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Abstract - This study investigated differences in farm productivity of women farmers using different healthcare services in 

Niger Delta Nigeria. Two hundred and sixteen female farmers were randomly selected from 18communities in three states in 
Niger Delta, Nigeria. Descriptive statistics and ANOVA were used to determine the correlation between farm output and 
healthcare options used by farmers. Post hoc testing was used to identify variables with significant association. Result 
showed that 41.7% of farmers had not suffered from any ill health. It was observed that 32.4% had malaria, 8.8% typhoid, 
4.6% malaria and typhoid and 2.8% suffered others health problems. It was found that 43.5% useda combination of 
government and private healthcare services for treatment. Only 10.2% were aware of the National Healthcare Insurance 
Scheme (NHIS) and the rest (89.8%) were unaware of it. Data showed that the mean farm output of self-farmers was higher 
and significantly different from other healthcare users. There was no significant difference in the mean output of farmers 

who used short-term and long-term treatment, but their mean output lower than those that had no sickness. There is a need to 
provide and improve quality healthcare delivery system to enhance farmers‟access and therefore their health and wellbeing. 
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I. INTRODUCTION 

 

Utilization has been  defined[1] as the outcome of the 

interaction between health professionals and patients. 

[2] Described it as the production of health service by 

physicians. However, [3] viewed suggested that 

utilization of a health care system, public or private, 

formal or non-formal, may depend on socio-

demographic factors.  

 

It has been suggested [4] that usage of health services 

(including in-patient care, physician visits, and dental 
care) is determined by three dynamics such 

aspredisposing factors, enabling factors, and need. 

For instance, an individual who believes health 

service is an effective treatment for ailment is more 

likely to seek care. Enabling factors could be family 

support, access to health insurance, and one's 

community. The pattern of use of private sector 

allopathic health facilities is still higher in developing 

countries. It was reported by [5] that availability of 

transport, physical distance of health facility, and 

time taken to reach the facility undoubtedly influence 
health seeking behaviour and health service 

utilization. 

 

It has been said [6] that under-utilization of the health 

service in public sector has been almost a universal 

phenomenon especially in developing countries.[7] 

Reported  that cross-country comparative micro-data 

from 18 Sub-SaharaAfrica country studies showed 

that considerable inequalities in healthcare use exist 

and vary across countries. Healthcare use in Nigeria 

is characterized by several factors. It has been viewed  

[8],[1] that some of the problems inhibiting proper 
utilization of healthcare services in Nigeria include 

non-availability, inaccessibility, and high cost of 

medical care. It was found that distance to healthcare 

service, quality of treatment, cost of treatment, the 

availability of healthcare service, type of healthcare 

and method of financing them significantly 

influenced utilization among farmers. The report of 

[9] on non-utilization of public healthcare facilities in 

India indicated that respondents‟ education, economic 

status and standard of living were significant 

predictors for non-utilization of public healthcare 

facilities. Similar studies  [10], [11]  stated that 

„factors that prevented women from receiving or 
seeking health care during pregnancy and childbirth 

include inadequate service, poverty, distance, lack of 

information, and cultural practices‟.  Several studies 

[12], [13], [14], [15],[16] have been reported on 

healthcare service utilization in developing countries 

but not much of those were focused on farm output 

especially among women farmers in Nigeria. It is in 

this background that this study was designed to 

investigate differentials in women‟s farm productivity 

and healthcare service use in Niger Delta Nigeria. 

 

II. METHOD 

 

Study Area 

This study was carried out in Niger Delta, Nigeria. 

The region is situated in the southern part of Nigeria. 

It is bordered to the south by the Atlantic Ocean and 

to the east by Cameroon,  occupies a surface area of 

about 112,110 square kilometers, and  represents 

about 12% of Nigeria's total surface[17]. The 

estimated regional population is nearly 30 million 

people with an estimated 13,329 settlements [18], 

[19].   
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Fig 1: Map of Niger Delta, Nigeria 

 

Sampling Procedure and Sample Size 

A multi-stage sampling procedure was 

usedinthreestates in the Niger Delta. Two Local 

Government Areas (LGAs) were chosen from each of 

the three states; AkwaIbom, Delta and Rivers States 

giving a total of six LGAs. Three communities were 

selected from each LGA constituting 18 communities 
and lastly 12 women farmers were selected from each 

community making a sample of 216 farmers in total. 

