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ABSTRACT 
 

Aims: This study was aimed at assessing disease morbidity pattern and health care seeking 
behaviour among the elderly in Calabar Municipality, Cross River State, Nigeria.  
Study Design: Descriptive cross-sectional study design 
Place and Duration of Study: Calabar Municipal Local Government Area, Cross River State 
between Feburary 2015 to March 2015. 
Methodology: Multi-stage sampling technique was used to select 200 elderly persons who gave 
consent to participate in the study. A semi-structured questionnaire was used to collect data from 
the respondents. Data collected were collated and analysed using IBM SPSS version 20.0 and 
results were presented in tables. Chi-square was used to test for association between categorical 
variables.  
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Results: The result obtained showed that respondents within the age bracket of 65-69years 
74(37.0%) constituted majority followed by those aged 70-74years 56(28.0%) and 75-79years 
42(21.0%). More than half of the respondents 110(55%) were females while the remaining 90(45%) 
were males. This study revealed that malaria 50(23.1%), high blood pressure 43(19.9%) and joint 
pain/arthritis 31(14.4%) were the most identified health problems suffered by the elderly and the 
hospital/healthcare centre was where most elderly persons sought for treatment whenever they fall 
ill. Expenditure on health services received was largely out-of-pocket expenditure 86(43.0%). Other 
respondents revealed that their children 64(32.0%), relatives/in-laws 28(14.0%), spouse 16(8.0%) 
and friend(s) 6(3.0%) were responsible for their hospital bills. Most respondents 106(53.0%) who 
patronized the hospital/health center were satisfied with treatment received. Increasing age and 
gender were significantly associated with disease morbidity pattern among the elderly (P < .05).  
Conclusion: Improving geriatrics care through effective implementation of intervention 
programmes is pivotal to mitigating the rate of disease morbidity among the aged population. 

 
 
Keywords: Elderly; morbidity pattern; health seeking behaviour; calabar municipality. 
 

1. INTRODUCTION 
 

Globally, there have been clear indications that 
individuals aged 60 years and above are 
substantially increasing numerically and are 
projected to increase by one billion by 2020; two-
third of whom will domicile in poor and low-
income settings [1]. Research has shown that as 
people advance in age, they are often vulnerable 
to chronic medical conditions. Consequently, this 
has contributed to the dismal health indices of 
countries and their economies. Hence, it is 
pertinent to suggest that increase morbidity and 
mortality from infectious and non-infectious 
diseases is often a common phenomenon among 
the aged population in both developed and 
developing countries. 
 

Many health problems are known to increase 
with age and this demographic trend may lead to 
an increase in the total number of health 
conditions in this population [2].  In addition, 
because there is a growing body of evidence that 
older people are at risk of multiple co-morbid 
conditions, their search for health care will 
probably also increase. Studies have reported 
high morbidity profile of acute and chronic health 
problems predominant among the elderly.  A 
study in Bostwana revealed that the 
musculoskeletal system, eye diseases including 
cataract and blindness, were the most frequent 
health problem reported [3].  Abdulraheem  [4] 
reported that the most frequently reported 
illnesses were body pain (89.5%), joint pain 
(86.4%), generalized body weakness and fatigue 
(81.5%), poor sight (78.2%), fever (71.3%) %), 
irritability, anger, and nervous tension (70%), 
listlessness, depression, and headaches (60%) 
and decreased mobility (65.8%). Exavery and 
colleagues [5] in their study found that four most 

prevalent chronic diseases among the elderly 
were arthritis (6.8%), cataracts (4.3%), angina 
(3.9%) and depression (3.6%).  A review by 
Lloyd-sherlock [6] revealed that hypertension 
(19% and 30% of urban male and female; 13% 
and 17% rural male and female respectively), 
was the most prevalent self-reported health 
problem among the elderly. Other self-reported 
conditions included, heart disease, Osteoarthritis, 
diabetes, stroke. Adebusoye et al. [7] in their 
study reported that the most prevalent 
morbidities found among the elderly were 
hypertension (40.0%), cataracts (39.4%) and 
osteoarthritis (26.8%). Odaman et al [8] also 
reported that approximately 63% of elderly 
persons had age associated illnesses such as 
blood pressure, cardiac problems, diabetes, joint 
pains, kidney infections, cancer and tuberculosis.  
 

