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Abstract: This research work guided by three research questions interrogated the nature of illness behaviour amongst rural
dwellers in Ethiope East Local Government Area (LGA), of Delta state, Nigeria. A cross sectional survey research design was
adopted for the study with a sample size of 200 study participants selected through a combination of cluster and simple
random sampling techniques. The questionnaire and in-depth interview guide (IDI) were the key instruments for data
collection, while Health Belief Model (HBM) served as the theoretical framework. Quantitative data generated through
questionnaire were analyzed with the Statistical Package for the Social Sciences and presented in frequency tables and simple
percentages; whereas manual content analysis was applied to qualitative data accumulated via interviews. On the other hand,
two hypotheses formulated for study were tested using chi-square test statistics (X?). The study found that the nature/pattern
of illness behavior among rural dwellers at Ethiope East Local Government was reasonably positive characterized by prompt
response and preference of hospital services when ill health occur. It was also found that the prevailing nature of illness
behaviour positively stimulates demand and access to available health services in the area. A major factor affecting illness
behavior of rural dwellers at Ethiope East LGA was their low income level. Other factors include proximity to health centers,
cost of health services and literacy level of the people of the area. The researchers recommended that cost of health services

be reduced to stimulate further positive illness behavior among the people.
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1. Introduction

Iliness behaviour is the term used to describe the way
individuals or social groups respond to abnormal body
signs and symptoms. Obviously, this involves issues such
as how a particular person monitors his or her symptoms,
takes action and uses the health care system. It includes
any behaviour undertaken by an individual who feels ill,
to relieve that experience, or to better define the meaning
of the illness experience. According to Mechanic (1986),
iliness behaviour is concerned with the way people
monitor their bodies, define and interpret bodily
indications, make decisions about needed treatment and
use formal and informal sources of care. Interestingly,
illness behaviour begins prior to the use of services and
shapes decisions about whether to seek care and what
pathways to follow. Over the years, there has been
growing literature on types and factors affecting illness
behaviour (and the determinants of health service
utilization), especially in the context of developing
countries like Nigeria. With respect to types of illness
behavior, some individuals on slight experience of minor
physical or mental symptoms turn to the medical care
system for help; while others may turn to self-help
strategies, faith based clinics, traditional healers, quacks,
among other options. Some others may also decide to
dismiss the symptoms or are reluctant to bother
themselves with even quite severe problems. It is also
possible that the same person over quite a short time-span
can react and behave in very different ways. This suggests

that the way individuals react to illness varies
considerably with time, space, personality type and from
culture to culture. Some people are stoical in the face of
iliness, and yet others react hypochondriacally. Individuals
who when they evaluate their state of health as abnormal
or unusual but remain reluctant to seek prompt medical
action, are described as having ‘negative illness behavior’.
Such individuals are often undecided about what to do, or
where to go when they experience illness. This is unlike
those with ‘positive forms of illness behavior’ who
promptly attend to illness situations by adopting any of the
pathways to health.

