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Abstract
This study analysed farmers’ utilization of Unomloa and Orthodox health-care services in Oyo Shditgeria.
Primary data were collected using structured ingsvwguide administered to 200 respondents selagsety a
multistage sampling technique. Data were analyzeithigudescriptive statistics, Pearson Product Moment
Correlation (PPMC), Chi-square and t-test. Ressiftswed that the mean age of the farmers was 5%,year
majority (93.00%) were males, and 47.50% had nm&breducation. The average household size wass®per
with mean income 0£N238,435.00 per annum whilertlean farm size was 3.84 hectares. Almost (99.50P6)
the farmers did not patronize unorthodox healtle carvices. The farmers preferred orthodox overtbadox
health care services. Correlation analysis revesilgaificant relationships (p < 0.05) between farshéncome
level (r = 0.15); household size (r = 0.18) andirthetilization of orthodox health-care services.i-Ghuare
analysis showed a significant association (p < 0ldtween farmers’ educational level and utilizatiof
unorthodox health-care serviced 719.48, df = 5). There was a significant differefpe< 0.01) between the
patronage of orthodox and unorthodox health-careicgss by farming households (t = 10.00, df = 39/)e
study concluded that more arable crop farmers im Otate patronized orthodox health-care servicas th
unorthodox health-care services. It was recommertdatd Government should facilitate the establishrmadn
orthodox health-care services in the rural comnesito further increase utilization of availableviees within
the medical sphere.
Keywords: Arable crop farmers, utilization, healthcare

Introduction

World Health Organization, WHO (1948) defined hleadis “a state of complete physical, mental andasoci
well-being and not merely the absence of diseasinfomity”. WHO (1998) realized the need of thd' 4
dimension of health (the spiritual health) to besidered as an important element of health. Tliisated in the
preamble of the WHO Constitution amended where ftiéavas viewed as a dynamic state of complete
physical, mental, spiritual and social well-beimglanot merely the absence of disease or infirmitiéalth was
also defined by Monique (2011) as “the ability tdapt and self manage” in the face of social, plasiand
emotional challenges.

WHO (2005) opined that as a step forward to thereésgoal of health for all in 2015, there is inasang
interest in the development and use of produc&aditional Medicine. Africans often supplement tae they
receive in clinics and hospitals with treatmentsrfrtraditional healers (Fasadhal., 2006; Awah, 2006).
Traditional Medicine is the sum total of all knodtge and practices, whether explicable or not, used
diagnosis, prevention and elimination of physipalychological, mental or social diseases relyinguesively on
past experiences and observations handed downdgemeration to generation whether verbally, in wgtor by
other means (WHO, 2005). Awah (2006) described ificaxil Medicine as practices and approaches thilya
- separately or in combination - plant -,animal-damineral -based medicines, spiritual therapiesnuah
techniques and exercises to diagnose, prevent traad illnesses, or maintain or enhance well-beifor
Africans, Traditional Medicine is a holistic contaphich covers nature, the sociological environmeghether
living or dead and the metaphysical forces in thaverse (Sofowora, 1993; Okunlola, 2007; Mafimisednid
Fakoya, 2007).

Both plants and animals have been used as sourogsdicine since pre-civilization period (Lev, 2Q0Bven in
modern times, animals and plants continue to pfayndispensable role in healthcare. Plant and dnpaes
form important ingredients in preparing medicineBichi can be curative, protective or preventive (@de
1992).

Moreover, a considerable percentage of currenthjlalvie non-synthetic and or semi-synthetic phaeuticals
used in Orthodox Medicine comprises of drugs ogtimg from plants, microbial, animal and mineralises.
Modern scientist medicine referred to as Orthodeedicine here is defined as a professional disapthmat
relies on a body of knowledge, scientific trainingd skills aimed at diagnosis, prevention, treatnzerd
rehabilitation of the physically and mentally sickella, 1992; Badru, 2001; Ewhrudjakpor, 2007; faku,

64



Journal of Biology, Agriculture and Healthcare www.iiste.org
ISSN 2224-3208 (Paper) ISSN 2225-093X (Online) J.L,i_l
Vol.3, No.20, 2013 ||S E

2007). This definition encapsulates such disciglires internal medicine, psychiatry, pediatrics,gsty,
obstetrics and gynaecology, pharmacology among®the

Agrarian, rural dwellers in Nigeria produce abob#®9of locally grown food commodities. The low acgibsity

to and affordability of Orthodox Medicine by rurdivellers and the need to keep healthy to be ecaratimi
productive have led to their dependence on TraditioMedicine. The fact that Traditional Medicine
practitioners’ concept of disease is on a widen@lais-a-vis Orthodox Medicine practitioners hakrinated in
some socio-cultural and magico-religious practiobserved in preparation and use of plant medicioes
farmers’ health management (Mafimisedtial, 2010).