A cross-sectional study in a rural hospital in 
South-Eastern Nigeria identified acute malaria, 
hypertensive crises syndrome and acute 
hypertensive heart failure as three most common 
geriatric health conditions [9]. Agbogidi and 
Azodo [10] found out that musculoskeletal pain 
(40.5%), malaria (29.0%), cough (10.1%), 
hypertension (6.6%), eye problem (5.0%), 
diabetes mellitus (4.8%) and diarrhoea (4.0%) 
were the most common illnesses reported by the 
elderly. A retrospective review carried out in 
Nigeria on disease mortality patterns of elderly 
patients reported that the most common cause of 
mortality was cerebrovascular accident (25.1%)  
malignancies (15.2%) and diabetes mellitus 
(metabolic disorder) (8%) [11]. In the later study, 
other causes of death were congestive cardiac 
failure (6.2%), Septicaemia (5.2%), trauma 
(4.6%) while chronic renal failure and chronic 
obstructive pulmonary disease consist of 3.9% 
cases. Another household survey in South-West 
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Nigeria reported that eye defects (91%), 
musculoskeletal disorders (58.1%), hypertension 
(24.3%), sleep disorder (24%), and dementia 
(15.8%) were the major health problems among 
the elderly [12]. Abegunde et al. [13] observed 
that musculoskeletal problems, hypertension, 
visual impairment and Osteoarthritis were the 
most prevalent health problems in both urban 
and rural elderly population.  

 
2. OBJECTIVE OF THE STUDY 
 
The ultimate goal of this study was to empirically 
assess disease morbidity pattern and health care 
seeking behaviour among the elderly in Calabar 
Municipality, Cross River State, Nigeria 

 
3. METHODOLOGY 
 
3.1 Study Setting 
 
The study area is Calabar Municipality. It is 
situated in the Southern Senatorial District of 
Cross River State, Nigeria. Calabar Municipality 
is made up of an estimated population of 
176,218 [14]. Calabar Municipal council has 10 
political wards with a land mass of 141.33 square 
kilometer. The municipal is bounded by Calabar 
River to the west, Akpabuyo Local Government 
Area to the East, Odukpani Local Government 
Area to the North and Atlantic Ocean to the 
south. It is a cosmopolitan city which embraces 
all ethnic groups in Nigeria. The two dominant 
ethnic groups are the Efiks and Quas which 
share common culture and religion. English and 
Efik are the languages widely spoken. The 
municipal is predominantly a Christian city with 
few Muslims and traditional religious groups and 
mainly occupied by civil servants, businessmen 
and traders. It also has industries and 
establishments such as airport, export 
processing zone, Naval and Army base, Tinapa, 
NNPC depot, cement factory etc. The municipal 
has three levels of health care namely; primary, 
secondary, tertiary level as well as private health 
care. Calabar is famous for its rich cultural 
heritage, warm hospitality and peace-loving 
disposition. 

 
3.2 Study Design 
 
A cross-sectional descriptive study design was 
employed to assess disease morbidity pattern 
and health care seeking behaviour among the 
elderly in Calabar Municipality, Cross River 
State, Nigeria. 

3.3 Study Population 
 
All aged persons who were 65 years and above 
residing in Calabar Municipality constituted the 
study population. Elderly persons with hearing 
defect and the dumb were excluded from 
participating in the study. 
 

3.4 Sample Size Determination 
 
Sample size for this study was determined using 
Fishers’ formula, [15] which is given as  
 

n = Z
2
Pq 

         d2 
 

Where 
  

n =  Sample size 
Z    =  1.96(i.e. 95% confidence         interval) 
d =   0.08 (acceptable margin of error) 
P    =  63% = 0.63 (Proportion of elderly 

persons suffering from chronic 
medical conditions) [8]   

q  =  1-P = 0.37 (Proportion of elderly 
persons not suffering from chronic 
medical conditions) 

 
Therefore,  
 

n = (1.96)2 x 0.63 x 0.37 
           (0.08)

2
   

 
The sample size for this survey was 140. 
However, to make room for non-response and 
attrition bias, the desired sample size was 
increased by 30% giving a sample size of 200 
that was used for the study.  