2. Problem Statement

Men are known to exhibit negative illness behavior more
than women. Most studies of illness show that women go
to doctors more readily and more frequently than do men.
Perhaps there are real sex differences with respect to many
diseases (i.e. some are common in women than men).
Also, women have lower threshold of tolerance to
symptoms and may be more concerned that they keep
sound health because of considerable pressure on them to
maintain family and home life. They are also culturally
conditioned within the patriarchal structure of Nigeria’s
socio-cultural setting to obligatorily clear with an
authority figure in the home before proceeding to the
health system. Such clearance which serves as morale
booster and the fact that they do not bear the cost of
services constitute limited hindrances or considerations
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they must be disposed on their way to access health
services. On the part of men, the hindrances are too
numerous and includes bearing the cost of treatment,
feeding and upkeep of the entire family. Nonetheless,
Mechanic (1986) has also reported that young girls use
child school healthcare systems more than young boys
even when they are enrolled in same school. Thus, as with
other types of human behaviour, many social and
psychological factors intervene and determine the type of
iliness behaviour expressed by the individual. For
instance, the importance of age and gender in illness
behavior cannot be over emphasized. Iliness behaviour, as
manifested in the use of medical services is far more
positive among women than their male counterparts as
already stressed. Bierenbaun (1984) has also linked illness
behaviour variations to ethnicity, education, family
structure, and social networks. Other implicated factors
are health care coverage, insurance and various contexts
like culture, location of health services, cost of health
services, educational background, religion, whether illness
is of chronic or acute type, the individual’s perception of
the illness situation among others (Bierenbaun 1984;
Steen and Mozarede, 1999) Very importantly, illness
behaviour is highly related to socio-economic status.
According to Steen and Mozarede (1999), classic studies
done in the 1950’s strongly demonstrated that socio-
economic class influenced how symptoms were acted on,
with lower-class individuals (lower in socio-economic
status) most likely to delay seeking professional health
care even when presented with severe symptoms.
Furthermore, Anderson (1963), and Sheran andAbraham
(1996) have considered the different perspectives of
iliness behaviour held by individuals and healthcare
practitioners. The differing worldviews of patients and
practitioners are now seen as highly relevant to illness
behaviour. David Mechanic, a pioneer in the study of
iliness behaviour, best summarized the current perspective
on illness behaviour: According to him, illness behaviour
arise from complex causes, including biological
predispositions, the nature of symptoms, learned patterns
of response, attitudinal predispositions, situational
influences, and the organization and incentives
characteristics of the healthcare system that affect access,
responsiveness and the availability of secondary benefits
(Mechanic, 1995). Consequently, health promotion
programs worldwide have long been premised on the idea
that providing knowledge about cause of ill health and
choices available will go a long way towards promoting a
change in individual behaviour towards more beneficial
illness behaviour. (Sheeran P and Thraham, C; 1996).
However there is a growing recognition, in both
developed and developing countries, that providing
education and knowledge at the individual level is not
sufficient in itself, to promote a change in behaviour.
Instead providing knowledge at the societal level and
trying to ascertain and comparing factors that influences
the illness behaviour of members of the society, will be
sufficient to promote a change in behaviour, hence this
study. The problems of this study include the heavy loses
of human and material resources that could be occasioned
by prolonged or poorly managed illness situations. There
is the problem of low public enlightenment on appropriate
iliness response especially among rural dwellers. The
study is therefore interested in explaining the behaviour of
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rural dwellers at Ethiope East LGA, towards illness
situations. It is also interested in understanding how health
services are utilized and the factors that influence illness
behavior in Ethiope East LGA of Delta State. Against the
above background, the present study on the illness
behaviour amongst rural dwellers in Ethiope East LGA
has both theoretical and practical significance. The study
constitutes a veritable instrument toward enriching
knowledge on illness behaviour as well as to help policy
makers in addressing challenges that impede adoption of
appropriate of appropriate illness behavior in the study
area and beyond. This is with a view to make healthcare
delivery accessible to and affordable to all irrespective of
location.

3. Research Questions

1. What are the major patterns of illness behaviour
amongst rural dwellers of Ethiope East Local
Government Area of Dealta State?

2. In what ways do existing patterns of illness behaviour
in Ethiope East Local Government Area affect access
to health services and health status of the people?

3. What are the major social factors affecting illness
behaviour of the people of Ethiope East Local
Government Area of Delta State?

4. Theoretical Framework

Health Belief Model (HBM) developed by Irwin M.

Rosenstock in (1966), for studying and explaining uptake

of health services was adopted as theoretical framework

for this study. The model was furthered by Howard

Becker and colleagues in the 1970s and 1980s with

subsequent amendments by late 1988 to accommodate

emerging evidence generated within the health community
about the role that knowledge and perception play in
personal responsibility or uptake of health services.