The rural populace, which constitutes about 70%hefcountry’s total population and provides virtyalll of
the nation’s home-produced food, usually has litteno access to quality Orthodox Medicine. In &ddj
disease incidences are higher in the rural areasuse of higher levels of illiteracy, poverty amphdrance
(National Bureau of Statistics, 2006). AccordingWorld Bank (1993), the level of poverty has exédda
significant proportion of the population, espegiailh the rural locales, from accessing modern healte
facilities even when it is available. Poor acces®tthodox Medicine is also compounded by very [mvblic
expenditure on health, amounting to about USD14&O0person per year (source). The inadequacy dfcpub
health infrastructure is one of the major reasoms goor quality service in public health institut®
Consequently, the infant mortality in sub-SahardiicA region is reported to be 55% higher and ditpectancy
about 11 years lower than the rest of the worldis income developing countries (source). Privaiatheare
facilities are comparatively more efficient in texyraf quality of service, but service charges arebfyond the
reach of an average farming household.

The most common ailment affecting farmers is malarich has been reported as leading to drasticctieah in
agricultural productivity (Ajani and Ugwu, 2008).céording to WHO (1992), Malaria is now resistant to
chloroquine therapy. The recommended Atesunate @atibn Therapy (ACT) is hardly ever offered free i
most public healthcare facilities. The average odgsnalaria treatment based on ACT is estimatedet@bout
N1,500 (USD 10.00) inclusive of cost of laborattegts. This is a precise sum for the average Nigdri the
rural areas which are characterized with low hoakkemcomes. A Traditional Medicine therapy for ts@me
ailment will cost on the average N200 or could ebenprocured for free, if the person could collde
medicinal plants and prepare the medication petlyofMafimisebi, et al., 2010).

In view of this, the study was conducted to anafgsmers’ utilization of Unorthodox and Orthodox
health-care services in Oyo State. The specifieahjes were to:

. identify the types of Unorthodox and Orthodox healare services patronized by arable crop farmers.
. ascertain the levels of Orthodox health-care sesvatronized by arable crop farmers.

. Investigate arable crop farmers’ preferred headtteservices.

. determine the extent of utilization of Orthodox dddorthodox health-care services by arable crop
farmers.

Methodology

The study area is Oyo State in south-western gaXigeria. It lies between latitude$ 0’ and §23'North of
the Equator and longitude$ 25'and 4 30’East of the Equator. Oyo State covers a totad lmass of 28,454
square kilometers and bounded by Ogun State irSthéh and Kwara State in the North. To the wesis it
bounded partly by Ogun State and partly by the Ripof Benin, while in the East it is bounded bgud State.

It is made up of 33 Local Government Areas in fdgricultural Zones, namely: lbadan/Ibarapa, Oyo,
Ogbomoso, and Saki and three Senatorial Distrietsialy Oyo Central, Oyo South and Oyo North. The
vegetation pattern of the state is that of raie$bin the south and guinea savannah in the Nohi population
of Oyo State is 5,591,589 (NPC, 2006). Farminghis predominant occupation and based on the pregaili
climatic and soil characteristics, three vegetaiones are identifiable in the state includingftrest, savannah
and the derived savannah. The forest Zone with tetdtive humidity favour the cultivation of treeops such
as cocoa, kola, citrus and oil palm as well aslaraitops like maize, cassava, yam and rice. Arédsnabadan
Zone and up to Fiditi fall within the forest zoriéhe derived savannah zone has a mixture of foressavannah
vegetations, Oyo, Ogbomoso, llora, Fashola, Erumd laanlate fall within this zone. The savannah fago
mainly arable crops such as sorghum, maize, covgrehyam with some pockets of land which can suptpee
crops.