 

3.5 Sampling Procedure 
 

Multi-stage random sampling technique was 
employed in the selection of wards, streets, 
household and respondents and the procedure is 
described as follows: 
 
Stage 1: Selection of wards: Random sampling 
was employed to select 5 wards using the lottery 
method. Numbers were assigned to each ward, 
folded, put in a basket and shaken vigorously. 
Someone (research assistant) was asked to pick 
a piece of the folded paper after which it was 
shaken until all that were considered for the 
study were picked. 
 

Stage 2: Selection of streets: In each selected 
ward, simple random sampling technique was 
employed to select 4 streets from each ward 

= 139.9 ≈ 140 
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using the lottery method. Numbers were 
assigned to each street, folded and put in a 
basket. It was shaken vigorously and picked by a 
research assistant which gave a total of 20 
streets.  
 

Stage 3: Selection of households: In each 
selected street, systematic sampling technique 
was employed to select 10 households from 
each selected street with an elderly person that 
is 65 to 90years inclusion criteria and excluded 
elderly with hearing/dumb defect. This procedure 
continued until 10 households were duly selected 
from 20 streets (i.e. 10 households x 20 streets = 
200 elderly persons). 
 

Stage 4: Selection of respondents: In 
each household, simple random sampling 
method was employed to select 200 respondents 
using lottery methods. 
 

3.6 Instrument for Data Collection 
 
A structured questionnaire was designed to 
generate quantitative data from the respondents. 
The questionnaires were interviewer-
administered to respondents that gave their 
consent to participate in the study. It comprised 
two sections and 13 items. Sections A comprised 
socio-demographic characteristics of 
respondents while section B comprised self-
report health problems and health care seeking 
behaviour among the elderly. The questionnaire 
was pre-tested among 20 (i.e. 5% of sample 
size) elderly people residing in Calabar South 
Local Government Area. The essence of pre-
testing the questionnaire was to ascertain its 
reliability and validity. Pre-testing helped to 
determine the relevance of questions and 
variables under measurement, remove ambiguity 
where it exists, improve on sequencing of 
questions and estimate maximum time for 
completion of questionnaires. 
 

3.7 Method of Data Analysis  
 

Data entry and analysis were done using the IBM 
Statistical Package for Social Sciences Software 
(SPSS 20.0 version, 2012) and Microsoft excel 
2007. Results were expressed as percentages 
and presented in tables. Chi-square was used to 
test for association between categorical variables 
at 5% level of significance. 
 

3.8 Ethical Considerations 
 

A letter of introduction was collected from the 
Department of Public Health, University of 
Calabar, Calabar. This letter was used as an 

entry point to the study area. Verbal informed 
consent was duly sought and obtained from the 
respondents that took part in the study. The 
objectives, significance and benefits of the study 
were explained to the respondents and 
participation in this study was strictly voluntary. 
The research participants were assured of 
confidentiality of information volunteered by them 
and were told to withdraw from participating in 
the study at any time they desire to do so. 

 

4. RESULTS 
 

4.1 Distribution of Respondents by Age, 
Sex, Religion, Marital Status and 
Educational Status 

 

Two-hundred copies of the questionnaire were 
administered to the respondents and the 
response rate was 100%. The demographic 
distributions of the respondents were as follows: 
most respondents were aged 65-69 years 
74(37.0%) while others were aged 70-74 years 
56(28.0%) and 75-79 years 42(21.0%). There 
were 110(55.0%) females while 90(45.0%) were 
males. Respondents staying with their family 
members were 92(46.0%) while 60(30.0%) 
reported staying with their spouse and 48(24.0%) 
said they stay alone (Fig. 1). Religion affiliation 
revealed that Christians were 174(87.0%), 
Muslims 10(5.0%) and traditionalists 16(8.0%). 
Most respondents were married 104(52.0%), 
54(27.0%) widow/widower while 26(13%) single. 
Those who had tertiary education were 
96(48.0%), secondary 42(21.0%), primary 
24(12.0%) while 38(19.0%) had no formal 
education (Table 1). 
 

