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Original Research Article
MAJOR DISEASES AMONG UNDERSERVED POPULATION OF OGUN

STATE, NIGERIA

Abstract

Aim: To assess major health challenges of underseamdunities.

Study design: This descriptive cross-sectional study conduateldiay 2014 probed into
major health challenges of underserved communittiere community-based health
insurance scheme (CBHIS) was to be implemented.

Methodology: Semi-structured questionnaires were administered two Local
Government Areas of Ogun State selected using fstalgje sampling technique on
consented 419 out of 442 randomly selected houddiedds from 10 communities. In-
depth interviews and focus group discussions wis lzeld with community members,
community and opinion leaders, to complement thentjtative data. The quantitative
and qualitative data were analysed using StatlsHaakage for Social Sciences (SPSS)
version 20 and Textbase Beta software respectively.

Results: A total of 419 household heads were interviewddyhom 50.4% were males
and 49.6% females with ages ranging from 20 to&atyyand with an average age of 51
years (SD x16.75 years). Trading (37.5%) and amsisgp (23.9%) accounted for the
major occupations of the respondents. Two hundredl taventy-five (53.7%) had a
minimum of secondary education. At the householetllethe major health challenges
mentioned were communicable diseases (CDs) thduded malaria (58.0%) and
vaccine-preventable diseases such as typhoid (4.19épsles (2.4%), chicken pox

(1.9%) and cholera (1.0%) while non-communicablsedses (NCDs) mentioned
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included rheumatism/arthritis (6.2%) and hypertens(2.9%). Similar result were
obtained for the community level [malaria (58.2%phoid (17.4%) and measles (6.7%)
and NCDs included hypertension (7.9%) and rheumatighritis (7.2%)]. A cumulative
of diseases mentioned showed that 45.5% of theasksementioned in the study were
NCDs.

Conclusions: The findings from this study provide useful pgliensights for the
improvement of health service provision to thesealrypopulations. The CBHIS if
effectively implemented will ensure access by thdarserved to quality and affordable
health care.

Key words: Underserved population, Diseases, Community, Eloolsl head, Nigeria.
Introduction

Globally, the underserved comprise the vulnerabléerms of economic disadvantage,
the uninsured persons, people of low income, tlierbl, the homeless, and rural
residents who often encounter barriers to accedssadth care services.[1] The bulk of
this underserved population lives in the rural aref developing countries in diverse
terrains.[2] In Nigeria, a country with the largdsiman population in Africa, the
underserved are to be found almost in all geogcapherrains but most especially in the
rural and hard to reach areas where over 70% of pibygulation reside.[3,4,5,6,]
Coincidentally, this population lives on less tHa8$2.00 a day, suffer from inequity in
access to quality health services as well as lmeds of good water, roads, housing and
sanitation.[2]

The Government in its efforts at addressing thésdlenges set up several programmes,

as captured in the National Economic Empowerment@@ment Strategy (NEEDS), a
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national development programme.[7] The health seetgponded to NEEDS through the
health sector reform[8] which introduce the Natiddealth Insurance Scheme to provide
guality health care at affordable cost, pulling ahdring financial risks on health care.[9]
The NHIS introduced different health insurance sobg an effort that is expected to be
jointly implemented by the three tiers of goverman(Federal, State and Local
Government). Given that health is on the concurlisnf10,11], the State is expected to
cater for the health of its people. [11] Ogun &tane of the 36 States of Nigeria, in line
with the national vision of ensuring universal axcé¢o quality health care, rolled out
community based health insurance scheme (CBHIS)Jay, 2014 starting with a pilot
scheme in 6 Local Government Areas of the Statp.Jt2 scheme, which has some
international support, aims at providing efficiemd affordable health care services to
improve access to quality health care with providiar the vulnerable group. It is to be
managed by the people through the Board of Trug®€d's) made up of community
members and, the premium-ef)900.00 (US$22.22) per annum per person to belpaid
an enrollee (following a subsidy provision-e8/800.00 (US$16.67) to be contributed by
both the State and Local Government).[12]

This study sought to assess the major health clggkeat both household and community
levels in urban and rural communities of Ogun Statenform provision of responsive
healthcare, given the State’s commitment to rolbogthe CBHIS scheme.

