took more of stimulating drugs than
the remote rural group (appendix 2).

Howevey, it wes noted that more than 50% of both
rermote rtural and urban fringed rural groups take drugs
without doctor's recommendation and drink alcohol. Both
sroups as well drink beer and local drinks like palm wine
more than hzrd liguor (gin, whisky, etc.) (appendix 2).

The remote rural and urban fringed rural groups
indicated a significant difference in their nutrition

behaviour. A chisquare value of 88.02 was obtained
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against the table value of 52.192 at 37 degree of frecdom.

Separate chisquare analysis for the questions under
nutrition behaviour indicated significant result in
response to questions 8:1, 8:5, 8316 and 837 which
respectively sought to find out the rate at which the
respondents consume (a) dairy products (b) carbohydrete
foods and (c) vegetables. The last question sought to
find out whether the respondents patronise food sellers
more than the urban fringed rural groups. The case is
however reverced on the accounts of daily consumption of
carbohydrate, dairy products and vegetable foods where
the urvan iringed rural group superscded the remote
rural group, (appendix 2),

It is also noted-that mere than 507 of the two
croups forming the rural group do not take dairy products,
anéd Truite daily. More than 50% of the group as well eat
with ths tood vendors although only about 107 of the
group do.this on a regular basis.

Hypothesis (ii) which stated that "There would be no
difference in the health behaviour within the rural
dwellers" was held to be invalid when responses on the
three ereas of hzalth behaviour were collectively subjected

to chisquare test. The chisguare value of 158.92 was
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obtained against the table value of 104.13 at 82 degree
of freedom.

This study has thus pointed out that there was
difference in the health behaviour of the remote rural

and urban fringed rural communities.

Analysis of Responses Within the Urban group

Sub Hypothesis (iii) stated that "There would be no
difference in the health behaviour

within the urban group.

TABIE 9

Chisquare Values of responses within
urban groups

12 Table Value DF
Treatment avenues 143.03 61.656 46>
Drug Use 236.87 5575 40%
Nutrition 309.31 96.21 75*
Total responses 691.21 194.81 164

¥significant at 0.05 significant card
Result obtained within the pre=-industrial, industrial

and metropolitan urban groups in respect of avenues
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souzht for treatment during illness indicated a
significant difference. The chisquare calculated value
of 145.C3 was obtained as against the taeble value of
61,656 =t 46 degree of freedom.

Significant differences were obtained for all the
questions except 637 and 6:8 which sought to determine
the acceptability of muslim afe and spiritual church
during serious or prolonged illness respectively.

Table 1C indicated that modern medicine was the most
acceptavle form of treatment in all the three locations
(83.5). Others in order of preference were native
medicine 65.33, spiritual church 29.8 and Kuslim afa 25.

The activities of the spiritual church healers and
muslim afas were significantly accepted in metropolitan
urban and industrial urban. The general tendency was

also the increased acceptance of spiritual church and
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TABIE 10

Responses on treatment avenues sought within
urban group in percentages

On set

of Prolonged

illness illness
Modern Medicine PIU 97 19
‘IDU 88 90
MTT 59 88
Native Medicine PIU 70 61
IDU 69 66
MTT 62 64
Afa PIU 6 26
IDU 19 26
MTT 40 33
Spiritual Church PIU 17 23
10U 28 42
MTT 33 36

muslim afas as avenues for treatment during prolonged or
serious illness., This was especially remarkable in pre=-
industrial urban location (appendix 3).

Responses obtained in this study indicated a
significant difference within the pre-industrial,
industrial and metropolitan urban groups on matters

relating to drug use when subjected to chisquare test.
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The value obtained, 236,87, wcs higher than the table
value of 55.75 at 40 degrec of freedom,

Also when responses on all the questions on drug use
were separately subjected to chisquare test significant
results was obtained for question 7sl, which sought to
find out the attitude of the respondents towards self
medication. Metropolitan urban group was found to indulge
more in self medication while the pre-industrial group was
least involved,

Responses to Question T:3, which sought to know
whether the respondents take sleeping tablets, also
indicated significant difference within the group.
Industrial urban group was the least involved in the use
of sleeping tablets.

Responses to Question 7:7, which sought to know
whether the rcspondents smoke or not, also indicated
significant difference. The pre-industrial group was
more involved in smoking than the other two groups.

About 50% or more of the respondents in all the
three groups indicated having been involved in self

medication (appendix 3).
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There was a significant difference in the responses
obtained within the urban group comprising of pre-
industrizl, industrial and metropolitan urbans on matters
relating to nutrition behaviour. The chisquare value of
309.31 was obtained against the table value of 96.21 at
75 degree of freedom,

When responses to the questions on nutrition were
separately tested with chisquare significant difference
was obtained. Industrial urban indicated highest daily
consumption rate of dairy product (QSsl) plant protein
(8:3) and fruits (Q8s4). Pre-industrial urban however
top the list on the daily consumption of animal protein
(@812), carbohydrates (QB8:5) and vegetable (Q8:6). In
regular visit to food vendors the metropolitan urban top
the list (Q8:7).

It was however, noted that generally the consumption
rate of dairy product was low among the whole group, about
22% daily. Plant protein and fruits were as well consumed
in a low percentage on daily basis by the whole group,

(appendix 3).
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Sub lypothesis (iii) which stated that "There would
be no difference in the health behaviour within the urban
group" was not upheld in this study. The chisquare value
of 691.2]1 was obtained against the table value of 194.81
at 164 de;ree of freedom when the questions on treatment
avenues, drug use and nutrition were tested.

This study thus indicated that there was significant
difference in the health behaviour within the urban

group.

Analysis of Influence of Education on the responses

Sub Hypothesis (iv) stated that "Education would not
influence the health behaviour of

the rural and urban dwellers."
TABIE 11

Chisquare Values of Influence of Education
on the responses

x2 Table Value DF
Treatment avenues 88.87 61.656 46 *
Drug Use 86.52 55.70 40 *
Mutrition 93.38 96.21 75
Total responses 263.57 194,81 164 %

*Significant at 0.05 significant level
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The responses obtained on treatment avenues for the
illiterate group, semi-literate group and literate group
showed a significant difference when subjected to
chisquare test i.e. the calculated value of 83.87 was
obtained against the table value of 61,656 at 46 degree
of freedom.

Table 8 indicated that both the illiterate (NFE),
semi-illiterate (PRY) and the literate (SEC) accepted
modern medicine more than any other avenue for both
on set of illness and prolonged or serious illness (89.5).
In the same vein native medicine was next to modern medicine
in order of acceptance among the three groups, although
it was least accepted among the group with secondary
education (33.5). This pattern was also the same for the
acceptance of muslim afa which received 18% support from

those groups with secondary education while other two
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TABLE 12

Percentage distribution of responses on treatment avenues
by level of Education

On set of Prolonged
illness illness

Modern Medicine NFE 87 92
PRY 94 95
Native Medicine NFE 54 T2
PRY 60 66
SEC 12 55
Afa NFE 23 27
PRY 25 26
SEC 15 21
Spiritual Church NFE 26 32
SEC 27 37
PRY 32 34

groups had 25% each.

Spiritual church as avenue for treatment was better
accepted than the muslim afa by the three groups.
Spiritual church was more acceptable to the literate
group (33%) as against 32% for semi illiterate and
29% for illiterate.

It was also noted that acceptability of native
medicine, afa, and spiritual church as means of treatment

increased generally when the illness was prolonged.
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This trend was most remarkable for the literate group
responses on native medicine and muslim afa (appendix 5).

Those who do not have formal education, those with
primary education and those with secondary education and
or above indicated & significant difference on their
responses on matters relating to drug use.

(X2 86.52; af 40 table value = 55.70).

Chiscuare test of responses to each guestion on
drug use in respect of education indicated significant
differences for questions 7:l (self medication), 714
(use of stimulants) 735 (use of alcohol) and T:7
(cigarette smoking).

Those groups with no formal education and those with
primary education indulged more in self medication than
those group who had secondary education and above. The
consumption of stimulating drugs, alcohol and cigarette
smoking followed the same pattern, (appendix 5).

The findings in this study-indicated that education
level did not influence the responses of the group towards
nutrition. The chisquare value of 93.38 was obtained
against the table value of 96.21 at 75 degree of freedom,

Also the illiterate, semi illiterate and educated

groups have not indicated significant difference in their
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response to questions 8:7, 8:2, 833, 836 and 8:8. The
implication of this is that the three groups have
semblance in their rate of consumption of dairy products,
animal proteins, plant proteins and vegetables and that
both similarly breast feed their baby in terms of time
duration.

However, responses to questions 834, 8:5 and 8:7
indicated significant difference in the groups. The
semi illiterate and the educated groups were noted to
consume fruits on a more regular basis and also to
patronise 'ood canteen at a lesser rate than the
illiterate groups. The illiterate group however,
consume carbohydrate food on a more regular basis than
the others, (appendix 6).

The sub-hypothesis (iv) which stated that "Education
would not influence the health behaviour of the rural and
urban dwellers" was found to be untrue from the chisquare
score of 263.57 obtained against the table value of
194,81 at 164 degree of freedom. It was therefore
accepted that Education significantly influenced the

responses obtained.
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Analysis of Influence of Income on the responses

Sub Hypothesis (v) stated that "Income would not
influence the health behaviour of

the rural and urban dwellers."

TABIE 13

Chisquare Values of Influence of Income
on the responses

) & Table Value DF
Treatment avenues 23.58 35 s d (2 23
Drug Use e Ik 31.410 20:*
Nutrition 34.84 52.192 37,
Total responses 114,13 104 .13 82

—

*
Significant at 0.05 significant level.
The chisguare value of responses obtained for both
the low income group and high income group on treatment

avenues did not indicate a significant difference. The
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calculated chisquare value of 23,58 was obtained as against
the table value of 35.172 at 23 degree of freedom.
However, when responses to questions 634 and 618 which
sought to lmow the acceptability of spiritual church
during (a) on set of illﬁess and (b) prolonged or serious
illness respectively were subjected to chisquare test,
the two indicated significant difference for the score of
low and high income groups. The high income group
accpted spiritual church as avenue for treatment for
on set of illness and prolonged illness more than the low
income group.