4.2 Distribution of Respondents 
according to their Occupational 
Status and Income Level 

 
Most of the respondents 135(67.5%) had not 
been employed in the last 12 months (Fig 2). The 
remaining 65(32.5%) respondents were 
government employed 19(29.2%), self-
employed/business/farming 10(15.4%) and 
private employment 8(12.3%). About 28(43.1%) 
said they were pensioners. Most study 
participants 29(44.6%) earned moderate level of 
income, 25(38.5%) low and 11(16.9%) earned 
high income (Table 2).  
 

4.3 Self-report Health Problems among 
Respondents 

 

Health problems mostly suffered by the 
respondents include; malaria/fever 50(23.1%), 
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high blood pressure 43(19.9%), joint pain/arthritis 
31(14.4%) diabetes 21(9.7%), eye problem 
19(8.8%), chest/heart pain 18(8.3%), cancer 
12(5.6%), stroke 10(4.6%) and Ear/Nose/Throat 
problem 10(4.6%). Females (52.8%) had higher 
disease morbidities than males (47.2%)  (P < 
0.05) (Table 3). 
 
Table 1. Distribution of respondents by age, 
sex, religion, marital status and educational 

status (n = 200) 
 

Variables Number of 
respondents 

Percentage 

Age in years   
65-69 74 37.0 
70-74 56 28.0 
75-79 42 21.0 
80-84 16 8.0 
85 and above 12 6.0 
Total 200 100 
Sex   
Male 90 45.0 
Female 110 55.0 
Total 200 100 
Religion   
Christianity 174 87.0 
Muslims 10 5.0 
Traditional 
religion 

16 8.0 

Total 200 100 
Marital status   
Single 26 13.0 
Married 104 52.0 
Divorced 8 4.0 
Separated 8 4.0 
Widow/widower 54 27.0 
Total 200 100 
Educational 
status 

  

No formal 
education 

38 19.0 

Primary 
education 

24 12.0 

Secondary 
education 

42 21.0 

Tertiary 
education 

96 48.0 

Total 200 100 
Source: Osuchukwu et al [27] 

 

4.4 Places Sought for Treatment among 
Respondents 

 
Out of 200 respondents, 106(53.0%) said they 
visit the hospital/health center whenever they 
were sick. Others revealed that 

chemist/pharmacy shop 40(20.0%), 
church/prayer house 16(8.0%) and traditional 
home/herbalist 10(5.0%) were places they 
sought for treatment whenever they had health 
problems. About 14(7.0%) and 14 (7.0%) 
respondents subscribed to self-medication with 
local herbs and orthodox medicine respectively. 
Gender difference in places sought for treatment 
among respondents was statistically significant 
(P < 0.05) (Table 4). 
 

4.5 Expenditure on Medical Bills among 
Respondents 

 

Expenditure on health services received by the 
respondents was solely out-of –pocket 
expenditure 86(43.0%) while others revealed that 
their children 64(32.0%), relatives/in-laws 
28(14.0%), spouse 16(8.0%) and friend(s) 
6(3.0%) were responsible for their medical bills. 
Females spent more on health services than 
their male counterparts and the difference was 
significant (P < 0.05) (Table 5).  
 

4.6 Level of Satisfaction with Treatment 
Outcome among Respondents 

 

One hundred and six respondents (53.0%) were 
satisfied with treatment received while others 
said they were dissatisfied 44(22.0%), very 
satisfied 38(19.0%) and very dissatisfied 
12(6.0%) with the treatment outcome. 
Satisfaction level was higher among female 
elderly than males and the difference was 
significant (P < 0.05) (Table 6). 
 