Method

Study areas

The study was carried out in two selected urbarallagovernment areas (LGAS)

Abeokuta North and ljebu Ode of Ogun State, SoutssMNigeria where CBHIS was
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about to be rolled out. The study was carried odhe two LGAs where the State was to
commence the operation of the CBHIS. These aredfwtbe twenty LGAs in the State
for the state-wide phased roll-out of the schemé&edkuta North LGA has its
headquarters in Akomoje and lies between latitutie2M and longitude 3°1E. It
covers an area of 808 square kilometres with a 3fibfected population of 261,772
people based on the 2006 National Population Ceas#s5% growth rate [13] while
liebu Ode LGA lies between latitude 6°49'N and longitude 3°5%5"E, and has its
headquarters in ljebu Ode. ljebu Ode has a 201égenl population of 206,951 people
based on the 2006 National Population Census &b g®wth rate [13], and covers an
area of 192 square kilometres. The two LGAs aratkxt about 100km north of Lagos
and the Atlantic Ocean (Figure 1).

The people of the two LGAs have striking simila#iin tradition, culture and economic
activities primarily based on farming and tradirgasic social amenities like roads,
health facilities and educational institutions present in the two LGAs. Both LGAs lack
adequate water supply and good sanitation, whitbeiraber of houses have in-built pit

latrines and open defecation is a major option.
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Figure 1 Map of Ogun State projected from Nigeria. highlighting Abeokuta North
and ljebu Ode LGASs

Study design

This descriptive study, carried out in May 2014h®d into the major health challenges
at household and community levels to inform pransiof responsive healthcare in
Abeokuta North and ljebu Ode local government a(e@#As) of Ogun State, Nigeria.
Study population

Household heads were the target population forstbdy from the view point that they
repository of knowledge of all that concerns thewusehold members; such the health

challenges household members and the significiwer®around them in the community.
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Data collection procedure

Multi-stage sampling technique was adopted in sangdlection for the study. The
sampling frame included all the six LGAs identifital the pilot scheme by the State
namely: Abeokuta North; Abeokuta South; Ado-Odo/djebu Ode; Sagamu; and Yewa
North where community-based health insurance scl{@BellS) was planned to become
operational. Of these, two LGAs (Abeokuta North digbu Ode) were selected by
random sampling. In each selected LGA, the only &d& comprising communities
where CBHIS was planned to be flagged off as at githheme were purposively [14]
selected for the study. Communities served by tid?y Health Care (PHC) facilities
designated as health care providers for the CBWESe selected in these wards for the
study.

The study involved the use of semi-structured qoesgires, designed to capture
information on the background characteristics & tbspondents such as age, religion,
level of education, marital status and occupat{ther sections of the tools probed into
major health problems at both the household andnoamty levels. Four hundred and
forty-two household heads, randomly selected, wangeted for the administration of the
guestionnaires. However, 419 of these householdlsheeho consented, from 10
communities in the two selected LGAS, participatethe study. Focus group discussions
(FGDs) and in-depth interviews (IDIs) were also dwcted to complement the
guantitative method. The content of the FGD and dbDides are focused on the same
issues as addressed in the questionnaire.

The data collection tools and procedures were gtedeto test the adequacy and

consistency of the research design and tools pritte main study through interviewing
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of household heads and conduct of FGDs and IDIk adtult males, and females and
other members of the communities including comnyuaitd opinion leaders.

A total of six FGD sessions were conducted in tiel\s LGAs. Each FGD session was
held in a comfortable neutral setting, and condistita moderator, a note taker and 7 to
10 participants of the same sex with similar soloatkground. A total of 61 participants
comprising of 33 males and 28 females participatatie discussions. The FGD sessions
were recorded on tape and moderated in the longulge. Complementary to the FGD
sessions were a total of 13 IDIs conducted with roomity leaders. The respondents
were engaged in local and English languages a®ppate.

The details of the services to be offered throdgh@BHIS “Araya” package were also
assessed. Both public and private health facilises/ing the communities were also
visited to gain insights on the type and qualitygeifvices rendered.