Table 14 indicated that the acceptance of various
treatment avenues was even for both modern medicine
and native medicine but slightly different for
afa and spiritual church which was more favourably

considered by high income group. Another feature of the
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TABLE 14

Percentaze distribution of responses on treatment avenues
by level of income

On set of Prolonged
illness illness

Modern Medicine Low 91 88
High 92 83
Native Medicine " Low 63 65
High 64 62
Afa Low 27 35
High 33 37
Spiritual Church Low 33 34
High 49 55

pattern of the responses was the increase in acceptance of

native medicine, afa and spiritual church during

prolonged or serious illness., The recognition of various

trectment avenues follow the same pattern for both the

high income and low income groups. The highest

recognition was given to the modern medicine., Native

medicine, spiritual church and muslim afa were respectively

recognised in decreasing order of acceptance, (appendix 6).
The findings in this study indicated a significant

difference in the attitude of the low income group and

the high income group towards drug use, The X2 value of

55.71 was obtained against the table value of 31.410 at
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20 df,

Separate test of the significance of responses to
questions on drug use on the basis of income differences
indicated significant differences in Questions 733 (use
of sleeping tablets), T34 (use of stimulating drugs) and
7:6 (types of alcohol consumed).

High income group indulged more in consumption of
sleeping tablets while the low income group indulged
more in consumption of stimulating drugs.

Ther: was no significant difference in the rate of
consumption of alcohol by the two groups, however, there
was a significant difference in the types of alcohol
drinks consumed by the two groups. The high income
group drink more of hard liguor and while low income
group members indulged more in drinking local alcohol
(appendix 6).

Income vwas not indicated as a factor affecting the
responses on nutrition in this study. The chisquare
value of 34.84 was obtained against the table value of
52,192 at 37 degree of freedom,

Similarly resvonses to all the qﬁestions on nutrition
did not shovw any significant difference when separately
tested with chisquere. But reasoneble percentage of high

income group (70%) take animal protein on a daily basis
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than the low income group (64%). The reverse was the
case of the daily consumption rate of plant protein
when 45% of the low income group indicated this as opposed
to the 327 obtained for the high income group. But both
were also noted to consume plant protein at a low rate
on a daily basis, (appendix 6).

The chisquare value of 114,13 was obtained when all
the questions were subjected to chisquare test as
against the table value of 104.13 at 82 degree of freedom,
Thus from this hypothesis (v) which stated that "Income
would not influence the health behaviour of the rural

and urban dwellers" was found to be incorrect and re jected.

Analysis of Influence of Age on the responses

Sub Hypothesis (vi) stated that "Age would not
influence the health behaviour of the

rural and urban dwellers."
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TABIE 15

Chisquare Values of Influence of Age
on the responses

X2 Table Value DF
Treatment avenues 52.24 61.656 46
Drug Use 45 .86 55470 40
Nutrition 104.03 96,21 5™
Total responses 202,13 194.81 164 *

*significant at 0.05 significant level.
Age vas not indicated to be a significant factor
on treatment avenues from the result obtained in this
study. The responses to each question in various age
grade, i.e. young adult, middle adult and old adult
groups were subjected to dhisquare test. All the results
obtained indicated no significant difference. The whole

response on treatment avenues when subjected to the
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chisquare test indicated similar result. The calculated
value of chisquare was 52.24 as against the table value
of 61.656 at 46 degree of freedom, The result obtained
under age differences indicated general tendency to
accept modern medicine, muslim afa and spiritual church
more than before, when illness was serious or prolonged.
The pattern of result was as well the same for

others., In the order of recognition of importance
modern medicine, native medicine, spiritual church and
muslim afas were respectively recognised but for the
young adult who accorded .the least recognition to the
spiritual church.

Table 10 clearly indicated the pattern of
distribution of responses in respect of age differences
(appendix 7).

The findings in this study failed to indicate any
significant difference in the behaviour of respondents
towards drug use on the basis of age differences. The X2
value obtained was 45.86 as against the table value of
55.70 at 40 degree of freedom. No significant difference
was also observed on separate chisquare test of the
questions on drug use on the basis of age differences

except for guestion 7:7 which sought to find out the
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TABLE 16

Percentage distribution of responses on treatment avenues
by age level

On set of Prolonged

illness illness
Modern Medicine YAD 86 88
MAD 86 88
CAD 86 80
Native Medicine YAD 68 61
HAD T2 59
OAD 73 67
Afas YAD 35 42
MAD 25 27
CAD 26 25
Spiritual Church YAD 34 35
MAD 33 38
OAD 28 41

smoking behaviour of the respondents. Young adults who
do not smoke were less in number than those middle and
old adults, also more young adults were regular smokers
than the middle and old adult, (appendix 7).

The totzl responses obtained on nutrition indicated
significant difference on the basis of age differences.
The chisquare value of 104.03 was obtained against the
table value of 96.21 at 75 degree of freedom.

Similarly responses to each question indicated

significant difference in questions 811 (dairy products)
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815 (carbohydrate), and 8:8 (length of breast feeding).
The youngz adults were noted to consume dairy products moré
on a daily basis than the middle and old adults.
Similarly, old adults were found to consume least on a
daily basis of the following food-stuff (&) carbohydrate
(b) vegetables (c) fruits (d) and animal proteins although
only that of carbohydrate was significantly proved with
chisquare test. More old adults were also found to

breast feed their babies up to a year and above than

the other age group, (appendix 7).

When all the responses obtained on health behaviour
areas under investigation in respect of age difference
were subjected to chisquare test the value of 202,13 was
obtained against the table value of 194.81 at 164

degree of freedom,
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Sub Hypothesis (vi) which stated that "Age would not
influence the health behaviour of the rural and urban

dwellers" was consequently rejected.

Analysis of Influence of Sex on the responses

Sub Hypothesis (vii) stated that "Sex would not influence
the health behaviour of the rural

and urban dwellers."

TABLE 17

Chisquare Values of Influence of Sex
on the responses

X2  Table Value DF
Treatment avenues 14.79 35.172 23
Drug Use 58455 31.41 20%
Nutrition 24.56 52.192 27
Total responses 99.70 104.13 82

*significant at C.05 significant level.
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The calculated chisquare value of responses on
treatment avenues under male and female grouping indicated
no significant difference. The chisquare value of
14,79 was obtzined against the teble value o 35,172
at 23 degree of freedom., The chisquare analysis of
responses to each question was done as well. No response
to the questions under treatment avenue indicated a
significant difference betwsen the male and female sex.
Both groups considered, in decreasing order of importance,
modern medicine, native medicine, spiritual church and
afa as treatment avenues, However, more male accepted
modern med:cine and native medicine and muslim afa than
female. Female also indicated more approval for
spiritual church than the male.

Another general feature of the distribution was
that there were no remarkable changes in support of
treatment avenues when illness became prolonged except
in the case of female group as indicated in the
increase in their support for spiritual church
(appendix 8).

Sex v:riztion was indicated to significantly
influence the behaviour of the respondents towards drug

2

use in this study. The X© value of 53.55 was obtained

against thz tavle value of 31.410 at 20 degree of freedom.
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TABIE 18

Percenta;o distribution of responses on treatment avenues
by sex differences

On set of Prolonged

illness illness
Modern lMedicine Male 92 90
Female 87 85
Native Medicine "Male 71 69
Female 57 58
Yuslim Afa Male 3¢ 29
Female 24 24
Spiritual Church Male 32 35
Female 34 43

This study also significantly indicated that more
men take stimulating-drugs than women (GQuestion 7:4) and
that this wes true of alcohol consumption as well
(Question 7:5)+« Significant difference was noted for the
smoking behaviour of both the male and the female
respondents. Male group indulged more in smoking than
the female groupe.

Amoung those who drink alcohol, the female members
indicated to prefer hard liquor more than their male
counterparts, although both groups favoured local

drinks and beer more than hard liquor (appendix 8).
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This study did not indicate sex as a significant
factor that influence the responses on nutrition. The
total chisguare value of 24.56 was obtained against
the table value of 52.192 at 27 degree of freedom.

In 2ll the questions asked on nutrition, it was
only in cuestion 837 that a significant difference
was found in the responses of male and female group.

F¥ore male indicated to patronise canteen both on a
regular tacis and ocassionally,

Altiough not indicated as significant by chisquare
test, reuponces to questions 8:1 and 8:5 have indicated
that female groups consume dairy products and carbohydrate
food on a more regular basis when compared with male
groups (appendix 8).

Sub Hypothesis (vii) which stated that "Sex would
not inf'luence the health behaviour of the rural and urban
dwellers" was found to be valid in this study.

The responses obtained from the chisquare test was
99.70 against the table value of 104,13 at 82 degree

of freedom,
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Analysis of Influence of Marital Status on the responses

Sub Hypothesis (viii) stated that "Marital Status would
not influence the health behaviour
of the rural and urban dwellers,"

Marital status was not indicated as a significant
factor influencing attitude of respondents to treatment
avenues. The calculated chisquare value obtained was

19.7 as against the table wvalue of 35.172 at 23 degree

of freedom. Response to each of the questions under

treatment avenues for both the single group and married
group did not show any significant difference in their
chisquere values. The preference for treatment avenues
follow the usual pattern whereby the modern medicine
was accorded the highest recognition while native
medicine, spiritual church and afa were recognised in

descending order of preference.
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A remarkable feature of the responses on marital
status distribution was the fact that there was
significant increase preference for afa and
spiritual church as avenues for treatment when the
illness was prolonged most especially for married

group (appendix 9).

TAELE 19

Chisquare Values of Influence of Marital Status
on the responses

x2 Table Value DF

Treatment avenues 19,7 356172 23
Drug Use 14.73 31.410 20
Futrition 17.13 52,192 37
Total responses 5755 104.13 82

No significant result at 0.05 significant level
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TABLE 20

Percentape distribution of responses on treatment avenues
by marital status

On set Prolonged

of illness
illness

Modern Medicine Single 91 94
Married 91 88
" Native Medicine Single 65 68
Married 65 62
Afa Single 13 27
Married 22 34
Spiritual Church Single 33 37
Married 24 36

Marital status was not indicated as a significant
factor influencing the behaviour of the respondents on
drug use. The chisquare value of 14.73 was obtained
against {the.table value of 31,410 at 20 df.

In a similar manner the separate chisgquare test
of each of the responses to the questions on drug
use did not show any significant difference between
the responses of single and married respondents,
(appendix 9).