Originally, the model was designed to predict behavioural

response to the treatment received by acutely or

chronically ill patients, but in recent years, the model has
been used to predict more general health behaviour. The
core assumptions, proposition and statement of health

belief model are based on the understanding that a

person’s willingness to take a health action or change

direction is hinged on his knowledge, attitude, perceptions
and belief system. They are also hinged on four
perceptions as follows:

a. Perceived susceptibility (an individual’s assessment
of their risk of getting the conditions preached
against).

b. Perceived severity (an individual’s assessment of the
seriousness of the condition, and its potential
consequences).

c. Perceived barriers (an individual’s assessment of the
influences that facilitate or discourage adoption of the
promoted behaviour).

d. perceived benefits (an individual’s assessment of the
positive consequences of adopting the behaviour).

A variant of the model include the perceived costs of
adhering to prescribed intervention as one of the core
beliefs. Also, constructs of mediating factors were later
added to connect the various types of perceptions with the
predicted health behaviour.
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1. Demographic variables (such as age, gender,
ethnicity, occupation).

ii. Socio-psychological variables (such as social
economic status, personality, coping strategies).

iii. Perceived efficacy (an individual’s self assessment of
ability to successfully adopt the desired behaviour).

iv. Cues to action (external influences promoting the
desired behaviour, may include information provided
or sought, reminders by powerful others, persuasive
communications, and personal experiences).

v. Health motivation (whether an individual is driven to
stick to a given health goal).

vi. Perceived control (a measure of level of self-
efficacy).

vii. Perceived threat (whether the danger imposed by not

undertaking a certain health action recommended is
great).
The prediction of the model is the likelihood of the
individual concerned to undertake recommended
health action (such as preventive and curative health
actions).

The health belief model was chosen as the theoretical
framework because to a large extent, it best explains the
concept of illness behaviour, since illness behaviour
simply describes’ the way in which symptoms are
perceived, evaluated, and acted upon by a person who
recognizes some pain, discomfort or other signs of organic
mal-function (Mechanic and Volkart 1961). In other
words, health belief model focus on the role that
knowledge, belief, perception and attitude play in personal
responsibility, and in decisions and actions towards a
disease or health service. The knowledge an individual has
will influence the way in which symptoms are perceived,
evaluated and acted upon. In further studies on HBM by
Howard Becker, he emphasized on the utilization of health
services and what prompted people to patronize such
health services. Since the health belief model is a
framework that tends to emphasize the role that
knowledge, belief, perception and attitude plays in
personal responsibility, decisions and actions toward
disease or health services, it is very useful in
understanding illness behaviour of rural dwellers in
Ethiope East Local Government Area of Delta State. It is
particularly relevant in explaining their thoughts,
behaviour and actions towards attaining good health.

5. Study Hypotheses

The following hypotheses were put forward to guide in

this research work.

i. There is a significant relationship between age of
respondents and form of illness behavior they adopt.

ii. There is a significant relationship between level of
educational attainment of respondents and the form of
illness behavior they adopt.