A multistage sampling technique was used to seledile crop farmers for this study. The stagesidel

Stage 1:0ut of the four zones of Oyo State AgriculturaMBlpment Programme (OYSADEP), fifty percent
(50%) of the zones were selected using simple nrargimpling technique. The zones are Ibadan/Ibaraga

Oyo (Tables 1 and 2).

65



Journal of Biology, Agriculture and Healthcare www.iiste.org
ISSN 2224-3208 (Paper) ISSN 2225-093X (Online) lL,i_l
Vol.3, No.20, 2013 ||S E

Stage 2:Twenty percent (20%) of Blocks in the selectedezowere selected using simple random sampling
technique. The blocks selected were ldo, IgboodaGitu.

Stage 3:In the third stage of selection, lists of membafrshe All Farmers Association of Nigeria (AFAN) in
the selected blocks were used to select the resptsmdAs at the time of data collection, the meminérAFAN

in Ido, Igboora, and Otu were 974, 730 and 850 eethyely. Ten percent (10%) of the members in the
Association list was selected using simple randamging technique. That is, 97 members from Ido, 73
members from Igboora and 85 members in Otu makitgfad of two hundred and fifty-five. Out of the 25
farmers sampled, only 200 copies of questionna@geanalyseable, representing 78.4 % response rate.

Data were collected using structured interview guiddministered to 200 arable crop farmers from
Ibadan/lbarapa and Oyo zones of Oyo State AgrialliDevelopment Programme.

Table 1: Zonal structure of OYSADEP, Oyo State

Zones Blocks

Ibadan/lbarapa Ido, Moniya, Idi Ayunre, Akanran, lyana Offa, EglaedEruwa, Igboora and
Ayete

Saki Okeho, Tede, Saki, Ago Amodu, Igbeti and kisi

Oyo Otu, Ojongbodu, Offa meta, Kosobo, Iseyin and Jobel

Ogbomosho Kinira, Arowomole, Ajaawa, Ikoyi-ile and Iresaadu

Table 2: Sample frame

Zones 50% of zones 20% of block in = No of AFAN 10% of AFAN

each zone members in the members selected
Block

Ibadan/lbarapa Ibadan/lbarapa  ldo 974 97

Saki Igboora 730 73

Oyo Oyo Otu 850 85

Ogbomoso
Total 255

Note: AFAN-AIl Farmers’ Association of Nigeria.

Results and discussion

Personal Characteristics of the Respondents

Table 3 indicates that the mean age of the arable farmers was 52.4 years with a majority of thiaiting
within the range of 36-45 years. Thus, many of fdweners were agile and able bodied characterizeéd wi
strength. This result supports the findings of EZ93) that the mean age of rural households athesgarious
states of southeastern Nigeria was 53yaédost of the respondents (93.0%) were male implyived arable crop
farming in the study area is a male dominated venttood and Agriculture Organization, (FAO) (200}ed
that low participation of women in arable crop protion is as a result of their lack of access tditrand
membership in rural organizations which has adWraffected the access of women farmers to agricailt
inputs and technologies. Majority (47.5%) of thependents had no formal education indicating they twere
illiterates. Majority (75.5%) of the farmers earndd00,000—N500,000 per annum. The mean annuahiaco
was-N238,435. This implies that most of the arabtgs farmers in the study area could still be dieed as low
income earners. This is consistent with Mafimigetlal., (2010) who reported that average household indome
most of sub-Saharan African is extremely low coragao that of other developing and developed ecoes.
The mean farm size was 4 hectares with most (63di%)e respondents cultivating 1-5 hectares odllarhis
implies that majority of the farmers owned manadeaizes of farm land. 44.5% of the respondents dad
household size ranging from 5 to 8 persons withnreausehold size of 9 persons. This shows thateiesrim
the study area had a fairly large household sizielwtould in turn serve as an insurance againgdesudrop in
the supply of farm labour. Sukg al., (2002) reported that household size had a grdattooplay in family
labour provision in the agricultural sector. Mafpri87.0%) of the respondents had farming as thgpma
occupation. Oluwatayo (2008) noted that farming tesmajor occupation of respondents in the rumeas of
Nigeria.
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Table 3: Personal characteristics of the respondest(n=200)
Variables Frequency Percentage (%) Mean
Age (years)
<35 15 7.5
36-45 60 30.0 52.44
46-55 49 24.5
56-65 44 22.0
> 65 32 16.0
Sex
Male 186 93.0
Female 14 7.0
Educational level
No formal education 95 47.5
Primary uncompleted 18 9.0
Primary completed 42 21.0
Secondary uncompleted 7 3.5
Secondary completed 27 135
Tertiary education 11 5.5
Income level /annum (Naira)
< 100,000 33 16.5 238,435:00
100,000-500,000 151 75.5
>500,000 16 8.0
Farm size (Hectares)
<1 32 16.0 3.84
1-5 126 63.0
6-10 27 13.5
>10 15 7.5
Household size
1-4 30 15.0 8.67
5-8 89 44.5
9-12 49 24.5
>12 32 16.0
Primary occupation
Farming 174 87.0
Artisan 5 2.5
Trading 13 6.5
Civil service 8 4.0
Secondary occupation
Farming 24 12.0
Artisan 35 17.5
Trading 29 14.5
Civil service 1 0.5
Pensioner 2 1.0
Politics 1 0.5
None 108 54.0