Marital status was indicated to be a significant

factor that influence the whole responses obtained
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on nutrition in this study. The chisquare value of
17.13 was obtained against the table value of 52,192
at 37 degree of freedom,

The chisquare test of all the questions also
indicated no difference between the responses of the
married and single groups. However questions 837
vhich sought to find out the use of food canteen by the
respondents showed a variation in the responses for
the married and the single groups, although not to a
significant level as pointed out by the chisquare
value of 4.35 as against the table value of 5,991
at 2 degree of freedom, Single group however indicated
to patronise food canteen more often than the married
group. This was also true of the ocassional use of the
food canteen.,  More married group also indicated not
eating in the food canteen (appendix 9).

Sub Hypothesis (viii) which stated that "Marital
status would not influence the health behaviour of
the rural and urban dwellers" was found to be valid
as a result of the chisquare test of all the responses
obtained on health behaviour in respect of the
married and unmarried groups.

The chisquare value of 51.55 was obtained against
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the table value of 104.13 at 82 degree of freedom.

The position of all the sub-hypotheses in this

thus as follows

Sub-hypothesis (iii) which indicated that "There

would be no difference between the rural and

urban dwellers" was rejected.

Sub-hypothesis (i)  which stated that "There would

be no difference in the
the rural dwellers'" was
Sub-hypothesis (ii) which
be no difference in the
the urban dwellers" was
Sub-hypothesis (iv) which

would not influence the

health behaviour within
also rejected.

stated that "There would
health behaviour within
as well rejected.
expressed that "Education

health behaviour of the

rural and urban dwellers'" was not upheld.

Sub-hypothesis (v) which pointed out that "Income

would not influence the

health behaviour of the

rural and urban dwellers" was as well rejected.

Sub-hypothesis (vi) which

stated that "Age would

not influence the health behaviour of the rural

and urban dwellers" was found to be untrue and

rejected.
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Sub-hypothesis (vii) which indicated that "Sex
would not influence the health behaviour of the
rural and urban dwellers" was however held to
be valid.

Sub-hypothesis (viii) which indicated that "Marital
status would not influence the health behaviour
of the rural and urban dwellers" was also found
to be true and upheld in this study.

The main hypotheses were two in number. The first
main hypothesis pointed out that "Urbanisation would
not influence the health behaviour of the rural and
urban dwellers in Oyo State with regards to avenues
sought for treatment in times of ill health, drug use
and nutrition behaviour,"

All the three sub-hypotheses in respect of urbani-
sation (1 = 1ii) indicated significant differences and
consequently the first main hypothesis was held to be
invalid and the position of the study was that urbani-
sation significantly influenced the health behaviour
characteristics investigated.

The second main hypothesis was that "The health
behaviour of rural and urban dwellers would not be

influenced by demographic factors."
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The first thrce out of the five sub-hypotheses
estatlished in respect of this main hypothesis were
found to be untrue while the last two were upheld in
this study. This would be taken to mean that the second
main hypothesis was untrue up to about 60%. In essence

the second main hypothesis was also rejected.
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DISCUSSIONS

The discussions of findings were presented under
three headings, namelys

(a) Treatment avenues

(b) Drug use

(¢) Mutrition

Discussion of responses on Treatment avenues

Udoh (1931) listed three avenues usually patronised
by the Nigerians in times of illness which are:

(a) Modern medicine

(b) Traditional medicine

(¢) Church heéling

Adejumo (1982) however, identified four main
avenues sought for treatment which ar namely: the
modern medicine, the traditional medicine, the
spiritual church healing and the muslim priest in order
of acceptance among the inhabitants of Oyo.

This study has indicated that modern medicine,
native medicine, spiritual church healing and muslim
afas are recognised in descending order of importance
as treatrent avenues, thus upholding the findings of

Adejumo, 1982.
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Saunders (1977) pointed out that rural culture is
characterised by being socially conservative, slow
changing and traditional. He as well described urban
culture zs stressing an openness to new experiences
and increasing independence from traditional
practices. One would take these to mean that urban
people would likely take to newer avenues for treatment
rather than the traditional means which is the native
medicine, This study indicated that there was a signi-
ficant difference between the behaviour of rural samples
and urban samples towards avenues sought for treatment
in timcs of illness. Spiritual church and afa which
are new srectment avenues, were more acceptable to
urban groups than rural groups.

Ajaegbu (1968) and Mabogunje (1968) mentioned that
urban fringed rural communities are more likely to be
influenced than remote rural communities., In this study,
no sign:ficant difference was found between the urban
fringed rural group and the remote rural group on
their attitude towards treatment avenues in general.
However, an increase in acceptance of muslim afa and
spiritu«l church as treatment avenues during prolonged
illness was observed. A comparison of the results

obtaine¢ in the pre-industrial, industrial and metro-
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politan groups showed a significant difference in respect
of obtained chisquare value of 145.03 as against the
table value of 61.656 at 46 degree of freedom.

Spiritual church and afa were more recognised in the
metropolitan urban and industrial urban, than in the
pre-industrial urban as treatment avenues during
prolonged illness,

Bricger (1981), and Adejumo (1982) have pointed
out such factors as sex, age, educational level and
income as influencing choice of treatment avenues by
individual in times of illness. Oyediran (1974) and
Young (1966) particularly indicated thet those people
with high educational level would tend to accept modern
health facilities while those with low educational
status would not accept it as much. The findings in
this study upheld this claim because a significant
difference was obtained for educatiqn as a factor
of the treatment avenue with a chisquaré value of
83.87 as against the table value of 61,65 at 46 degree
of freedom.

Income was not however, indicated as 2z signifi-
cant factor influencing the choice of treatment avenues.

This is contrary to the findings of Frazier et al (1977)
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and Edington et al (1979). But it upheld the findings of
Naejman (1981).

While Luft (1966), Wemat and Kraus (1973) and
Vebecky, ¥elly and Maunan (1972) indicated that age
would be a factor influencing health behaviour, this
study indicated that age would at least not influence
the selection of treatment avenues.

Similarly, the findings in this study on treatment
avenues contradict that of Walker Junior (1979) who
indicated that sex would affect health behaviour.
However, it supports the findings of Adejumo (1982)
who indicated that women are likely to draw more
assurance from spiritual forms of treatment than from
modern medicine,

Baeta (1967) mentioned that a case of ill-health
simply falls to be cured and it does not matter in
the least by what means the cure is obtained.

Adejumo (1982) also agreed with this findings that
literate, illiterate, male, female, old and young
samples in his research significantly indicated they
would attempt any means for cure, if their illness
seem to be prolonged. Findings in this research
totally fall in line with this claim as indicated in

tables 6, T, 8, 9 and 10.
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Discussion of responses on.drug use

Ogurdele (1983) is of the opinion that the use of
sleeping pills is due to inability to sleep naturally
as a result of anxiety and stress of modern life, This
may be taken to imply that in urban areas, where the
stress of modern life is deeply rooted, there is
tendency for more peOplé to indulge in the use of
sleeping pills and the like.

Ifedi (1984) would also want us to believe that
gackery and self medication are more of a feature
of the rural areas than urban areas on the ground
that rural areas comprise of more illiterate population.

This study indicated significant difference in
the drug behaviour of rural and urban groups. In line
with Ifedi's opinion, more rural group involved in
self medication and the use of stimulants, while more
urban group smoke cigarette, thus, supporting as well
the claim of Cgundele (1933) that cigarette smoking is
more rampant in urban areas, Alcohol consumption, self
medication and the use of sleeping pills were found
to be rampant among the two groups. The responses
obtained for the pre-industrial, industrial and metro-

politan urbans followed similar pattern. Significant
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difference was indicated on the total responses on

drug use. However, the metropolitan group were more
involved in self medication than the others. Industrial
urban group also involved least on the use of sleeping
tablets. 1In the comparison of both the remote rural
group énd the urban fringe rural group on drug use,

a significant difference was observed in the total
response 1o the questions. More urban fringed rural
group werz however, found to take stimulating drug than
the remote rural group.

Whereas Peek et al (1978) mentioned that alcohol
consumption can be expected to be more prevalent among
urban residents and that urban size is positively
correlated with alcohol use, in this study, no signi-
ficant difference was obtained in the comparison of the
drinking habits of the whole rural and urban groups
and in as well within the different urban size and the
different rural locations. However, significant diffe-
rence was observed on the type of alcohol drinks taken
by the groups. Consumption of hard liguor, and beer
were more prevalent in urban locations while the rural
locations consumed more of the locally made drinks

like palm wine etc.
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Illiteracy and poverty were identified as contributing

factors to self medication, and quackery by Ogundele
(1983). This is supported by the findings in this
study. These groups with no formal education and
primary education were observed to involve more in
self medication, use of stimulating drugs, alcohol
consumption and smoking; (appendix 5).

This study indicated no significant difference on
the drug behaviour of the respondents with respect to
age differences. However, significant difference was
noted on the smoking of cigarette. The young adult
group were found to be more regular and ocassional
smokers than in the middle and old adult groups.
Contrary to the opinion of Anderson (1982) no
significant difference was observed for the behaviour
of adolescents and adults on the consumption of alcohol
and drug abuse.

Brooks and Brooks (1979) are of the opinion that
marriage is associated with good health and less risk
taking. This is not upheld by this research. Both
married and single groups were noted to exhibit the
same characteristics on the basis of attitude to drug
use. They were both equally involved in self medication

and alcohol consumption.



154

Discussion of responses on nutrition

This study has indicated significant differences
in the responses on nutrition on the basis of location
differences. Fruits, plant proteins and animal
proteins were consumed at a higher rate in rural
group while the urban group consume dairy products on
a more regular basis. .It is however difficult to conclude
from the findings in this study that the opinion of
own (1973) is valid. Owen opined that nutritional
disorder is much higher in villages than in towns.
However, the findings in this study justify the
conclusion drawn by Igbeare (1984) that our local diet
comprise mainly of carbohydrates.

Findings in this study have indicated that the
illiterate group consume carbohydrate more than the
educated group while the educated group consume fruits
on a more regular basis. This has held to be true
the factor of ignorance on food selection as pointed
out by Igbeare (1984). Igbeare's opinion that choice
of food is influenced by income is partially held to be
true in this study. Animal protein is largely consumed
by the high income group, but plant protein is as well
consumed largely by the low income group. Infact, this

study nhas not identified any significant difference in
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the total responses of the low and high income groups on
nutrition.

The widely held notion that married couple would
eat more satisfactorily is not substantiated in this
study. Both married and single groups indicated no
difference on their total responses to questions on
nutrition.

Ekeh (1980) observed that a short length of breast
feeding is adopted by the urban people.