Data analysis

Data from the household survey was coded and ehter® the computer. The
guantitative data were analysed using the StaisBackage for Social Sciences (SPSS)
version 20.0 software. In addition to the analysfishe diseases mentioned as health
challenges, these were further categorised asr@tileemunicable or non-communicable.
The data were further analysed to generate frequides as well as cross-tabulation of
the health challenges mentioned by LGA. The qualgadata from the FGDs and IDIs
were analysed using the textual analysis prograniragtbase Beta, developed by Bo
Summerlund and distributed by Qualitative ResedMahagement of Desert Hot Springs,
California, Textbase Beta software.[15,T6}st, the tape recorded discussions in local

language were transcribed and back-translated English language. Second, the
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transcripts were subsequently typed, summarisd¢dgoased, coded and sorted into text
segments according to similarities and differennaadividual opinions and views based
on themes arising from the discussion guides.

Limitations of the study

The questions asked in the study which focused ajomhealth challenges, at both the
household and, the community levels, were not idd& and age-specific.

Results

Socio-demographic characteristics of participants

A response rate of 94.8% was recorded in the halgesurvey. A total of 419
respondents from 10 communities were interview®8, id Abeokuta North and 211 in
liebu-Ode. Of these, 49.6% were females and 50.4% wales. Their ages ranged from
20 to 87 years with an average of 51 years (SD7EL§ears). It is not surprising that
over 90.0% of the respondents above 24 years adlsn age structure as tabulated in
the analysis followed the age distribution of therking and non-working population in
the country. Two hundred and twenty-five (53.7%) had a minimuim secondary
education, and most were traders (37.5%) and as#tif23.9%). The respondents’
monthly income ranged frorIN000.00 (US$5.56) te-350,000.00 (US$1,944.44ith

an average monthly income ef28,558.64 (US$114.21). Table 1 shows the socio-

demographic characteristics of the respondents.



169 Table 1 Socio-demographic characteristics of redpots

Socio-demographic characteristics | Abeokuta North ljebu Ode Total
n=208 (%) n=211 (%) n=419 (%)
Age (in years)
15-24 11 (5.3) 6 (2.8) 17 (4.1)
25-54 115 (55.3) 121 (57.3) 236 (56.3)
55-64 30 (14.4) 27 (12.8) 57 (13.6)
65+ 52 (2.5) 57 (27.0) 109 (26.0)
Total 208 (49.6) 211 (50.4) 419 (100.0)
Sex
Male 105 (50.5) 106 (50.2) 211 (50.4)
Female 103 (49.5) 105 (49.8) 208 (49.6)
Total 208 (49.6) 211 (50.4) 419 (100.0)
Religion
No religion 1(0.5) 0 (0.0) 1(0.2)
Christianity 74 (35.6) 88 (41.7) 162 (38.7)
Islam 122 (58.7) 123 (58.3) 245 (58.5)
Traditional 9 (4.3) 0 (0.0) 9(2.1)
No response 2 (1.0 0 (0.0) 2 (0.5)
Total 208 (49.6) 211 (50.4) 419 (100.0)
Marital status
Single/Never married 3(1.4) 1(0.5) 4 (1.0)
Married 159 (76.4) 176 (83.4) 335 (80.0)
Separated 8 (3.8) 2 (0.9) 10 (2.4)
Divorced 8 (3.8) 8 (3.8) 16 (3.8)
Widowed 30 (14.4) 24 (11.4) 54 (12.9)
Total 208 (49.6) 211 (50.4) 419 (100.0)
Education
None 35 (16.8) 21 (10.0) 56 (13.4)
Primary 66 (31.7) 64 (30.3) 130 (31.0)
Secondary 77 (37.0) 71 (16.9) 148 (35.3)
Post-Secondary 24 (11.5) 53 (12.6) 77 (18.4)
Quoranic 3(1.4) 0 (0.0) 3(0.7)
No response 3(1.4) 2 (0.9) 5(1.2)
Total 208 (49.6) 211 (50.4) 419 (100.0)
Occupation
Unemployed 5 (2.4) 9 (4.3) 14 (3.3)
Retired 13 (6.3) 20 (9.5) 33 (7.9)
Artisan 52 (25.0) 48 (22.7) 100 (23.9)
Civil servant 11 (5.3) 17 (8.1) 28 (6.7)
Formally employed in private sectof 6 (2.9) 5(2.4) 11 (2.6)
Trading 90 (43.3) 67 (31.8) 157 (37.5)
Farming 3(1.4) 8 (3.8) 11 (2.6)
Housewife 1(0.5) 4(1.9) 5(1.2)