Source: Field Survey, 2012

Types of unorthodox health care services patronizgdarable crop farmers.

As shown in Table 4, the unorthodox healthcare comynpatronized by the farmers include generaliti@ahl
health services (90.5%), herbal care services ¥8pb.&nd ear piercing (85.0%). Other healthcare sesvi
including local orthopaedic care services, menedlth care services, Spiritual Healing Services @hdd
Welfare and Immunization were not commonly patredizby the farmers. The respondents patronized
unorthodox healthcare services for ear piercingigisocal and experienced adult women instead afings
nurses at the maternity centres and general h&spita
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Table 4: Types of unorthodox health care servicesgironized by arable crop farmers.

Unorthodox health care services Patronized Not patronized
Midwifery services (Traditional Birth Attendant) 11(5.5)* 189(94.5)
Local orthopedic care (Bone setters) 1(0.5) 199(99.5)
General Traditional Health services 181 (90.5) 19(9.5)

Herbal care services 171 (85.5) 29(14.5)
Mental health care services 1(0.5) 199(99.5)
Spiritual Healing Services 2(1.0) 198(99.0)
Child welfare and immunization 17(8.5) 183(91.5)
Circumcision 18(9.0) 182(91.0)

Ear piercing 170 (85.0) 30(15.0)

Source: Field Survey, 2012
*Figures in parentheses are percentages

Types of orthodox health care services patronizgdabable crop farmers.

Table 5 shows that most (93.5%) of the respondeatt®nized general medicine for the treatment darsmand
typhoid fever respectively. Ajani and AshagidigBd08) found that among the major diseases thata@ramon
in Africa, malaria is one of the greatest threasirfig development in Africa today. Also, 89.0% gt
respondents patronized ante-natal care, labourdetidery services, while 91.0% and 91.5% of respots!
patronized orthodox healthcare services for cirdgaime and Child welfare and immunization services
respectively. Dental oral hygiene (1.0%), inferfilimanagement services (1.5%) and general surgedy a
orthopedic (9.0%) were the least patronized ortholdealth care services among the farmers. It iraptieat
some of the orthodox health care services enjoygl patronage by the farmers. The finding supptres
assertion of Fujitsu (2008) that patients todayehewuch higher expectations of modern health cavgigers

than they did before.

Table 5: Types of orthodox health care services patnized by arable crop farmers

Variables Patronized Not patronized
Child welfare and immunization services 183(91.5)* 17(8.5)
Circumcision 182(91.0) 18(9.0)
Ear piercing 30(15.0) 170(85.0)
General surgery and orthopedic 18(9.0) 182(91.0)
Dental surgery 65(32.5) 135(67.5)
Dental and oral hygiene (scaling and polishing) 2(1.0) 198(99.0)
Infertility management services 3(1.5) 197(99.0)
Family planning services 155(77.5) 45(22.5)
Ante-Natal services Labour and Delivery 178(89.0) 22(11.0)
General Medicine (For the treatment of Malaria, Agid fever, 187 (93.5) 13(6.5)
etc.)

Source: Field Survey, 2012
*Figures in parentheses are percentages.

Levels of orthodox health care services patronidzgdarable crop farmers.