Bernard (1980) expressed the same opinion. The
findings in this study did not indicate any significant
difference between the whole urban group and the rural
group in their child weaning habit. But when responses
for those who breast feed up to one year were considered
the rural group indicated higher percentage (35%) than
the urban group (33%). The situation within the urban
groups %wszs hewever more explicit. These in the pre-
industriazl area (44%) breast feed longer than those in
the industrial area (30#) and those in the metropolitan
area (32%). This finding is similar to that of the
study conducted by the Federal Office of Statistics in
four states of the federation namelys Borno, Cross River,
Kano and Lagos which indicated less significant diffe-

rences in the breast feeding habit of both urban and
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rural commnities for babies under twelve months of

age but significant difference is obtained in favour of
rural commnities taking to breast feeding of babies after
twelve months. Similar result is obtained in this

study for educated group. Illiterate percentage who
breast fecd after one year is 41% compered with the semi=-
illiterate 27% and the educated group 32%. The opinion of
Bernard (1980) that the average length of nursing
steadily increases with age is similar to the findings

in this study. Significant difference was found between
the age differences and duration of breast feeding

(X2 value of 15.62, table value of 15,503 at 8 df.) The
young adult who breast feed up to a year were 34% while
the middle adult were 36% and the old adult were 45%.
Similarly the low income group who breast feed for more
than one year were 34% while the figure for the high
income groups was 27%. Thus Ekeh's claim that short
duration of reriod of breast feeding among the educated
mothers ~nd those with high income can be explained with
the reason that they can provide the nutritionally
adequate weaning diets and the correct quantity of

feeds with the necessary sterile conditions is

justified with the above findings.
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Summary

This study was designed to find out the influence
of urbanisation and demographic factors on the health
behaviour of rural and urban dwellers in Oyo State,
Nigeria.

The samples for this study were drawn from three
urban towns and six rural communities. The main
research tool was questionnaire and the method of
distribution was clustered sampling.

Chisquare and percentages were the main statistical
tool for =nalysing the findings in this study.

The findings were classified into eight groups
namely: (2) Rural and Urban responses (b) Within rural
responses (c¢) Within urban responses (d) Influence of
Bducation (e) Influence of income (f) Influence of age
(g) Influence of sex and (h) Influence of marital status.

The findings were however discussed under the three
areas of health behaviour investigated, namely: (a)

Treatment avenues (b) Drug use and (c) Nutrition.
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The brief summary of findings was provided in table
13, In all six out of the eight sub-hypotheses
formulated were rejected. All the three sub-hypotheses
under urbanisation were found to be invalid while three
out of five of the sub-hypotheses under demographic
factors vwere as well invalid. In essence the main
hypothesis (a) which held that urbanisation would not
influence health behaviour was absolutely wrong and
thus rejccted. At the same time the main hypothesis (b)
which held that demographic factors would not influence
health behaviour was invalid because three out of
five of the sub-hypotheses under it were invalid.

The deduction here was that urbanisation would
relatively play a more significant role in finfluencing
health behaviour than demographic factors. This
deduction was further polished when the responses
obtained in respect of each area of health behaviour vere
separately considered. Eight out of nine cases (99.9%)
indicated siymificant difference in favour of urbanisation
characteristics while five out of fifteen cases (33.3%)
indicated siznificant difference in favour of demographic
facters.

Other than the consideration of the number of sub-

hypotheses that were not upheld under demographic
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factore (2 out of 5) the acceptance of demographic
factors as significantly influencing health behaviour
would have been contested if the decision was based
on the numver of specific health behaviours areas that

held it to be significant (5 out of 15).
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TABIE 21
Sumimary of findings by location and demographic
factors
No Diffe Hypo- Hypo-
diffe rence the- thesis
rence sis Re jec=
Valid ted
Rural & Urban Treatment Avenues
Drug X
Nutrition X X
Within Rural Treatment Avenues X X
Drug Use X
Nutrition X X
Within Urban Treatment Avenues X
Drug Use X
Mutrition X X
Education Treatment Avenues X
Drug Use X
Nutrition X X
Income Treatment Avenues X
Drug Use X
Nutrition X X
Age Treatment Avenues X
Drug Use X
Matrition X X
Sex Treatment Avenues X
Drug Use X
Mutrition X %
Marital Status Treatment Avenues X
Drug Use X
Nutrition X X
Total 15k 13 2 6
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Couclusion

Urbanisation and demographic factors were indicated
to influence the health behaviour of the rural and urban
dwellers in Cyo State. However, location was not=d to
play a more predominant role in determining the health
behaviour of the sample group. The implication of this
would mean that urbanisation would be more accountable
in determining the health behaviour of the rural and
urban dwellers in QOyo State.

In aidition, modern mcdicine, native medicine,
muslim afa, and spiritual church were acceptzble as
avenues for treatment during illness by the rural and
urban dwellers in Oyo State.

Self medication, alcohol consumption and cigzarette
smoking were widely practised among the rurzl znd urban
dwellers in Oyo State.

The rural and urban communities in QOyo State
could be described as not fully realising the importaace
of balanced diet especially as it relates to consumption
of adequate dairy products, plant psroteins and fruits as
these were indicated not to be regularly consumed by

the respondents.
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This research indicated that Fisher (1978), Miller
and Crader (1979) were quite right in claiming that
there arc significant rural and urban differences and at
the same time disagreed with the claim of Miller and
Iuloff (1931) who indicated that personal demographic
features such as religion, income, and age may have
more influence on one's behaviour more than a person's
vlace of residence be it in urban or rural.

The findings in this study also contradicted that
of Paul (1966), Van Es and Brown (1974) who suggested
that there are no significant difference in rural urban .
cultural attitude.

Brieger (1981) and Adejumo (1982) and other researchers
who asserted that demographic factors would be factors
influencing health behaviour have been proved to be

correct by the findings in this study.

Recommer lations

Ikponwosa (1984) opined that many citizens persist
in undesirable health behaviour because they feel that
certain factors make the alternatives difficult or
inaccessible. The need to promote desirable health
habits amoa: the citizens would therefore rest on three

important factors, namelys (a) provision of essential
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health facilities, persornnel and programmes (b) provision

of health education, and (c) provision of force to

ensure the practice of desirable health habits.

The suggestions given in this study are therefore

brought under these three headings.

4o

5e

(A) Provision of essential health facilities,
Personnel and Programme

Government should encourage the co-existence and

co—operation of the orthodox and native medicine so

as to cater for the necds of the largest

nercentage of the people in the rural areas.

Government should establish more medical facilities

and provide more medical personnel, especially in

the rural areas. This would go a long way to check

dru;; abwse and sclf maodication,

Government should speed up the programme of accele-

rated food production as means of making food

abundantly available to the citizens,

Government should regularly evaluate the nutritional

status of the state citizens.

Statistics department of the government establishments

should be encouraged to be more functional.
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Sel® help project undertaken by various communities
in respect of provision of health facilities should
be ecncouraged by the government.

Further researches and programmes aimed at
understanding and influencing human behaviour should
be carried out as part of the means of providing
public health awareness.

(B) Provision of health education.

Government should strengthen the health education
unit of the ministry of health and local government
hez1th department to check undesirable health
practices such as patronage of quack doctors,

self medication, alcohol abuse, poor nutritional
hatit etc,

Public health educators should go beyond the printing
of posters and didatic health information release on
mass media, and rather, health campaign, film show,
symposia, demonstration, home visit etc. should be
used as avenues for providing health education to
the public.

The effort of the school, family and public health
educators should be concerted and co-ordinated to

reinforce health education in the three settings.
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Health education should be introduced in the curri-
culum of secondary schools to provide knowledge and
influence attitude and practices of the students.,
Church, mosques and other religious and social
institutions should be more positively involved in
the moral upbringing of the youths as a means of
checking undesirabie social vractices like prostitu-
tion, divorce, drug abuse, uncontrollable birth etc.
They could also be avenues for other areas of health
education as in control of epidemics.

(C) Provision of force

Public health insvection department should be
strengthened to function in both the urban and

rural areas.

Government should control the issuance of patient
medicine and check the abuse of sales of dangerous
drug over the canter by providing more pharmaceutical
insypectors,

Government should regulate the activities of the
food vendors and supervise the food canteens.
Govirnment should control the establishment of
alcohol producing industries and should also

legislate against the purchase of alcohol drink
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by the minor.

5. Heavy taxation should be imposed on alcohol and
cigarette-producing industries to discourage the
consumption of their »roducts.

Above all the need for proper health behaviour is not
only a problem for the government and her agencies, the
individuzls nzed to maintain hygienic living as the
practice of individual would undoubtedly affect the

health of the whole community and the state, after all

individuels make up the state.

Suggestions for further research

In view of the already stated delimitations and
limitations (chapter 1) of the study, there is need to
carry out studies ons

The influence of demographic factors on the health
behaviour of the rural and urban communities in Oyo State,
i.e, this study only took the samples as a whole for the
treatment of the demographic factors.

Inter-lacing the relationship between demographic
factors and urbanisation will go a long way to under-
standing the complexity of the human behaviour in areas
of health. The knowledge of this would undoubtedly

help in oroviding appropriate intervention to deter
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inapnronriate behaviour and enhance desirable ones,
Cther areas of heelth behaviour such as personal
hygiene, sanitaztion, sex and attitude towards
recreation are also recommended for investigation. It
is hoped that knowledge of tiese would provide a
better uncderstanding of heelth behaviour in all its

ramifications.
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APPENDIX 1

QUESTIONNAIRE

- . -—

Urbanisation and demographic factors as indices
of health behaviour of rural and urban communities in
Oyo State, Nigeria.

The purpose of this Questionnaire is to examine
the influence of urbanisation and demographic factors
on the health behaviour of rural and urban communi-
ties in Oyo State, Nigeria,

This project is being carried out in partial
fulfilment of the requirement for the award of Ph.D
degree in Health Education, University of Ibadan.

Please znswer the following questions by writing
X in the blanks as indicated.

Your honest answer would be highly appreciated.