Other e.g. Church worker 26 (12.5) 30 (14.2) 56413
No response 14 (6.7) 23 (10.9) 37 (8.8)
Total 208 (49.6) 211 (50.4) 419 (100.0)
170
171 Major health challenges of households
172 The most recurring major health challenges at theséhold level, as mentioned by the
173 household heads, fall into communicable diseasd3s)Ccategory. These included
174 malaria (58.0%), diarrhoea (8.6%) and vaccine-pralde diseases such as typhoid
175 (4.1%), measles (2.4%), chicken pox (1.9%) andezao{1.0%). The non communicable
176 diseases (NCDs) mentioned included rheumatismiastti6.2%), hypertension (2.9%),
177 ulcer (1.9%), asthma (1.2%) and diabetes (0.5%d)Igr3].
178
179 Table2 Major household health challenges by L GA
Diseases Abeokuta North ljebu Ode Total
n=208 (%) n=211 (%) n=419 (%)
Malaria 121 (58.2) 122 (57.8) 243 (58.0)
Diarrhoea 17 (8.2) 19 (9.0) 36 (8.6)
Typhoid 10 (4.8) 7(3.3) 17 (4.1)
Measles 4(1.9) 6 (2.8) 10 (2.4)
Chicken Pox 3(1.4) 5 (2.4) 8 (1.9)
Cholera 2 (1.0) 2 (0.9) 4 (1.0)
Rheumatism/Arthritis 19 (9.1) 7 (3.3) 26 (6.2)
Hypertension/Stroke 4(1.9) 8 (3.8) 12 (2.9)
Ulcer 3(1.4) 5(2.4) 8 (1.9)
Asthma 3(1.4) 2 (0.9) 5(1.2)
Diabetes 2 (1.0) 0 (0.0) 2 (0.5)
180
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Categorization of the major health challenges efhbuseholds shows CDs to be more
than the NCDs in both the aggregated and disaggeghata, for each LGA as illustrated
in Figure 1. Aggregating the multiple responsesiteld, shows that 45.5% of the diseases

mentioned were NCDs,.

B CDs ENCDs
0536 . 545 54.5 54.5
54 -
52 -
50 -
48 A 45.5 45.5
46 -
44 -
42 -
40 . . . . |
Abeokuta ljebuOde Aggregate
North
Figure 1 The distribution of CDs and NCDs at household level
mentioned by respondents according to LGA

Major health challenges of communities

When the household heads were prompted on the nigalth challenges of the
community, the responses mirrored those healtHesig#ds mentioned for the household
level. These included malaria (58.2%), and vacpirexentable diseases that included
typhoid (17.4%), measles (6.7%) and cholera (4.1%)icken pox (3.6%) and
tuberculosis (1.2%). The NCDs mentioned were hypsion (7.9%),

rheumatism/arthritis (7.2%), diabetes (3.3%) aritiraa (1.7%) [Table 3].

11
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Table 3 Major health challenges of communities by L GA

Diseases Abeokuta North ljebu Ode Total
n=208 (%) n=211 (%) n=419 (%)
Malaria 126 (60.6) 118 (55.9) 244 (58.2)
Typhoid 31 (14.9) 42 (19.9) 73 (17.4)
Measles 11 (5.3) 17 (8.1) 28 (6.7)
Cholera 13 (6.3) 4(1.9) 17 (4.1)
Chicken Pox 2 (15.4) 13 (6.2) 15 (3.6)
Tuberculosis 0 (0) 5(2.4) 5(1.2)
Hypertension/Stroke 10 (4.8) 23 (10.9) 33(7.9)
Rheumatism/Arthritis 20 (9.6) 10 (4.7) 30 (7.2)
Diabetes 4 (1.9) 10 (4.7) 14 (3.3)
Asthma 1 (0.5) 6 (2.8) 7 (1.7)

The classification of the health challenges at camity level shows CDs to be more

than the NCDs in botthe LGAs studied as illustrated in Figure 2.