Table 6 reveals that 97.0% of respondents patrdnizenary health care, 89.5% patronized secondeaytim
care while 6.5% patronized tertiary health cares @kailability of primary health care centres instaillages
could be responsible for the large number of redpots who patronized the primary health care cenféris is
in contrast to findings by Oluwatayo (2008) where tmajority of the households made use of herkalttnent
because they lacked money to pay hospital billgvaitability of nearby government hospitals andsash
conditions got worse before getting to the hosgpital

Table 6: Levels of orthodox health care servicesatronized by arable crop farmers.

Variables Patronized Not patronized
Primary Health-Care 194(97.0)* 6 (3.0)
Secondary Health-Care 179(89.5) 21(10.5)
Tertiary Health Care 13(6.5) 187(93.5)

Source: Field Survey, 2012
*Figures in parentheses are percentages
Arable Crop Farmers’ Preferred healthcare services
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As shown in Table 7, majority (81.0%) of the respemts preferred modern health care services tdtitraal

health care services while just few (29.0%) prefértraditional health care services to modern hecdire
services. This finding supports the report of WHZD05) that since the introduction of modern mewcinto
the Western Pacific Region, traditional medicine lamost cases been rejected by mainstream realices.
Respondents who preferred traditional health camices did so probably because of their affordgbil
accessibility, acceptability, effectiveness andilatdlity.

Table 7: Arable Crop Farmers’ preferred health are services

Variables Preferred Not preferred
Unorthodox health care services 58 (29.0)* 142(71.0)
Orthodox health care services 162(81.0) 38(19.0)

Source: Field Survey, 2012.
*Figures in parentheses are percentages
Frequency distribution of Arable crop farmers sas on extent of utilization of orthodox and unortdox
healthcare services with the mean score and stadadeviation by categorization.
Table 8 shows that 99.0% of the respondents netleaed orthodox and unorthodox health care sewvif®
general surgery and orthopaedic/local bone setgspectively, 99.5% never utilized orthodox and rthmadox
health care services for dental surgery and méwalth care services respectively, while 91.5% @h8% of
the respondents utilized orthodox health care sesvifor child welfare and Immunization services and
circumcision respectively. Nevertheless, 80.5% 30@% of the respondents utilized orthodox and tinoaiox
health care services in general medicine and gerteaditional health care services/herbal care €ase
respectively. This result means that general syrgathopaedic, dental and mental health carertreats are
lacking in most primary health care services logaterural areas. This result is in contrast witlalég (2011)
assertion that common chronic illnesses usuallgték in primary health care may include, for exampl
hypertension, diabetes, asthma, depression ancetgnmback pain, arthritis or thyroid dysfunction.itidv
reference to table 10a, categorization method fiitvodox utilization is computed thus:
X +1S.D, where, mean score (X) = 9.4 to dimdal place
Standard Deviation (S.D) = 1.6 to 1 decimal plac

X+1S.D=94+16=11.0

X-1SD=94-16=7.8

X-2SD=94-2X16=94-32=6.2

Note: Maximum arable crop farmer’s score = 12
Minimum arable crop farmer’s score = 3
From the above, categorization of utilization esoare derived as follows:
. Utilization Scores Less than 6.2
. Utilization scores between 6.2 to 7.7
. Utilization scores between 7.8 to 9.3
. Utilization scores between 9.4 to 10.9
. Utilization scores from 11.0 or above 11.0
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Table 8a: Frequency distribution of Arable crop famers scores on utilization with the mean score and
standard deviation.