The study used both primary and secondary data. 

Primary data were collected in 2017 using 

questionnaires and interviews.  Questions asked 

includedthose onsocio-economic characteristics such 

as; age, marital status, level of education, household 

size, and farming experience). Questions were also 

asked on types of sickness suffered, healthcare 

sources used for treatment, farm size cultivated, types 

of crops grown and quantity of crop harvested in 
2017 cropping season. 

 

Methods of Data Analysis 
The objectives of the study were pursuedusing 

descriptive statistics such as mean and percentages 

using SPSS software. Firstly types of healthcare 

services available for farmers were identified and 

distribution of numbers of times used was also 

determined. Mean differences of the farm size and 

output cultivated and produced by the farmers were 

compared with various healthcare options used by the 

farmers. One Way ANOVA was firstly used to 

determine mean differences between and within 

groups and post hoc testing was used to determine the 

exact user option that produced yield difference that 
is significantly different from others. The Scheffe test 

was also used to detect further differences in the 

healthcare options used by the farmers. 

Mean, standard deviation and t-value were used to 

compare mean differences of various categories and 

cross-tabulation while ANOVA was used to 

determine the differences in yield and healthcare 

services used. 

 

III. RESULTS AND DISCUSSION 

 
The results in Table 1 showedthat 37.5% of the 

farmers attended secondary school and 22.2% of 

them had no formal education. It was observed that 

only 10.2% of the people were aware of the 

NHISprogrammewhile 89.8% were unaware of it. 

The results showed that 22.7% reportedinsufficient 

fund as being responsible for their inability to register 

with NHIS scheme.  
  

Table 1 Socioeconomic characteristics result 

Variables Frequency Per cent 

Level of education   
No formal education 48 22.2 

Attended primary school 66 30.6 

Attended secondary school 81 37.5 

Attended any higher institution 21 9.7 

Household size   

1-5 persons  105  48.6 

6-10 persons  98  45.4 

11-15 persons   13 6.0 

Marital status   
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Married 157 72.7 

Otherwise 59 27.3 

Head of household   
Otherwise 150 69.4 

Female 66 30.6 

National Health Insurance Scheme (NHIS) 

Awareness 

  

Yes 22 10.2 

No 194 89.8 

Total 216 100 

Reasons not enrolled in NHIS   

No reason 2 .9 

Insufficient finance 49 22.7 

Lack of NHIS awareness 153 70.8 

Lack of interest in the scheme 8 3.7 
Travel distance from residential homes 4 1.9 

Sickness types suffered by the respondents   

No Sickness 90 41.7 

Long term sickness (malaria, typhoid, rheumatism, 

eye problem, high  blood pressure, stroke) 

110 50.9 

Short term sickness (measles. headache, cough, 

diarrhoea, chicken pox, body pain) 

16 7.4 

Healthcare services used   

Self-medication 13 6.0 

Private hospital only 42 19.4 

Government  hospital only 17 7.9 
Government  & private healthcare services 94 43.5 

Traditional & others 50 23.1 

Crop Types   

Cassava sole 31 14.4 

Maize sole & cassava sole 40 18.5 

Okra sole 28 13.0 

Yam/cassava/maize 37 17.1 

Cassava/maize 38 17.6 

Others 42 19.4 

Total 216 100.0 

 

The result in Table 1 also showedthat 50.9% suffered long-term diseases(malaria, typhoid, rheumatism, eye 

problem, high blood pressure, stroke) while 7.4% suffered short term diseases like measles (headache, cough, 
diarrhea, chicken pox, body pain). In terms of healthcare services used by farmers, 43.5% of them sought 

medical treatment using a combination of government and private healthcare services and only 6% used self-

medication.  
Table 2: Farm yield mean differences of healthcare service types 

 Sum of Squares df Mean Square F Sig. 