12
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Figure 2 The distribution of CDs and NCDs at community level
mentioned by respondents according to LGA

Servicesrendered by the health facilities

The health facilities visited offere ante-natalyipetal and post-natal services. Other
services rendered were general nursing care, ingation, health education, limited
laboratory diagnosis, drug prescriptions and treatsy family planning, nutrition
counseling, and HIV Counseling and Testing (HCThe Tdefined CBHIS (“Araya”)
scheme to be offered the enrolees through the thdattilities serving the health

communities presented in Table 4.

13
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Table 4 ARAYA scheme (CBHIS) benefit package

- Consultation

—

- Management of common ailments e.g. malaria, uppéov@er respiratory trac
infections, sexually transmitted infections, typhofever, tuberculosis and
diarrhoeal diseases etc.

- Management of non-communicable diseases includingcomplicated
hypertension and diabetes.

- Maternal and child health including antenatal bagkiantenatal care, normal
delivery, postnatal care a, family planning, emaoyeobstetric care, ectopjc
pregnancy, routine immunization, growth monitoringutrition services
treatment of diarrhoeal diseases in children, iatesgl management of childhood
illnesses and prevention of mother-to-child trarssmoin (PMTCT).

- Diagnostic tests that include malaria parasite, algid PCV, pregnancy tes
urinalysis, blood sugar, ultrasound scan for pragmamen, full blood courdnd
AFB for tuberculosis diagnosis.

~+

- Health education and promotion

- Disease surveillance

- Referral and coverage for caesarean sections

- Medical emergencies

- Preventive oral care

- Surgeries (appendicectomy and herniorraphy)

- Accident and emergency

Discussion

The population studied had a low earning power \aithaverage monthly income of
N20,558.64 (US$114.21). A sum that is a little abtive national minimum monthly

wage of-NL.8,000.00 (US$100.00). However, the premium pu$$22.22 per year is a

one-off yearly payment which is far cheaper comgdcecost at either public or private
health facilities Such enrollee is protected fromexpected high (catastrophic) health

expenses during the year for which the premium $$2P2.22 has been paid. This would

14



232 reduce out-of-pocket health expenses of peopléencommunities given that globally,
233 Nigeria has one of the highest out-of-pocket heabenditure of over 60%.[17]

234 In India where 80% out-of-pocket expenses has besorded, the poor have been shown
235 to be ready to pay for better health services whavathly family income was stated as
236 US$200.00 and insurance yearly premium fixed at253¥).[18] By contrast however,
237 low socio-economic status has been shown to bgrafisant factor for lack of support
238 and poor enrolment in social health insurance iarah{19] and Malaysia [20].

239 Itis not surprising that malaria tops the list aigdhe diseases cited by the respondents
240 especially given the poor environmental conditiamsl the natural conducive tropical
241 climate of the study communities. This diseaseld&esn mainly responsible for Nigeria's
242 poor health performance because of its toll on mateand child morbidity rates [21]
243 although there are ongoing interventions that rdr@e use of repellants, indoor residual
244  spraying, long lasting insecticide-treated netsgventing chemotherapy (including
245 pregnant women), case management and some eff@mnsieonmental modifications and
246 laviciding through the National Malaria Eliminatiélrogramme.[21]

247 Diarrhea, typhoid and cholera are diseases reguftim poor hygiene practices and
248 contamination of water supply through poor sarotatiAlthough vaccines are available
249 for these three diseases, they are sometimes ihglpply and, where available, they are
250 usually inadequate in supply. Furthermore, theyreteoften administered as required,
251 for example the cholera vaccine.[22]

252  The high proportion of non-communicable to commahle diseases reported in this
253 study, poses concern for urgent intervention. & Health package that goes with the