Variables Orthodox Unorthodox
Frequently | Occasionally = Never Mean | S.D | Frequently | Occasionally Never Mean
score score
X S.D
X
Child welfare 183(91.5) | - 17(8.5) 1.83 | 0.56  17(8.5) - 183(91.5)
and 0.17
Immunization 0.56
services
Circumcision 182(91.0) | - 18(9.0) 1.82 | 0.57  18(9.0) - 182(91.0)
0.18
0.57
Ear piercing 30(15.0) - 170(85.0 0.30 | 0.72 | 170(85.0) | - 30(15.0)
1.70
0.72
General surgery 2(1.0) - 198(99.0) | 0.02 1(0.5) 1(0.5) 198(99.0)
and 0.20 0.02
orthopedic/local 0.17
bone setting
Ante-natal care, 178(89.0) | - 22(11.0) 1.78 | 0.63 | 22(11.0) - 178(89.0)
labour and 0.22
delivery 0.63
services/
traditional birth
attendant
services
Infertility - 3(1.5) 197(99.0) 0.02 - - 200(100.0 | 0.00
management 0.12 0.00
services
Family planning = 155(77.5) @ - 45(22.5) 155 | 0.84 | - - 200(100.0) 0.00
services 0.00
General 161(80.5) @ 33(16.5) 6(3.0) 1.78 | 0.49 | 38(19.0) 158(79.0) 4(2.0) 0.00
medicine 1.00
/general
traditional
Health care
services /herbal
care
Dental surgery | - 65(32.5) 135(67.5)| 0.33 | 0.47 | - 1(0.5) 199(99.5) 0.00
0.00
Dental and oral | - 2(1.0) 198(99.0)| 0.01 | 0.10| - - 200(100.0 0.00
hygiene (scaling 0.00
and polishing)
Mental health - - 200(100. 0.00 | 0.00 | - 1(0.5) 199(99.5) 0.01
care services 0) 0.00
Total 944 | 155 2.29
1.58

Source: Field Survey, 2012

Frequency distribution and percentages scores ofhodox health care services utilization by arableop
farmers.

Table 8b shows that the frequency distributionrabe crop farmers’ scores on utilization is pesily skewed.
This implies that more arable crop farmers (57.04t5%) fall above the mean (X) = 9.4, which medrat t
majority (71.5%) of arable crop farmers are utiliziorthodox health care services.

70



Journal of Biology, Agriculture and Healthcare www.iiste.org
ISSN 2224-3208 (Paper) ISSN 2225-093X (Online) L'H,i_l
Vol.3, No.20, 2013 ||S E

Table 8b: Frequency distribution of arable crop famers by utilization scores.

Utilization scores categories Frequency Percentage

Less than 6.2 15.0 7.5

6.2t0 7.7 6.0 3.0

7.8t09.3 36.0 18.0

9.4 10 10.9 114.0 57.0

11.0 or above 11.0 29.0 14.5
200.0 100.0

Source: Field Survey, 2012

Relationship between personal characteristics of tharable crop farmers and their utilization of orthodox
and unorthodox health-care services

Findings in Table 9 shows significant relationshipetween farmers’ income level (r = 0.159, p < 0.05
household size (r = 0.181, p < 0.05) and theiizatiion of orthodox health-care services. This iagplthat
farmers’ income level and household size deterrttireutilization of orthodox health-care servicebisTmeans
that farmers who are high income earners could hageater patronage of orthodox health-care ssvithat
is, utilization of orthodox health-care servicespeleds on farmers’ financial status. This is in liwwéh
Awoyemi, Obayelu and Opaluwa (2011) who reportet the utilization of modern health facilities degses
with household size.

Table 9: Relationship between personal characterigts of the arable crop farmers and their utilization of
orthodox health care services.

Variables r p value Decision
Age 0.023 0.749 NS
Income level 0.159 0.025* S

Farm size -0.059 0.411 NS
Household size 0.181 0.011* S

Source: Field Survey, 2012
* Significant at 0.05%
Chi-square analysis results as indicated in TaBlshbws significant relationships between farmedsicational
level ( = 10.833, p<0.05), primary occupatigf € 10.44, p< 0.05) and their utilization of orthadwealth-care
services. This implies that farmers’ educationakleand primary occupation are related farmerdization of
orthodox health-care services. This means thatdeswith a high level of education might patronizéhodox
health-care services more than non-literate famideswise for primary education. This reason cohl that
some farmers who patronized orthodox health-camécgs might have been influenced by other farnieithe
urban areas who have attached importance to \gditospitals whenever the need arises. This sup@ogisnne
(2003) assertion that educated Nigerians are likelflave abandoned most traditional beliefs wipeet to
religion and health and will adapt more easily tedférn medical systems.
Table 10: Relationship between personal charactetiss of the arable crop farmers and their utilization of
orthodox health care services.