6. Materials and Methods

The study was located at Ethiope East LGA, covering an
area of 380 km? which is one of the eighteen (18) Local
Government Areas of Delta State. The area is occupied by
Urhobo speaking Nigerians who are predominantly
farmers, rubber tappers, fisher men and women, traders. A
few people of the area also work at the Local Government
Area headquarters located at Isiokolo community. Each
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autonomous community in the area has its own Ovie
(king) who is answerable to the Chairman of the Local
Government who in turn is answerable to the Governor of
the state. The population of study constituted of all adults
drawn from the total population of Ethiope East LGA
which stood at two hundred thousand, seven hundred and
ninety two persons (200,792) as at Nigeria’s 2006 national
population census. The study employed a survey research
design whereby a sample of the population was studied
but the result obtained is applicable to the entire
population. The sample size was made up of two hundred
(200) respondents, which is adequate for applicable
statistical tool of analysis employed and constitutes a fair
representation of rural dwellers in the area. Cluster
sampling technique was adopted in selecting the study
participants. All the communities in the LGA were
considered as clusters from which four (4) were picked.
All the villages in the four (4) communities were further
drawn from which four villages were picked. The four
villages selected included Okpara Inland, Ovu Inland,
Oviorie and Isiokolo villages. The routes in each village
were further listed and by simple random sampling
technique, two (2) routes were selected from each village.
Since the compounds on the routes were not numbered,
the researcher had to serially number them and thereafter
selected twenty five compounds (by selecting compounds
bearing odd numbers) in each route. Furthermore, to
reach/enlist respondents from selected compounds, the
researcher randomly selected one adult respondent
(whether male or female) from each compound. This gave
a total of two hundred (200) respondents. Respondents
who were interviewed were purposively chosen.
Questionnaire schedule and in-depth interview (IDI) guide
were the instruments used for data collection. The
guestionnaire was used to collect quantitative data while
the interview was used to collect qualitative data. The
questionnaire contained both structured and unstructured
questions. The questionnaire was divided into two
sections. Section A sought for personal data of the
respondents such as age, religion, occupation, level of
formal education, and gender while section B specifically
addressed substantive issues of the research. The interview
contained only unstructured or open ended questions. The
interviews were conducted in vernacular. The
questionnaire and in depth interview were administered by
the researchers with help of two assistants over a three
weeks period. The Statistical Package for the Social
Sciences was used for analysis of quantitative data and
presented in frequency tables and percentages. The study
hypotheses were tested using the chi-square test statistics.
On the other hand, the recorded interviews were
transcribed, translated, and cleaned after which manual
content analysis with emphasis on themes or objectives of
study were adopted.

7. Data Analysis and Findings

A total of two hundred (200) questionnaires schedules
were distributed but after data cleaning, only one hundred
and ninety nine (199) were properly filled and thus used
for analysis.
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Table 1: Distribution of Respondents by their Socio-
Demographic Characteristics

Social
g[;)r?an;;ﬁ-ic Responses Frequency Percent
Variables
Age 10-19 16 8.0
20-29 79 39.7
30-39 35 17.6
40-49 31 15.6
50-59 17 8.5
60-69 11 55
70 and above 9 4.5
Sub total 198 99.5
No response 1 5
Total 199 100.0
Sex (Gender) Male 103 51.8
Female 94 47.2
Sub total 197 99.0
No response 2 1.0
Total 199 100.0
elaiows | christianity 178 89.4
Islam 7 3.5
Traditional
African 13 6.5
religion
Sub total 198 99.5
No response 1 5
Total 199 100.0
Level of | First School
education leaving 38 19.1
attained Certificate
Senior
Secondary
School 84 42.2
Certificate
Examination
First Degree
and above 64 323
None of the 12 6.0
above
Sub total 198 99.5
No response 1 5
Total 199 100.0
Occupation Civil servants 41 20.6
Trader 39 19.6
Farmer 28 14.1
Teacher 28 14.1
Avrtisan 4 2.0
Student 58 29.1
Sub total 198 99.5
No response 1 5
Total 199 100.0
Sl\tﬂa?lrjlstal Single 89 447
Married 96 48.2
Separated 4 2.0
Divorced 3 15
Widowed 6 3.0
Sub total 198 99.5
No response 1 5
Total 199 100.0

Table 1 show that 79(39.7%) constituting the majority of
the respondents are within the age bracket of 20-29 years.
The mean age of respondents is 32.5 years old. It could be
seen also that 103(51.8%) of the respondents are males
while 94(47.2%) of the respondents are females.
Similarly, 178(89.4%) of the respondents are Christians
while 13(6.5%) are traditionalists. Only 7(3.5%) of the
respondents are of Islamic faith. Majority of the
respondents (84 or 42.2%) have the Senior Secondary
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School Certificate Examination, as their highest level of
educational attainment. Occupational disposition of
respondents cut across students (29.1%), civil servants
(20.6%), traders (19.6%), farmers (14.1%), and teachers
(14.1%) Table 1 also shows that majority of the
respondents are married.

7.1 Analysis of Research Questions

The researcher asked four questions to guide the course of
the research work. These questions are re-stated and
analyzed accordingly.

Research Question 1: ‘What are the major patterns of
illness behaviour amongst rural dwellers of Ethiope East
Local Government Area of Delta State?” The findings are
shown on tables 2, 3 and 4 below.