254 CBHIS "Araya" scheme is effectively delivered, illwot only drastically reduce out-of-

15



255 pocket expenses on health but also guarantee ocomsn patronage and thus
256 sustainability of the scheme. In this wise, the neroic and health status of this
257 underserved population will improve in conformitythvthe global efforts at alleviating
258 poverty and contribute to the attainment of thet&nable Development Goals (SDGSs).
259 Strong health education package should be incamgubran the CBHIS scheme for
260 emphasis on preventive health care. For exampde|etrel of awareness on symptoms
261 and signs especially on the NCDs need to be ras@devent emergence of new cases,
262 enable early presentation and avert complicatibasrhay lead to death. It is noteworthy
263 that the offered “Araya” package excludes managémecomplicated hypertension and
264 diabetes although a referral system is in placénigher level health care facilities.
265 Effective referrals and subsequent managements&sceould be positively responsive
266 to incidence of NCDs by 2030 given the projectibattNCDs are more likely to double
267 and overtake CDs by 2030 if adequate steps ar@aken.

268 Findings from the study in Tables 2 and 3 show these diseases share the same pattern
269 at both household and community level as well dbatifferent LGAS.

270 Findings from the study showed the major healthlehges at both the household and
271 community levels to be predominantly CDs. The fing$i similarly showed that over
272 40% of the cumulative of diseases mentioned instiidy were NCDs. These findings
273 from the study, on acclaimed highly reported NC&®, in consonance with the finding
274 from The Gambia on high incidence of NCDs.[23] Nmmmunicable diseases (NCDs)
275 were previously considered problem of developedntres, while CDs were tagged
276 problems of developing countries. However, global aational evidences show that the

277 burden of NCDs compared to CDs has increased beeydars.[24] Non-communicable

16
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diseases (NCDs) are fast becoming leading causdeath globally particularly in
developing countries including Nigeria. NCDs aréineated to kill 38 million people
yearly globally with 75% of these reported for dewping countries.[25] Such deaths
increased from 60% in 2000 to 63% in 2008 and G8%Z012.[26]

The observed poor environmental sanitation in thdyscommunities lends credence to
many of the CDs. The high percentage of diseasésgrstudy indicates urgent need to
raise the level of community awareness on signs miptoms of these diseases to
enable early presentation and management.

The capabilities of the health facilities need &dmhanced for effective management of
diseases with in-built efforts at screening of @atis on contact with the health facilities.
These health facilities should be adequately ecpdgp cope with the emerging trend of
increasing cases of NCDs as also observed by Aongstind Kendall.[26]

Major diseases among the NCDs reported by the nelgmis are chronic in nature and
require long-term management with the associateghtial implications. The impact of
these diseases on the lives of people is enormbes \measured in terms of economic
outcomes.

Going by the low income of the people, health paogmes such as community based
insurance schemes (CBHIS) need to be effectiveplemented to meet the health needs
of the people. Such would increase access to guald affordable health care services.
The need for adequate provision of vaccines to @miaccine-preventable diseases
identified in the studied communities cannot alsmieremphasized.

Almost all the healthcare facilities offered tharstard PHC services, which are in line

with the expected package of the Ogun State CBHi8y&) and cover the major health
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challenges the people alluded to at the househwmidcammunity levels of the study
LGAs.

Conclusions

The findings from this study provide useful poliogights for the improvement of health
service provision to these rural populations whe afready impoverished through
inequity in access to quality health care and latkasic amenities. Strengthening the
health system for responsive health services thables early detection and effective
management of diseases especially the ‘hiddenadeseas well as raising communities’
awareness to the predisposing factors and signsyngtoms of NCDs are prerequisite
for alleviating health challenges of the undersédryeopulations. The CBHIS if
effectively implemented will ensure access by thdarserved to quality and affordable

health care.

Ethical |ssues

Administrative approval was obtained from the Oditate Ministry of Health prior to
the conduct of the study. Ethical approval for tbeearch protocol for the study assigned
number IRB/13/237 was obtained from the InstitutioReview Board of the Nigerian
Institute of Medical Research. The written informeghsent of the participants was
obtained to signify their willingness to participain the study. Privacy of each
participant in the in-depth interviews was ensutt@dugh individual interview to avoid
interference and influence by other persons. Theicgzants were assured of the
confidentiality of the information provided for thmirpose of the study and no personal

identifiers were used in the collection, analysiseporting of the data.
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