Variable y p value Decision
Sex 0.691 0.486 NS
Educational level 10.833 0.054 S
Primary Occupation 10.424 0.015 S
Secondary Occupation 8.303 0.217 NS

Source: Field Survey, 2012
* Significant at 0.05%

Table 11 shows a significant relationship betwesnmérs’ educational leve}q{ = 19.488, p < 0.01) and their
utilization of unorthodox health-care services.sTtesult shows that farmers’ utilization of unodba health-
care services is influenced by their level of edioca For instance, aged farmers who had no fordalcation
might claim that unorthodox health-care servicesehbeen playing a significant role in their healifie.
Therefore, they tend to patronize unorthodox medialue to their low level of exposure. This studgs la
similar result of Grainne (2003) who discoveredt thest illiterate or inadequately educated Nigegistill
continue to adhere strongly to their traditiondldfs.
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Table 11: Relationship between personal charactetiss of the arable crop farmers and their utilization of
unorthodox health care services.

2

Variable X P value Decision
Gender 0.690 0.421 NS
Educational level 19.488 0.002° S
Primary Occupation 10.424 0.067 NS
Secondary Occupation 7.922 0.244 NS

Source: Field Survey, 2012
** Significant at 0.01%

Test of Difference between patronage of Orthodox ahUnorthodox Health-care services by arable crop
farmers

Table 12 reveals that there is a significant déffexe between patronage of orthodox and unorthod@ithicare
services by arable crop farmers (t = -10.003, p64)0 This implies that farmers’ patronage of odbw and
unorthodox health care services are different feach other. This is traceable to the fact that éashchoice of
the health-care services is determined by variabtdh as income, educational level, household size Hence
decisions to use a particular service depend ondhe attached to it by the arable crop farmebss Supports
Oluwatayo (2008) who reported that the majoritytaf household make use of herbal treatment becduaek
of money to pay hospital bills, government hospitathich are not close to their residence and a& suc
conditions might have been worsened before gettirige hospital.

Table 12: Significant difference between the patroage of Orthodox and Unorthodox Health-care services
by arable crop farmers

Variable N Mean @ Standard Standard t df P value Decision
deviation error mean

Patronage of 200 @ 8.45 4,322 0.306 -10.003 | 398 0.0001** S

Unorthodox

Health care

Patronage of 200  12.72 | 4.215 0.298

Orthodox

Health care

Source: Field survey, 2012

** Significant at 0.01%

Conclusion and Recommendations

Some personal characteristics (income, educatienal) established a significant relationship wattable crop
farmers’ utilization of orthodox healthcare sergicevhile educational level influenced the patronage
unorthodox healthcare services by arable crop fexmglso arable crop farmers’ patronage of unorthod
healthcare services has not been totally eradicatade are still using experienced mother in cagyaut ear
piercing of their children instead of patronizingrees in the hospitals. However, a large numberalble crop
farmers preferred orthodox healthcare servicesntmrtbodox healthcare services in the treatment afakif,
typhoid fever etc. Primary healthcare level is vatronized by arable crop farmers followed by seeoy and
tertiary healthcare levels. Most of the arable cfaymers frequently utilized orthodox healthcareviees for
child welfare and Immunization and circumcision viegs while some respondents occasionally utilized
unorthodox healthcare services for herbal cardcasyetc.

The following recommendations are made from thdyst8ince farmers income affect their utilization ofilib-
care services, arable crop farmers should focug morthe income generating activities which coudddh their
income so that their financial stability can enkanbkeir choice of health-care services. Governnséotuld
facilitate the establishment of orthodox healthecaervices in the rural communities to further éase
utilization of available services within medicalhspe. Also, since few arable crop farmers are g#ttonizing
unorthodox health-care services, there is needoftihodox health-care practitioners to collaboratigh w
unorthodox health-care practitioners by organiziagnings in order to better the services of unmdthx health-
care practitioners to the community.

RECOMMENDATIONS

The following recommendations are proffered from skudy:

. Since farmers income affect their utilization ofalib-care services, arable crop farmers shouldsfocu
more on income generating activities which coulddidheir income so that their financial stabilign enhance

their choice of health-care services.
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. Government should facilitate the establishment othamlox health-care services in the rural

communities to further increase utilization of dable services within the medical sphere.

. Also, since few arable crop farmers are still pairimg unorthodox health-care services, there &dne
for orthodox health-care practitioners to collalteraith unorthodox health-care practitioners byamiging
trainings in order to better the services of unmatix health-care practitioners to the community.
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