184

PERSONLL DATA

l.ddressﬂ J’U\-‘.'!,"Village....~a..,...o.,e-..--.-...o....o-..
i. T“ducational Statuss

(a) Ho formal cducation

(vb) Primary education/can »-ad
and writc in vernacular only

(c) Secondary cducation and above
2. Incomecs
(a) Below H3,000 per annum/below
level 07 salary structure

(b) ¥3,0L0 and above per annum/
lovel of all above in salary
structure

(a) Between 13 =25 years old
(b) Betwecen 26 - 44 years olad

(¢) 45 ycars and above

40 S"‘X"
(a) “Male
(b) Fomale

5« . Harital Statuss

(a) Single
(b) Married

oh Qf, QOG-0 Q@ " i

& /VENUE FOR TRELTIENT

6500 Which of thcse describes your use of
the following as avenues for treat-
ment during on set of illness ?



6:1

652

623
6:4

185

(a)

Oftcn

(v)

Sorctimes

(c)

Does not

lodern
mcdicine

Native
mcdicine

Muslim afa

Spiritual
church

During scrious/prolonged illness which of thesc
describes to whav extent you will accept the
following as avenucs for treatment?

625
636
637
618

y

Modorn mcdicince

Native medicino

Muslim afa

Spiritual church

(2) (b) (c)
y.ccept~| Slightly Not
able accept=- iccopt-
ablo able
-

DRUG USE

During illncss do you usc drugs for trcatment
purposc without doctor's rccommendation i.c.
drugs you focl you know about yoursclf or
thosc rccommndcd by rclative?

(2) Often
(b) Somctimes

(¢) Docs not

QA0
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732 Do you takc drugs to kcep you awake iecC.
boecausc of somcthing you have to do?

() Ofton
(b) Sometimes
(c) Docs not
7:3 Do you takc slecping tablets?
(2) Oftcen
(b) Somctimcs

(¢) Docs not

734 Do you take stimuinting drugs liko
dexaphetamins?

(2a) Often
(b) Somctimes

(¢) Docs not
735 Do you drink alcohol?

(a) Of tecn
(b) Ocassional

Q0G0 QA0 Q&G Q4

(c) Doos not
7:6 If you drink alcohol whet type do you drink?
(a)  Hard liquor (Gin, Whisky,
Ogogoro otc)
(¢) Beor (Ster, Stout, Harp ctc)
(¢) Local alcohol (Palm winc ctc)
737 Do you smokc?

(a) Often
(b)  Ocassional

(c) Does not

RNV RV
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NUTKRITION

8:1 How »iton do you takc dairy products likc milk,
cggs and cheusc?
(a) Docs not take
(b)  About a fortnight or morc
(¢) sbout once in a weck
(a) Lbout 2 or 3 timus a vicek

(¢) Daily

2QQaQ

&

8:2 How oftecn do you cat ~niiazl proteins li
or fish?

(n) Docs not oat

> meot

(v) Lbout a fortnight or ‘more
(¢) iAbout once in a wock

(d) fsbout 2 or 3 times a wock
(e) Daily

QQLAA

833 How oftun do you cat plants protcins like
beans, melon and groundnut?

(a) Docs not ont
(b)  Lbout o fortnight or morc

(¢) _About once in a woek
(d) Lbout 2 or 3 times a woek
(e) Daily

VAR

8:4 ‘How often do you tokc fruits like oranges,
pavpaw, mango, banana c¢tc?
(a) Docs not take
(b) About a fortnight or morc
(¢) About oncec in z weok
(d) fLbout 2 or 3 timcs a wock
(¢) Daily

RNV
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835 How often do you tnkc carbohydratc foods like
brcad, rice, hot/cold palp, yam, yam flour,
cassava flour ctc?

Docs not take

=
(&3

fbout 2 fortnizht or morc
ibout oncc in a weck

j o)

Lbout 2 or 3 times a week
Daily

2 8 O < =

836 How often do you cat vegcotables?

(a) Docs not eot

(v) ibout a fortnight or morec
(¢) Lbout oncoc in a woek

(d) Lbout 2 or 3 timocs a woek
(e) Daily

QQRAL  BOLAY

837 Do you buy food in cantecn or from food
scllers?

(a) Often

(b) Sometimcs

QA0

(¢) Doecs not

838 If you have had a baby for how long is your
baby usually brcast-fcd?
(#) Baby not brcast fed a2t all
(b) Up to cround thrcc months
(¢) Up to around six months

(d) Up to around one ycar

QQLLY

(¢) ibovec one yeor
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N AN
IBEERE
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YORUBA VERSION COF THE QUESTIQNNAIRE

’ /’

Ibcere lori tltobl ilu ati iru awon cniyan ibe goge bi

atokun fun ilana 1huwa51 to je mo ilera awon ara ilu

P, L g ’ N

'
’

ni ipinle Ome

A\

1.

\

JKOJO IFARA-ENT HAN

z I\

3 !/ - ) o
Adircsis IIU/ABUIE

\ \ / 2 N /
Imo ninu iwves

SO WY S 7 £ \ W §
(a) Aimowoe-ko-aimooka
\/ Filasis AN L ’ ‘o

(b) Ive_alakoobore ToBL eni ti o le ko ti o
I

si le ka cde Yoruba '

/’

N N\ . 7s
(d) Ilc iwo girama tabi ju bee lo
/7 A
Iyc owo osus
’ \ \ / / <
(2) Owo osu ti ko to egborun mota naira
lodun

\ ' N 4 7 ’

(v) Owo osu to ju cgbcrun meta naira lo

lodun !
4 b

pjg Oris

; N\ A Y L 2N N
(2) Odun mo jidinlogun si mcodogbon

/ 23 NIREEA N el 7 7 CER T
(v) Odun merindinlogbon si morinlelogoji

/\, ;/\

(d) Odun marlndlnlaadota soke
Akonb abo
(a) Ako

(b) Abo
\ \ /
Igbeyavwo
(a) 4pon

7 r

/
(b) Eni to ti lqkp/laya.

4

¢

~

B a0 QoL O Sy g
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6. Ona Itoju Ara
7 \ . / lng N / / \ 4 #

Bi ara rc ko ba ya ona wo ni o maa n lo ninu awon
wony11°

420, G

Igbakuugbal Eckookan Réra

N\ /

6.1 Oogun cobo

\ \ / /

652 Oogun eniyan dudu

Ny 7 AR

6.3 Aafaa

AR e T R N

604 Wolii

/ NN / z \

B1 o ba ni aarg ti o lo, to awpn ona ti o le gba toju

ara ro gcge bi o sc gba won gbo to

'\ ¢\
0 se e s¢  Bece boe Rara

\ v A /

6.5 Oogur oebo 3

—— e

LS B\ NN N

6.6 Oogur eniyan dudu

\ \ e el 44 4 e e e o . ——

6.7 Aafae

\ 7\

6.8 Wolii

\
7.1 1Ilo Egboogi

’ \ ’ ’ ’/ ’ / \ \ 73

Bi ara rg ko ba ya, njec o maa n da oogun lo lai gba
imoran dokita?

(a) Igbakuugba

A
(b) Bokookan
(

GDD

(&) nera

] 7 =N
\ s } ’ \ \ \

/!

7.2 Njg ¢ maa n lo qogun t1 ki i jo ki eniyan sun nitori

isc kan tabi omiran ”
S \
(a) Igbakuugba
b WL
(v) Ecknokan

(d) Rara

QQQ
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\ / i ’ « A

Njc o maa n lo ooéun oorun?
AN \
(a) Igbakuugba

NI
(b) Eckookan
/ ’
(@) Rara :
-4 7o N B
Nje o maa n lo oogunAgdowe?
N \ [ \

(a) Igbakuugba

SaA YA
(b) Eeckookan
\ '
] ’
(d) Rara
¥ vz f 7
Njo o n mu oti lile rara?
N i\ \
(a) Igbakuugba
N \ \
(v) Eckookan
/
(d) Rara
1 ' 7 / /7 N\ / / /
Iru oti lile wo ni o maa n mu?
! / / \ /S VR N/ \
(a) oti lile - Wisiki, Ogogoro, Jiini
G\ T
(v) oti Bia = Sitaa, Sitaotu, Haabu
y i \ /7 \ RN \
(a) © oti Ibile- Emu ope, Otika, Burukutu
/ ) » L '\ !
Se o maa n mu siga?
y / AP \

(a) Nigbakuugba

NN
(b) Eckookan

(a) Rara

Qo0 QOO QQQ Qoh Bag
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8.1 1Igba wo ni o maa n je ounjc bi 9yin tabi wara mimu?

!
(a) Rara
P8 N\ X Sy ’ s\
(b) Bii osc meji ati ojo die
Sy RN

(d) Eekan loso

)
S R 70N

(e) Eomeji tabi comota loso

(e) Ojoojumo
= ® ! \ d
\\ ., ’
8.2 Igba wo ni o maa n jo oran tabi e¢ja?
{ 2 f ’
(a) Rara
WA 7\ \ / l\
(v) Bll ose meji ati ojo die -
7 A
(a) Eckan lose
' \|‘\ ' R
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APPENDIX .2

REMOTE RURAL AND URBAN FRINGED RURAL

RRR % UFR 5 X2 DJF. T.V. SFL

6.la 58 44 1.92

b 35 45 1.5

c 8 11 0.72
7.7, 4.14 2 5.991 R/s
6.2a 30 17.6 3.6

b 36 37 0

c 34 45 1.8
ToPe 5.4 2 5.991 N/S
6.3a 6 5 0.1

b 3 5 0.5

c 91 89 0.2
[ o 0.62 2 5.991 N/S
6.4a 19 T 5.54

b 1 8 0.06

c 14 85 0.76
7.7, 1.44 2+ 5%99% W8
6.5a 79 73 0.22

b 16 20  0.44

c 5 7 0.34
T.T. i 2 5.991 N/S
6.6a 42 31 1,66

b 24 39  3.58

c 34 30 0.26

T.T, 5.5 2 5.991 N/S



RRR )5 UFR ; D.F. oV SFL

6.7a 6 12 2

b 6 6 0

c 87 83 0.1
T.T. 2+l 2 5.991 N/S
6.8a 19 17 0.12

b 8 11 0.48

c 73 73 0
7.7, 0.6 2 5.991 N/s
SoTeTs 20.0 23 35.172 N/S
T.1a 35 32 0.14

b 41 54 1.87

c 24 14 2.64
T.T. 4.56 2 5.991 N/s
1.2a 6 4 0.4

b 19 12 1.6

c 75 84 0.52
PTs 2.52 2 5.991 N/S
T.3a 3 1 0.66

b 20 11 2.62

c 11 87 0.62
TTe 3.9 2 5.991 N/s
742 2 16 10.8

b 11 27 6.74

c 87 5T 6.26
PoTe 23.8 2 5.991 §/F
7.52 9 16 1.96

b 43 31 1.94

c 48 52 0.16
T.T. 4.06 2 5.991 N/s
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RRR > UFR 4 X2 D.F. T.V.  SFL