Between Groups 36590248.103 4 9147562.026 10.947 .000 
Within Groups 176310113.729 211 835592.956   

Total 212900361.832 215    

 

The result in Table 2 showed that yield differences between groups is higher than yield differences within 

group. This means that the null hypothesis of no difference in farm output of farmers using different options of 

healthcare services can be rejected.  A significant value of 0.000indicates that there is abasis forrejecting the null 

hypothesis. Post hoc testing will show actual variables with significant differences in mean output. 
Table 3 Multiple Comparison of mean farm yields of farmers using different options of healthcare services 

(I) Health.Util2 (J) Health.Util2 Mean 

Difference (I-J) 

Std. Error Sig. 95% Confidence Interval 

Lower 

Bound 

Upper 

Bound 

Self-medication 

Private HCS 1308.62637* 290.12317 .001 407.0129 2210.2398 

GovtHCS 1859.59276* 336.79208 .000 812.9467 2906.2388 

Govt& Private HCS 1697.13625* 270.49153 .000 856.5319 2537.7406 



International Journal of Management and Applied Science, ISSN: 2394-7926                                                 Volume-4, Issue-7, Jul.-2018 

http://iraj.in 

Does Farm Output Differ Among Women Farmers using Healthcare Service Options in Niger Delta, Nigeria? 

 

87 

Traditional  HCS& 

others 

1488.10923* 284.58433 .000 603.7088 2372.5097 

Private HCS 

Self-medication -1308.62637* 290.12317 .001 -2210.2398 -407.0129 
GovtHCS 550.96639 262.76909 .358 -265.6390 1367.5718 

Govt& Private HCS 388.50988 169.65953 .267 -138.7397 915.7595 

Traditional  HCS& 

others 

179.48286 191.32937 .927 -415.1099 774.0756 

GovtHCS 

Self-medication -1859.59276* 336.79208 .000 -2906.2388 -812.9467 

Private HCS -550.96639 262.76909 .358 -1367.5718 265.6390 

Govt& Private HCS -162.45651 240.91869 .978 -911.1576 586.2446 

Traditional  HCS& 

others 

-371.48353 256.64058 .718 -1169.0434 426.0763 

Govt& Private HCS 

Self-medication -1697.13625* 270.49153 .000 -2537.7406 -856.5319 

Private HCS -388.50988 169.65953 .267 -915.7595 138.7397 

GovtHCS 162.45651 240.91869 .978 -586.2446 911.1576 
Traditional  HCS& 

others 

-209.02702 160.00358 .789 -706.2689 288.2148 

Traditional  HCS& 

others 

Self-medication -1488.10923* 284.58433 .000 -2372.5097 -603.7088 

Private HCS -179.48286 191.32937 .927 -774.0756 415.1099 

GovtHCS 371.48353 256.64058 .718 -426.0763 1169.0434 

Govt& Private HCS 209.02702 160.00358 .789 -288.2148 706.2689 

*. The mean difference is significant at the 0.05 level. 

 

Post hoc resultsin Table 3 showed each pair of five options of healthcare used byfarmers. Comparison 

betweenthe mean output offarmers who used self-medication andthe mean value of those that used private 

healthcare service is significant (p=0.001). The mean output of self-medication farmerscompared with the mean 

output of government (public) healthcare service users showed a 0.000significance value. The mean outputs of 
self-medication farmers with those who used a combination of government and private healthcare services 

showed a value of 0.000, implying thatthe null hypothesis can berejected. When self-medicationfarmerswas 

compared with those farmers that used a combinationof traditional healthcare service and others, the significant 

level was0.000. In addition to the multiple comparisons table, the Scheffe test produced “homogeneous subsets” 

in Table 4 which depicted the relationships already discussed. 
Table 4 Homogeneous Output of Subset 

 Healthcare used N Subset for alpha = 0.05 

   1 2 

Turkey HSDab Government Healthcare Care Service 17 631.1765  

 Government& Private Healthcare 94 793.6330  

 Traditional  Healthcare & others 50 1002.6600  

 Private Healthcare Service 42 1182.1429  

 Self-medication 13  2490.7692 

 Sig.  .189 1.000 

Means for groups in homogeneous subsets are displayed 

A. Users Harmonic Mean Sample Size = 26.289 

B. The groups sizes are unequal. The harmonic mean of the group sizes is used 

 

It was observed in Table 4 that the mean farm output of self-medication users is separated from mean output of 
the other four healthcare users and appeared as subset 2. The other four healthcare users were grouped together 

as subset 1. This suggests that there is no significant difference in mean farm output of those farmers who used 

government (public) healthcare service, combination of government & private healthcare services, traditional 

healthcare service & others and private healthcare service of mean output of farm yield but their mean farm 

output differed from farmers that used self-medication healthcare option. 