Table 2: Distribution of respondents by their view on how
they recognize that they are sick.

Responses Frequency Percent
Immediately the
Symptoms arise 106 533
Some days after the
symptoms arise 76 38.2
After a long time when
their ~ condition is 15 75
severe
I don’t know -
No response 2 1.0
Total 199 100.0

Table 2 shows that 106(53.3%) of the respondents
recognize that they are sick immediately t symptoms arise,
while 76(38.2%) of the respondents notice they are sick
some days after the symptoms arise. The implication is
that majority of the respondents are prompt at recognizing
suggestive signs and symptoms of ill-health when they
arise.

Table 3: Distribution of respondents by their opinion on
what they do when they notice symptoms of illness.

Responses Frequency Percent
Visit the

hospital 119 59.8
Tell family

members 39 19.6
Visiting

traditional care 36 18.1
givers

None of the 4 20
above

I don’t know - -
No response 1 5
Total 199 100.0

Table 3 show that 119(59.8%) of the respondents visit the
hospitals when they notice symptoms of illness; 39(1.6%)
of the respondents prefers telling family members, 36
(18.1%) of the respondent visits traditional care givers.
Only 4(2.0%) do not do anything when confronted with
illness situation.  This shows that majority of the
respondents have positive illness behavior and prefer to
visit the hospital when they notice symptoms of illness.
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Table 4: Distribution of respondents by their view on
major routine actions they take even in the absence of
symptoms in order to maintain good health.

Responses Frequency Percent
Regular  medical

check-ups 149 4.9
Regular exercises

and good nutrition 48 241
Avoidance health 1 5
risks like tobacco )
Don’t bother

about my health - -
except when sick

No response 1 5
Total 199 100.0

Table 4 shows that 149(74.9%) of the respondents
maintain good health through regular medical checkup,
while 48(24.1%) of the respondents undertake regular
exercises and good nutrition. No respondent accepted that
he/she does not bother about health except when sick.
Again, the table is a proof of Ethiope East LGA positive
illness disposition.

Research Question 2: In what ways do existing patterns
of illness behaviour in Ethiope East LGA affect access to
health services and health status of the people?

Table 5: Distribution of respondents by their views on
how existing patterns of illness behaviour in Ethiope East
LGA affect access to health services in the area.

Responses Frequency Percent
Positively stimulates

demand and access

to available health 189 950
services

Negatively

stimulates demand

and access  to 9 4.5
available health

services

Don’t know - -

No response 1 5

Total 199 100.0

Table 5 indicates that 189(95.0%) of the respondents
thinks that the peoples prompt responses to illness and
preference of hospital visits have positively stimulates
demand and access to available health services , while
9(4.5%) of the respondents think otherwise.

Table 6: Distribution of respondents by their views on
how existing patterns of illness behaviour in Ethiope East
LGA have affected health status of the people.

Responses Frequency Percent
Positively affected health 189 95.0
status of the people
Negatively affected health

9 45
status of the people
Don’t know - -
No response 1 5
Total 199 100.0

Table 6 indicates that 189(95.0%) of the respondents
thinks that the peoples prompt responses to illness and
preference of hospital visits have positively affected their
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health status, while 9(4.5%) of the respondents think
otherwise.

Table 7: Distribution of respondents by their opinion on
why it is necessary to seek medical care once they notice
symptoms of illness.

Responses Frequency Percent
It will prevent the
sickness from 137 68.8

becoming severe.
It will save my

money and time 27 36
It will increase my

chances of 26 13.1
recovering fast.

Don’t know - -
No response 9 4.5
Total 199 100.0

Table 7: shows that 137(68.8%) of the respondents seek
medical care once they notice symptoms of illness because
of their belief that it will prevent the sickness from
becoming severe.

Research Question 3: What are the social factors
affecting illness behaviour of the people of Ethiope East
Local Government Area of Delta State? The responses
are presented in tables 8 and 8 below.