7.6a 6 2 2.0

b 58 47 1.16

c 36 52 2.92
T.T. 6.08 2 5.991  S/F
TsTa 8 3 2.28

b 8 6 0.26

c 85 92 0.28
T.7T. 2.82 2 5,991 . N/S
S.T.T. 35,74 20 31.410° S/F
8.1a 9 21 4.8

b 15 19 0.48

c 19 10 2.80

d 42 19 8.68

e 16 31 4 .30
T.T, 21456 4 9.488 S/F
8.2a 1432 - 1.82

b -~ 0.7 0.71

¢ 2.65 1l.42 0.37

d  11.26 - 9.93 1.32

e 84.77 87.94 0.09
ToTe 3.81 4 9.488 N/s
8.3a {A~d5 2.13 0.18

K/ 203 9493 5422

c 6.76 9.93 0.6

d  29.73 29.79 0

e 60.14 48.22 1.31
T.T. 7.31 4 9.488 N/s
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KRR /4 UPR 2 X° DJF. T.V. SFL

8.4a 1.56 1.91 0.04

b 10.94 12.10 0.06

c 21.09 21.66 0

d 21.09 17.20 0.4

e 45.31 47.13 0.4
TTe 0.9 4 9.488 N/S
8.5a T - U

5 14 “ ) s

c 3 1 | - 1.1

d 26.67 9.90 7.68

e 170 90.14 2.53
oD 13.5% " MA 9.488 s/F
8.6a 0.75 - 0.75

b 19455 < 1.42 15.7

¢ 15.79 5.67 4477

d 15.26 12.06 2.67

e 58.65 80.85 3.:53
ToTo 27.42 4 9.488  s/F
8.7a 10.48 © 5.07 1.89

b  59.68 46.38 1.68

c 2984 48.55 4447
T.T. 8.04 2 5.991 S/F
8.8a - - 0]

b - 2 2

a” 23329 “I3 2.93

d 20,54 25 0.41

e 56.16 60 0,13
T.T, 5447 4 9.488 N/s
S«TPs 88.02 137 52,192 S/F
G.T.T. 158.92 82 104 .13 S/F



198

APPENDIX 3

PRE-INDUSTRIAL URBAN, INDUSTRIAL URBAN AND METROPOLITAN

PIU 7 IQU /A MPD 4 ° X2 D.JF. T.V. SPL

6.1a 48 51 49 0.09
b 39 1 10 18.30
g 13 12 41 24.64
T, Te 43.03 4 9.488 S/F
6.28 12 19 30 8.11
P 58 50 32 7.60
c 30 31 38 1438
T.T, 16.86 4 9.488 S/F
6.32 - 3 9 6.5
b 6 16 31 17.92
c 94 31 60 TGk

T, 31,93 4 9.486 S/F
6.2 3 16 14 8.91

b 14 12 19 1.74

c 83 12 67 1.81
TP 11.46 4 9.488 S/F
6.5a \ 66 80 66 1.85

b 13 10 22 5.21

c 21 10 12 4.79
T 11.85 4 9.488 s/F

6.6a 24 41 31 4.56
b 37 25 33 2.36
c 40 34 36 0.50
TeTo 6.92 4 9.488 B/S
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PIU % IoU % MPT 4 X° D.F. T.V.  SFL

6.7a 13 12 16 - 0.63

b 13 14 ¥T  0.95

c 75 74 61 0.54
ToTe L6244 9.438 N/s
6.8 5 30 21 17.13

b 18 12 15 1.2

c 17 58 64 2.85
T.T. 2142014 9.488 - S/F
S.T.T. 145.03 46 61.656  S/F
T.la 3 20 18 12.62

b 43 46 51 0.69

c 54 34 31 7.89
Pl 19.20 4 9.488 S/F
T.2a - 4 5 1,66

b 25 14 27 4.46

% 15 82 68  1.30
T.Te Tudd ¥ 4 9.488 . N/s
T3 2 1 ' 3.95

b: 32 17 39 8.61

c 66 82 66  2.40
T.Ts 14,267 "% 9.438 S/F
T.4a 2 3 .1.00

b &7 10  4.66

c - 82 92 87 0.58
o T% 6.24 4 9.488 N/s
N3a. 6 6 13 3.92

. 29 31 35 176

c 70 63 52 2.68
T.T 8.36 4 9.488 1N/sS
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PIU /5 IDU % MIT /5 X°  D.F. T.V. _ SFL
T.6a 5 12 22 11.23
b 46 54 56 0.85
c 49 34 22 10.46
T.T. 22.54 4 9.488 S/F
T7.7a 59 2 11 78.25
b 36 9 16 19.30
c 5 89 72 61.30
T.T. 158.85 4 9.488 S/F
S.T.T. 236.87 40 55.75 S/F
8.1a 5 i 13 4.16
v fie 11 18 2.09
c 26 17 22 1,87
d 45 38 25 6,12
e 11 27 22 7.10
T.T. 21,34 8 15.507 S/F
8.2a - - 9 12,00
b 3 3 9 4.8
c - - 9 12.00
a 10 10 20 4.00
c 87 87 53 10.20
.7, 43.00 8 15.507 S/F
8.3a .= - 10 13.34
W\ # 3 11 6.34
c 3 10 12 5437
d 52 35 38 3.95
o 41 52 29 5.72

T.T. 34.72 8 15.507 S/F
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x2

PIU 4 IDU # MIT £ D, PY. L

8.4a - 3 12 10.6

b 3 10 15 7.8

c 10 14 26 8.32

a 70 36 7 53 .46

e 17 36 20 8.58
ToT 88.76 8 15.507 _S/F
8.5a - - X 0

.b 2 0 8 7.08

c 2 4 9 542

a 9 18 16 3.13

e 87 17 66 2.88
7.7, 18.29 8 15.507 S/F
8.6a - 1 10 12.86

b 2 1 10 11.25

c - 6 10 4,17

a 26 26 22 0.43

& HTe 66 48 5.03
Tl 33.74 8 15.507 S/F
8.7a 4 16 25 14 .81

b 67 52 45 071

c 29 32 30 0.13
TTe 15.65 4 9.488 S/F
8.8a - 1 11 3.30

b 3 1 20 27.26

e 3 13 16 8.68

a 50 46 21 12.67

e 44 38 32 1.90
T.T. 53.81 8 15.507 S/F
S.T.T. 309.31 75 96.21 S/F
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APPBNDIX 14

WHOLE RURAL AND UHOLE URBAN

WRR /4 WRU 5 X2 D.F. 7.V, SFL
6.1la 50 51 0
b 40 40 0
c 10 10 0
Pulis 0 2 5.991 N/S
6.2a 24 20 0.36

b 34 45 1.53

¢ 42 35 0.64
T.T. 2.53 .2 5.991 N/S
6.3a 9.1 11 0.20

b 9.1 21 4.80

c 81.8 68 N9
TP 6.27 2 5.991 s/F
6.4a 16 16 0

b 8 20 5.14

c 16 64 1.03

T 637 2 5.991 S/F
6.5a" 71 66 0.17

b 16 22 0.95

c 13 12 0.16
P.T. P28 ™ 2 5.991 N/s
6.6a 33 35 0.06

b 28 29 0.07

¢ 40 35 0.33
T.T. 0.46 2 5.991 N/S
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WRR # WRU 7 X2 D.F. 7.V, SFL

6.7a 9 12 0.43

b 11 26 6.08

c B0 62 2.28
T.T. 8.79 2 5.991 s/F

6.8a 15 28 2.81

b 8 18 3.85

c 11 54 4.04
T.T. 10.70 2 5.991 S/F
S.TeTe 36.2°, 23 35.172 S/F

T.la 30 26 0.29

b 41 28 2.45

c 28 46 4.38
T.T. Te12 2 5.991 s/F

728, 10 7 0.53

b 18 23 0.61

I 70 0.03
ToTs N 2 5.991 N/S

T:38;, X7 6 5426

b 26 31 0.44

e 57 62 0.21
TeTs 5.91 2 5.991 N/s

T.48 / % 5 0.44

b\ \24 11 4.83

B> 73 84 0.77
TP, 6.04 2 54991 s/F

T.5a 9 13 0.73

. 35 34 0.03

c 56 54 0.04
.7, 0.80 2 5.991 N/S
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WRR A WRU %2 X2 D.F. 7.V, SFL

7.6a 3 16 8.90

b 41 55 2.04

c 56 30 7.86
P.T, 18.80 2 5.991 S/F
T.7a 5 8 0.69

b i 12 1.32

c 88 80 0.38
PuTe 243514 2 5.991 N/S
SeT.T, 42.23 20 31.410 S/F
8.la 13 8 1.19

b 18 17 0.08

Ghx 17 21 0.42

d : 34 33 0.06

o 18 21 1.75
T.T 3.5 4 9.488 N/s
8,28 1 4 1.8

b O 4 4

c 3 6 1

a . 21 14 1.4

e 76 71 0+17
T.T. 8.37 4 9.488 N/s
8.3a 2 3 0.2

b 6 0.6

c 8 12 0.8

a 31 41 1.39

e 50 37 1.94

.7, 3.33 4 9.488 N/s



WRR 4 WRU 5 X2 D.F. 7.V, SFL
8.4a 1 8 5 e44
b 13 14 0.07
c 22 23 0.02
d 29 33 0.26
e 36 23 2.91
T.Te 8.7 4 9.488 N/s
8.52 0 2
b 4
c 4 5 0,11
a 27 14 4,12
e 68 T4 0.25
T 10.48 4 9.488 S/F
8.6a - 4 4
b 1 3 1
c 5 8 0.69
d 16 26 2.38
e 179 59 2.90
ToT, 10,97 4 9.488 S/F
8.7a 5 12 2.88
b 54 56 0.36
c 41 32 Eoll
7.7, 435 2 5.991 S/F
8.8a 2 i 2.78
b 13 5 3.56
s - 17 19 0.11
d 32 36 0.24
e 35 33 0.0
T.T. 6.69 4 9.488 N/S
S.T.T. 56.39 37 582192 S/F
GT.T s 134.82 82 104.13 S/F
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APFENDIX 5