 
Table 5: Farm yield mean differences of farmers who suffered different ill health 

 Sum of Squares Df Mean Square F Sig. 

Between Groups 13969683.907 2 6984841.953 7.479 .001 

Within Groups 198930677.926 213 933946.845   

Total 212900361.832 215    

 

The result in Table 5 showed significant difference in mean output of farmers that suffered from different types 

of sickness as 0.001.  This further suggests that there is a prospect of rejecting the null hypothesisthat there isno 
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significant differences in mean output of farmers that suffered various forms of ill health. Therefore, post hoc 

test was used to determine actual variables with significant differences in mean output. 
 

Table 6  Multiple comparison mean output of  farmers who suffered from different ailment 

     95% Confidence Interval 

(I) SickPeriod (J) SickPeriod 

Mean 

Difference (I-

J) Std. Error Sig. 

Lower 

Bound 

Upper 

Bound 

No Sickness Long Treatment  500.19646* 137.35943 .002 161.5971 838.7959 
Short Treatment  602.19306 262.20005 .074 -44.1461 1248.5322 

Long  treatment  No Sickness -500.19646* 137.35943 .002 -838.7959 -161.5971 

Short Treatment  101.99659 258.57707 .925 -535.4117 739.4049 

Short treatment  No Sickness -602.19306 262.20005 .074 -1248.5322 44.1461 

Long Treatment  -101.99659 258.57707 .925 -739.4049 535.4117 

*. The mean difference is significant at the 0.05 level. 

Short treatment=  (measles. headache, cough, diarrhoea,chicken pox,body pain) 

Long treatment = (malaria, typhoid,Rheumatism, eye problem,high blood pressure, stroke) 

 

Post hoc resultsin Table 6 showed each pair of the three categories of farmers that sought medical treatment. 

Comparison betweenthe mean output of farmers who suffered no sickness and mean value of those that used 

long-time treatment and short term treatment  was  0.002  and 0.074 significant respectively. Therefore, the null 
hypothesis wasrejected because there was only a 0.2 percent and a 7.7 percent of being wrong. There was no 

significant difference in mean output of thelong-term treatment and short-term treatmentif farmers. In addition 

to the multiple comparisons table, theScheffe test produced the “homogeneous subsets” used to identify mean 

differences in Table 7. 
Table 7.Homogenous subsets farm output 

  Subset for alpha = 0.05 

Sick period N 1 2 
Short Treatment  16 704.0625  

Long Treatment  110 806.0591 806.0591 

No Sickness 90  1306.2556 

Sig  .904 .091 

 

Means for groups in homogeneous subsets are 

displayed 

a. Uses Harmonic Mean Sample Size = 36.275. 

b. The group sizes are unequal. The harmonic mean 

of the group sizes is used. Type I error levels are not 

guaranteed. 

Data in Table7showed that the  mean output of short-
term and long-term treatment farmers was classified 

in subset 1 which means that there is no differences in 

output of these farmers. However, farmers that used 

long-term treatment and farmers that did not suffer 

any ill-health were grouped in subset 2. This implies 

that there is no difference in farm output of the two 

groups. Further explanation showed that the mean 

output of the short-term and long-term treatment 

period is different from mean output of long term 

treatment. 

 

CONCLUSION 
 

The study concludes that the prevalent disease in the 

area is malaria.A majority,87.31%, of the respondents 

were not registered with the NHIS because they are 

unaware of the scheme. Mean output of self-

medication care users was significantly different from 

other healthcare users. There is no significant 

difference in mean output of farmers who used short-

term and long-term treatment, but their mean output 

wasdifferent from those that had no sickness. The 

study recommends that government should improve 

the quality of the healthcare systems in the public 

sector and increase awareness of NHIS to enable 

more farmers, especially women farmers to register 

with the scheme. Thiswill improve the utilizations of 
healthcare.  
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