Table 8: Distribution of respondents by their views on
whether there are social factors affecting their illness
behaviour or preventing them from seeking medical care
once they notice symptoms of illness.

Responses Frequency Percent
Yes 154 774

No 44 22.1
Don’t know - -

No response 1 5
Total 199 100.0

Table 8 shows that 154(77.4%) of the respondents
affirmed that there are social factors that prevents them
from seeking medical care when symptoms of illness are
noticed, while only 44(22.1%) had contrary opinion.

Table 9: Distribution of respondents by their view on
major social factor that prevent them from seeking
medical care when symptoms of illness are noticed.

Responses Frequency Percent
Income level 111 44.2%
Location

INearness of 71 28.3%

health centers
Cost of health

. 58 23.1%
services
Lack of awareness 7 2.8%
Literacy level 4 1.6%
Total 251 100%

Table 9 shows that 111(44.2%) of the respondents,
constituting the majority saw their income level as
constraining their illness behavior and restricting them
from seeking medical care when symptoms of illness are
noticed. The other factors in there order of importance are
also revealed by Table 8.

Volume 1 Issue 5, November 2017

Wwww.ijarp.org




International Journal of Advanced Research and Publications

N 1JARP

ISSN: 2456-9992

7.2 Test of Study Hypotheses
Details of test of the two hypotheses postulated for this
study are shown hereunder:

Study Hypothesis 1: “There is a significant relationship
between age and illness behaviour among rural dwellers in
Ethiope East Local Government Area”. Data on table 10
formed the basis for testing hypothesis. 1.

Table 10: Relationship between age and illness behaviour
among rural dwellers in Ethiope East Local Government

Table 11: Relationship between level of educational
attainment and illness behaviour among rural dwellers in
Ethiope East Local Government Area.

Area.
What do you do when you notice symptoms
of illness (Illness behavior)?
Age
Visit Telling Visit None
the trado-
.. | your of the | Total
hospit family care above 2
al givers X
(18,N=198)
=33.830
P<..013
10-19 10 4 1 1 16
20-29 49 24 5 1 79
30-39 22 4 9 0 35
40-49 20 3 7 1 31
50-59 10 0 6 1 17
60-69 5 2 4 0 11
70
and 3 2 4 0 9
above
Total 199 39 36 4 198

What do you do when you notice this

symptom of illness (illness behaviuor)?
Highest
level of
education
attained Visit

isi
Visit the Tell trado- None Tot
. your of the 2
hospital famil care above al X
Y givers (9N=198)
=53.929

First School P<.000
Leaving 13 6 19 0 38
Certificate
Senior
Secondary 49 20 13 2 84
School
Certificate
First degree 50 12 2 0 64
and above
None of the 7 1 2 2 12
above
Total 119 39 36 4 198

The computed value of chi-square is 33.830 while the
table value of chi-square at 0.05 level of significance with
a degree of freedom (df) of 18 is 28.869. Since the
computed chi-square value is greater than the critical
value, the researchers accepted the alternative hypothesis.
It follows therefore that there is a significant relationship
between age and illness behaviour among rural dwellers in
Ethiope East Local Government Area.

Study Hypothesis 2: “There is a significant relationship
between level of educational attainment and illness
behaviour among rural dwellers in Ethiope East Local
Government Area”. Data in table 11: formed the basis for
testing hypothesis 2.

The computed value of chi-square is 53,929 while the
table value of chi-square at 0.05 level of significance with
a degree of freedom (df) of 9 is 16.919 since the computed
chi-square value is greater than the table value, the
researcher accepted the alternative hypothesis. It implies
that there is a significant relationship between level of
educational attainment and illness behaviour among rural
dwellers in Ethiopse East Local Government Area.