EDUCATION
NFE /. PRY 4 sECc /7 X? DJF. T.N. *.SPL
6.3a 44 49 67 5.48
b 43 45 27 5.08
c 14 6 & 4.92
TP 15 .48 4 9.488 S/F
6.2 26 21 8 9.42
b 28 39 4 26,07
c 46 40 52 1.56
T.T. 37.05 4 9.488 S/F
6.3a 7 6 3 1.62
b 16 19 12 0.89
e 76 76 85 0.68
T.Te 3.19 4 9.488 N/s
648 13 16 14 0.32
b 13 11 18 1.85
c T3 73 63 0.24
Pl 2.41 4 9.488 N/s
6.5a \ 10 74 76 0.13
b 22 21 10 5.02
c 1 5 14 4.98
4T, 10.13 4 9.488 s/F
6.6 45 « 39 22 7.83
b ey 31 33 0.61
c 28 33 46 - 4,084
7., 13.28 4 9.488 S/F
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NFE /) PRY 4 SEC#4 X° D.JF, T.. SFL
6.7 13 3 11 0.23
, b ou 15 10 1.08
e T3 74 79 0.27
G 1.58 4 9.488 N/s
6.82 22 21 20 0.1
b 10 16 14 0.37
c 69 63 66 0.28
ToTe 0.75 4 9.488 N/s
S.T.T. 83.87 46 61.656 S/F
Tela: 33 25 16 5.87
b 41 52 81 13472
c 27 23 41 4.85
TP 25.74 4 9.488 S/F
T.2a 4 6 2 2.00
b 21 17 20 042
e 15 78 78 0.08
T 250 4 9.488 N/s
Teda 2 2 3 0.29
b 17 22 23 1.09
c 81 76 74 0.34
T.T. 1.62 4 9.488 N/s
Teda 1 2 2 4.54
b 15 10 8 2.37
c .79 67 90 0.76
T TS 7.67 4 9.488 S/F
T.58 15 17 11 120
b 29 26 52 11.35
c 56 57 12 2.60
T.T. 15,22 4 9.488 S/F
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NFE / PRY /i SEC 4 X2 D.F. TN, SFL

T.6a 17 16 14 0.22

b 50 52 61 1.27

c 40 31 25 3.56
T 5405 4 9.488 N/s
T+.Ta 10 18 1 14,96

b 11 18 10 2.92

c 79 82 89 0.64
T T 28.52 4 9.488 . S/F
S.T.T. 86.32 40 55.70  S/F
8.1a 19 13 11 2.41

b 23 19 15 1.68

c 29 20 20 2.35

d 26 27 32 0.73

e 19 21 22 0.22
T 7.39 8 25.507 N/s
8.2a 8 8 4 1.47

b 7 11 2 3.91

c 12 5 5 4 446

d 25 13 20 31T

¢ 48 63 70 4.19
ToTs 17+8 8 15.507 S/F
8.3a 6 6 4 0.5

b 1B 8 6 1.0

c . 12 10 8 0.8

d. 30 32 44 3.25

e 42 43 38 0.34
ToTo 5.89 8 15.507 N/s
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NFE 5 PRY / SEC # X° DJF. T.V. SFL
8.42 10 13 6 2.55
b 22 17 12 2.94
c 18 19 20 0.1
da 26 21 32 230
c 24 30 30 0.84
T.T, 8.73 3 15.507 - N/S
8.5a 2 4 4 0.80
b 3 8 4 1.2
c 4 5 1 0.87
d 14 22 24 2.8
e 17 60 61 2.76
ToTs 17.16 8 15.507 S/F
8.6a 8 9 2 4.52
b 9 9 6 0.75
c 6 9 19 1.46
a 14 13 25 5«01
e 63 59 55 0.54
i 12.28 8 15.507 N/S
8.7 15 26 11 6 .96
b 43 50 52 0.93
c 38 21 36 5 .45
T 13.29 4 9.488 S/F
8.8a 4 12 9 3.91
b 9 15 13 1.84
e 15 13 20 1.62
a 31 32 27 0.46
e 41 27 32 3.01
T 10.84 8 15.503 N/S
S«TTe 93.38 715 96.21 N/S
GoDJT. 263.57 164 194.81 S/F
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LPFENDIX 6
INCOME
LoV / HIGH: X° D.F. V. L
6.1a 45 59 1.88
b 46 33 2.14
c 9 7 0.25
) 8 4,27 2 5.991  N/S
6.2a 20 19 0.03
b 43 45 0.05
e 36 36 0
T.T. 0.08 2 5.991 N/S
6.3 12 19 1.58
b A5 14 0.03
c 174 67 035
Tle 1,96 2 5.991 N/s
6.4a 18 25 1,24
b 15 24 2.08
c 68 51 2.42
T.T. 5.64 2 5.991 S/F
6.5a 69 68 0
b 19: 15 0.47
c. 12 17 0.86
NN 1,38 2 5.991 N/S
6.6a 36 29 0.75
b 29 33 0.26
¢ 35 38 012
T.T. 118 2 5.991 N/S
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LOW % HIGHZ X2 D.F. T.V. SFL

6.7a 16 20 0.44

b 19 17 0.11

c 65 62 0.07
7,7, 062 2 5.991 N/s

6.82 21 33 2.67

B 23 22 2.31

c 66 46 3157
TTs 8.55 2 5.991 - S/F
SeT T 23.58 23 35.172 N/s

Tela: 123 19 0.39

b 46 47 0.01

Gl Ry 35 0.13
PP 0.53 2 5.991 N/S

Ta28 1410 11 0.05

b 23 £l 0.09

c 67 69 0.03
ToTe 0.17 2 5.991 K/S

7.32 3 14 T2

b 23 38 3.69

e 574 48 5454
Tl 1639 2 5.991 S/F

Teda 4 19 9.78

b. 49 18 14.34

e .47 63 2.33
P 26.45 2 5.991 S/F

Te5a 13 20 1.48

B 32 33 0.06

c 56 47 0.79
Pl 2:33 =2 5.991 N/S



212

LOW /% HIGHA DoF e PV a SFL
T+6a 14 26 3.6
b 50 54 0.15
g - 31 19 5425
T«Ts 9.00 2 5.991 S/F
T.7a 7 8 0.07
b 1 16 0.5
c 82 5 0.31
P 0.88 2 5.991 . N/S
SeTaTs 55.71 20 31.410 S/F
8.la 13 8 1.19
b 21 9 4.8
19 28 T2
28 35 0.78
e 18 20 0.11
T.T. 8.6 4 9.488 N/s
8.2a 8 7 0.07
b 6 5 0.09
c 9 1 0.25
g Al 13 0.04
e 64 70 0.27
oo 0.72 4 9.438 N/s
8.3a 13 3.6
b 10 0.53
&, 13 11 0.17
g 33 35 0.06
e 45 32 2.19
PoTs 6.55 4 9.488 N/s
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IOW % HIGH, X° D.F. PV SFL

8.4a 7 8 0.07

b 13 28 5449

ol. 22 11 1.83

d 30 31 0.02

e 28 22 0.72
ToTe 883 4 9.488 1/s
8.5a 6 4 0.4

b 3 8 3

c 8 10 0.22

g . 30 10 0

&y 13 68 0.13
T 3.80 4 9.488 N/s
8.6a 3 9 3

b 7 17 4417

Cx A5 1 0.62

a 24 12 2.94

e; 52 53 0
TP 40.73 4 9.488 N/s
8s7a. 12 14 0.15

b 53 52 0

c: 35 35 0
P Del5: " 2 5.991 N/S
8+s8a. &3 7 1.8

b 8 14 1.64

e 19 15 0.47

& 36 38 0.05

e 34 29 0.8
ToTeo 4576 A 9.488 N/s
SuT.T. 34.84 37 52.192 X/s
GoTeTe 114.13 82 104.13 S/F
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APPENDIX 7

AGE

YADA MAD A 0aD¥# X2 D.JF. T.V. SFL

6.2 45 48 58 1.85

b 4 38 28 - 3.59

c 11 14 14 0.46
i 5.90 4 9.488 N/s
6.22 13 15 28 7.12

b 55 56 45 1.42

o 32 29 27 0.41
T.T. 8.95 4 9.488 N/s
6.32 21 10 12 4.79

b 14 15 14 0.03

c 65 75 T4 1.85
T.T, 6.67T 4 9.488 N/s
6.42 14 21 13 237

b 20 12 15 211

c 66 67 T2 0.31
Tl 479 4 9.488 N/s
6.,5a 58 69 64 0.95

b 30 19 16 5.02

c 12 12 20 2.91
.7, 8.88 4 9.488 N/s
6.6a 33 27 37 1.57

b 28 32 30 0.26

c 39 41 34 0.69

T, 2.42 4 9.488 N/S
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YAD 5 MAD % OoAD% X2  D,F. T.V. SFL
6.7Ta 25 15 o 6.12
% a7 12 14 0.88
c 58 73 75 2.52
T.T. 9.52 4 9.488 N/s
6.8a 21 22 17 2.83
b 14 16 24 1.98
c 65 62 59 . 0.3
T.T. Beil @ 9.488 N/s
S.T.T. 52.24 46 61.656 N/s
7318 21 28 26 1.04
b 48 46 40 0.78
¢ 31 30 34 0.27
T.Te 2.09° 4  9.488 N/s
T.2a 8 3 10 4.72
b 26 21 15 2.94
c 65 17 75 1.14
T.T, 8.80 4 9.488 N/s
Te3a 6 5 6 0.12
b 23 23 29 0.96
c 70 72 64 0.51
T.Te 1.59 4 9.488 N/s
T.da 13 12 18 1.44
b 15 17 15 0.17
B 72 71 66 0.3
T.T 0.91 4 -9.488 N/s
158 17 16 21 0.71
b 23 31 29 0.25
c 60 52 50 1.44
7,7 2,40 4  9.488 N/s
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YAD% MaD %4 OAD# X2 DJF. TJN. SFL
T.6a 20 20 13 1.85
¥ 41 47 52 1.3
G- 39 32 36 0.69
T.T. 3.84 4  9.488 N/s
TeTa 25 7 17 9096
b 28 13 14 7.63
c 47 80 69 8.64
T.T. 26,23 4 9.488 B/F
SeT.Ts 45.86 40 55.70 N/s
8.a 9 11 25 10.14
v 24 15 17 6.82
o 18 18 22 0.5
g™ 21 38 19 9.65
g% 12g 18 15 1.34
ToTe 28.45 8 15.507 S/F
8.2a 2 3 4 0.66
b 6 4 8 1.33
c 6 6 0.5
d 19 12 16 1.57
e 68 76 65 0.93
TeTe 4,99 8 15.507 N/s
8.3a 8 6.0
b 11 1.29
c 17 14 16 0.29
a 36 36 38 0.07
e 38 41 27 3.07
o 10.72 8 15.507 N/s



217

YAD A MAD 5 OaD % X2  D.JF, T.N. SFL

8.4a 5 6 10 3.0

b 14 14 14 0

c 21 19 34 5.38

d 32 33 24 1.63

o 28 28 19 2.76
T 12,77 8 15.507 N/s
8.5a 1 3 3 1.15

b 7 3 4 273

c 8 6 12 . 2415

a 18 17 33 5.81

e 66 72 47 5452
T.T. 17.36 8 15.507 S/F
8.6a 4 4 4 0

b 6 5 12 3.73

s 13 13 0

a" " 23 21 23 0.12

e 54 57 47 1.0
T.Te 4.85 8 15.507 N/s
8.72 19 12 12 2.28

b 52 60 44 2.46

c 30 28 44 4.53
el 9.27 4 9.488 N/s
8,82 5 4 10 Y27

b 5 5 10 2.49

g2 18 8 6.5

d 33 37 27 1057

e 34 36 45 1.79
T.T. 15.62 8 15.503 S/F
SeT.T% 104.03 75 96.21 S/F
GeT.T. 202.13 164 194.81 £/F
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APPENDIX 8
SEX
ML% FL7 X2 DJF. T.. SFL

6.1a 48 39 0.93

b 44 48 0.17

c 7 12 1e32 .
T.T. 2.42 2 5.991 N/S
6.22 26 17 13188

b 45 40 0.29

¢ 30 43 2.32
T.T. 4.49 2 54991 N/S
6.3a 12 6 1

b 18 16 0.12

c 69 78 0.55
% 1567) 2 5.991 N/S
6.2 15 17 0.03

b 17 17 0

c 68 67 0
T.T. 0.03 2 5,991 N/S
6.5a 69 67 0

b 21 19 0.03

c . 10 15 1
7T 1,080 2 5.991 N/S
6.6a 38 31 0.71

b 31 27 0.28

a 31 42 1,66
ToT 2.65 2 5.991 N/s
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ML % FLA X2 DF. T.. 8.F.L.

6.7 13 11 0,17

b 16 13 0.31

c 71 76 0.17
T 0.65 2 5.991 N/S
6.82 20 28 1,33

b 15 15 0

o 65 57 0.52
TJTe 1.85 2 5.991 N/S
SeT.T, 14,79 23 35.172 N/s

T.1la 30 26 0.29

b 3% 34 0.14

c 39 40 0.01
T.7. 0.44 2 5.991 N/S
T.2a 10 5 1.67

b 24 19 0.58

c 65 76 0.86
ToTs N 2 5.991 N/S
T.32 9 9 0

5 28 31 0.15

c 63 59 0.13

TP 0.28 2 5.991 N/s
T.4a 8 1 Sedd.

b 20 9 4,17

a&\13 90 179
ToTe 11,38 2 5.991 S/F
T58 17 8 3.24

b 44 24 5.88
T.7. 17.78 2 5.991 S/F
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ML% FPLZ X2 DJF., TV, S.F.L

Th8 % 7T 19 5454

b 44 38 0.44

c 49 43 0.39
T.T. 637 2 5.991 S/F
787 . 11 10 6.23

b 18 3 10.71

e b 1 89 2.25
PoTo 19.19 2 5.991 S/F
SJT.T, 58.55 20 31,410 §/F
8.la 12 7 1.14

. 21 15 1

c 19 20 0.03

dav 32 34 0.06

e 16 24 1.16
T.T. 339 44 9.488 N/s
8.2a 4 0.67

W, S 2.67

c 6 Q.09

a 15 "17 0.13

C R T4 0.66
TT 3.62 4 9.488 N/s
Be3a 3 3 0

b N 7 0

c 11 11 0

d ) 38 37 0.01

e 40 43 0411
TP 0.120'5 4 9.488 ¥N/s
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ML £ FL % X2 D.JF. TJN. SJF.L.

8.4a 7 6 0.08

» 16 13 0.31

c 26 21 0.53

a 26 32 0.62

c 26 29 0.16
T.T. 1.70 4 9.488 N/s
8.52 0.33

b 0.2

c 1.6

a 21 17 0.42

e 68 76 0.44
T.T. 2.99 4 9.488 N/s
8.6a 3 2 0.2

b 2 2 0

5 8 6 0.29

4. .22 25 0.19

e 64 65 0
TTe 0.68 4 9.488 N/s
8.72 15 5 5

b 59 52 0.44

c 25 43 4477
T.T. 10:21 2 5.991 S/F
8.8a 7 4 0.82

b 9 7 0425

o 15 20 0.71

d 34 3 0,01

o 135 33 0.06
7.7, 1.85 4 9.488 N/s
SeToTe 24.56 37 52.192 N/s
GeTeTe 99.70 82 104.13 N/S
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APPENDIX 9

MARITAL STATUS

SGL% MBD ;- X2 D.,F. T.. S.F.L.

6.8 59.75 47.71 1.35

b 31.35 43.29 1.9

c 8.89 9 (o)
TP 385 .2 5.991 N/s
6.22 17,53 20.76 0.23

b 47.40 43.61 0.1

c 35.06 35.62 0.01
T.T. 0.34 2 5.991 N/s
6.3a 8.24 6.01 0.29

b 15.05 16.66 0.31

c 76,70 73.31 0
ToT 0.42 2 5.991 N/'s
6.42 12,33 14.15 0.15

b 20.89 10.26  3.90

c 66,78 .79.58 057
Tl 4,62 2 5.991 N/S
6.5a 8l.04 65.95 1.53

B A9 22,16 2.31

=>5.55 11.88 1
ToTs 4.84 2 5¢99L /3
6.6a 35.21 28.94 0.56

b 33.22 33.62 0,01

c 31.56 37.43 0.36
7.7, 0.93 2 5.991 N/s



223

ScL 4 IRD A X2 D.JF. TV. S2.L

6.7a 15.64 14.64 0.03

b < IledT  30516: + 333

c T73.18 66.59 0.26
TP 362, 2 5.991 N/S
68a 21.20 15.05 . 1

b 15.54 20.79 0.68

c 63.25 64.16 0 :
7T, 168 .2 5.991 N/s
SeT.T. 19.7. 23 35.172 N/s
T.la 16,96 19.30 0,11

b .41.04 30.26 1.70

c 41.96 50.43 0.7
T.T. P ) 5.991 N/S
T.28 .6.22 5.52 0

b 29.25 18.73 2.08

c 64.63 T75.75 0.86
ToTs 2484 2 5.991 N/S
To3a 12.35 5.03 .'2.88

b 24.20 24.68 0

c 62.95 70.29  0.37
7.7, 3.45 2 5.991 N/S
Te«4a 13.54 6380 2.33

b 15.56 14.71 0.03

o T0.89 178.48 0.43
T 2:719. ;2 5.991 . N/S
7.5a 11.26 13 0.04

b 31.69 30.93 0.06

c 57.04 56.06 O
TTe 0.0 2 5.991 N/S
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S6L3 MRD A X% D TNs. 8¥Le

T.6a 11.11 13.94 0.36

b 65.35 55.78 0.67

o 23:.52 7 3027" 067
P.T, 110+ 2 5.991 N/S
T.76" 7.06 T.84" 0507

b 12.01 7.84 1319

c 80.91 84.30 0405 -
T.T. 1241 2 5.991 N/s
SeT.T, 14,73 20 31.410 N/s
8.la 6.89 12.48 1.8

b* 129954 18%8T° V13

¢ 21.25 17.38 0.48

d 33.90 32.98 0.02

e 25 18.27  0.57
7.7, ' 3.94° 4 9.448 1/s
8.,2a 1.86 2.22 0

b 3.42 1.88~0.2

c 5.29 4.44 0.11

d 13,39 17.09 0.29

e 76.01 74.35 0.03
T.T, 0.06 4 9.488 N/s
8.3a  1.98 3.09 0.02

b 6.8 7.2 0

c 11.38 11.53 0.04

d 39.10 40.27 0.0l

e 40.48 37.86 0.11
ToTe 0.36 4 9.488 N/S
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SGL /A MRD A2 X2 DJF. TN,  S.JF.L,

8v4a 2.87 4.97 0.5

b 14.39 12.68° 0.04

6 23,29 21.34' 0.09

d 33.41 31.46 0.01

e 28,01 29.53 0.07
T.T, 0.21 4 9.488 N/s
8.98" B.:67 2.809°% :

b 5.5 3.99 0.11

c 44.89 3.16 0.5

d 13.65 13.31 0.04

e T0.61 76.T0 0.24
T.T. 1.89 4 9.488 N/s
8.6a 2,09 3.27 0.2

b 3.14 3.68 0.14

¢ 9494 11.06 0.05

d 24.08 27.45 0.31

e 60.13 54.50 0.31
T.T, 1.01 4 9.488 N/s
8.7a 12,11 8.22 0.8

b 62.28 50.98 1.07

¢ .25.60 .40.78 3.T3 :

7.7, 4,88 2 5.991 N/s
8.8a  8.42 3.50 : 1.33

b 10.52 6.23 1.47

o 17.89 16.37 0.12

d '30.52 34.50 .0.24

e 32.63 39.37 0.58 :
T.T. 3ol g 9.488 N/s
SoT.T. ATd3 37 52.192 N/S
T T 5156 82  104.13  N/s®
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Key to Appendix 2 - 9

X ~ Chisquare

IF - Degree of freedom

v - Table Value

SFL - - Significant level

N/s - Not significant

S/F - Significant

RRR - Remote Rural Communities
UFR - Urban Fringed Rural Communities
PIU - Pre-industrial urban

IDU - Industrial urban

MTT - Metropolitan urban

WRR - Whole rural group

WRU - Whole urban group

NFE - No formal education group
PRY - Primary odudation group
SEC - Secondary Education group
LOW - Low income group

HIGH - High income group

YAD - Young adult

MAD - Middle adult

OAD - 0ld adult

SGL - Single group



MRD
ML
FL
T.T.

S.T.T.

GeToTe
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Married group

Male group

Female group

Total x2 value of each question
Sum total ;2 value of each health
behaviour area.

Grand total X° value of health

behaviour