8. Discussion of findings

Based on the analysis done on the responses to the
questionnaire schedule, illness behaviour amongst rural
dwellers in Ethiope East LGA of Delta State was
evaluated. It was observed that the people of Ethiope East
L.G.A have positive illness behaviour. This is shown by
the number of those who are promptly recognized
suggestive signs and symptoms of ill-health and follow it
up with hospital visit. Data from the interview also
collaborated findings from questionnaire to the extent that
the people respond positively when confronted with
iliness situation. Therefore research question one, which
set out to find the major patterns of illness behaviour
amongst rural dwellers of Ethiope East LGA of Delta
State has been answered. Secondly, major reason for the
people’s positive disposition toward illness or for seeking
prompt medical care when symptoms of illness were
noticed was to prevent the sickness from becoming severe.
This reasoning is in consonance with health belief model’s
postulation that uptake of services is influenced by
perceptions, socialization and experiences at the disposal
of individuals. Accordingly, the people’s form of response
which is reasonably positive has affected their access to
health services and health status positively. As shown on
Table 3, majority of them prefer the orthodox option of
treatment. This finding contrast with Omorodion, (1993)
in her study on the socio-cultural context of illness
behaviour among Esan communities, in Edo State of
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Nigeria who found out that traditional health facilities
were patronized more than the orthodox care givers. Other
findings reveal that the major social factor affecting illness
behaviour of the people of Ethiope East LGA was low
income. Table 8 shows that 44.2% of study participants
attest to this. Other factors they listed include; income
level, nearness to health centers, cost of health services,
lack of awareness and literacy level. An opinion leader
interviewed frowned at the situation where an individual
earns ten thousand naira monthly and wondered how such
persons could settle hospital bills when faced with illness
situation. The assertion fully supports the fact that line low
income level constitute a hindrance to seeking medical
care bearing in mind that the area of study is a rural setting
with large farmers population who work with crude
implements. Above findings are similar to those of
Suchman Edward (1965b) in a study carried out in the
Washington Heights Health District of NewYork City,
where he found that differences in economic status, social
network and knowledge of medicine inform illness
behaviour.

9. Conclusions

This research work was conducted to find out the nature
and social factors affecting illness behaviour amongst
rural dwellers in Ethiope East LGA. Two hypotheses
were also tested in the course of study. It was found that
rural dwellers in Ethiope East LGA generally have
positive illness behavior and usually visit the hospital
when they encounter symptoms of illness. However, low
income is a major factor that affects their illness
behayiour. The hypotheses that were tested all showed
significant relationships between variables examined. This
means that there is a significant relationship between age
and illness behavior on one hand, as well as between
educational attainment and illness behavior in Ethiope
East Local Government Area of Delta State. In view of
above findings, the researchers are convinced that positive
iliness behavior and satisfactory health status on
sustainable basis are achievable at Ethiope East LGA of
Delta State, Nigeria, particularly if understated
recommendations are implemented.

10. Recommendations

Based on the research findings, the researchers put

forward the following recommendations:

a. Positive illness behaviour should be sustained by the
government and stake holders in this community.
This could be achieved by provision of more health
facilities by corporate organizations, religious groups,
non-governmental organizations and the government.

b. Awareness/ enlightenment campaign should be
organized regularly to enable the people to fully
appreciate and consolidate on their positive illness
disposition and visit to hospitals for treatment and
medical checkup. The community, as well as local,
state and federal governments should be partners in
this awareness creation project.

c. The government should strengthen and bring health
insurance scheme to the reach of all. This way, the
limitations imposed by low income on easy access to
health services will be eliminated.

d. Government should provide good jobs for the people
which will lead to them being paid good salaries that
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could be used to pay for their hospital bills( when
they go for treatment), especially in the absence of
fully functional health insurance scheme for rural
dwellers

e. Education for all should be ensured. For a society that
is educated, have better chances of responding
positively to illness situations and health needs.

f.  The available health care system (primary health care
system) should be improved

g. The cost of health care services should be made as
cheap as possible, considering that the area in
question is a rural one.

h. Finally, the researchers also recommend that
individuals, corporate bodies, Non Governmental
Organizations and government agencies should co-
operate with the health care givers to ensure adequate
and effective health care delivery to the rural dwellers
at Ethiope East LGA as part of strategy to sustain
appropriate illness behavior among the people..
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