5. DISCUSSION 
 

In this study, malaria, high blood pressure, joint 
pain/arthritis, diabetes, eye problem and 
chest/heart pain  were the most health problems 
predominantly reported by the respondents. This 
is similarly reported in other studies in Nigeria 
[8,9,10,12,13,16]. Also, female participants 
showed a higher prevalence of morbidity as 
compared to their male counterparts. This report 
is consistent with that of Abdulraheem  [4] where 
elderly females were more vulnerable to health 
problems than elderly males. Increase morbidity 
among female respondents substantially results 
in regular use of health services than males. 
Malaria as identified in this study, is the most 
common causes of morbidity from communicable 
disease in all age groups in Nigeria, although 
non-communicable diseases especially 
hypertension, arthritis, diabetes, eye problem 
and chest/heart pain constitute the greater 
burden of geriatric health problems. Since 
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malaria infection is hyper-endemic in Nigeria, 
most elderly persons are often susceptible to the 
risk of acute or severe malaria due to diminish 
immunity. It can be hypothesized that as people 
gradually advanced in age, their immune system 
is gradually compromised making them prone to 
infections. Hence, incorporating the aged 
population in malaria control programmes is 
crucial in averting malaria in endemic areas 
thereby increasing longevity. 
 

Table 2. Distribution of respondents 
according to their occupational status and 

level of income (n=200) 
 

Variables Number of 
respondents 

Percentage 
(%) 

Occupational 
status  

  

Type of 
occupation 

  

Pensioner 28 43.1 
Self-employed/ 
business/farming 

10 15.4 

Government 
employment 

19 29.2 

Private 
employment 

8 12.3 

Total 65 100 
Monthly Income 
level 

  

Low 25 38.5 
Middle 29 44.6 
High 11 16.9 
Total 65 100 

Source: Osuchukwu et al [27] 

High blood pressure or hypertension was the 
second cause of morbidity among the elderly and 
is higher among male (11.6%) than females 
(8.3%). This report corroborates other studies 
that identified hypertension as the most common 
non-communicable disease in Nigeria [9,17,18]. 
Studies conducted in virtually all continents of the 
world have identified hypertension as a                
major geriatric health problem. Iloh et al. [19] 
asserts that hypertension and aging has a 
synergistic relationship which is often reflected        
in most studies. The elderly population should  
be encouraged to visit the health center for 
medical examination at regular intervals for 
prompt detection and treatment of any 
hypertensive case. Recommendations from 
physicians would also necessitate regular 
checkup for high blood pressure among the 
elderly each time they visit the health facility. 
This would eventually promote primary and 
secondary prevention of hypertensive cases 
thereby ameliorating the mortality rate from 
hypertension. 
 
Joint pains/arthritis was the third most common 
morbidities as reported by the respondents and 
is significantly higher among females (8.8%) than 
males (5.5%). This is in accordance with other 
studies that identified musculoskeletal         
problems and osteoarthritis as major causes of 
frequent illness among the aged population 
[7,20,21,22,23]. Osteoarrthritis has also been 
found to be associated with higher frequency of 
falls, disability and psychological distress among 
the elderly [24].  

 
Table 3. Self-report health problems among respondents according to gender (n=216) 

 
Variables Number of respondents (percentage) 

M (%) F (%) Total (%) 
Malaria/fever 20(9.2) 30(13.9) 50(23.1) 
High blood 
pressure/Hypertension 

25(11.6) 18(8.3) 43(19.9) 

Diabetes 11(5.1) 10(4.6) 21(9.7) 
Cancer 5(2.3) 7(3.2) 12(5.6) 
Stroke 7(3.2) 3(1.4) 10(4.6) 
Chest/heart pain 10(4.6) 8(3.7) 18(8.3) 
Ear/Nose/Throat 
problem 

3(1.4) 7(3.2) 10(4.6) 

Eye problem 9(4.2) 10(4.6) 19(8.8) 
Joint pain/arthritis 12(5.5) 19(8.8) 31(14.4) 
Depression 0(0.0) 2(0.9) 2(0.9) 
Total 102(47.2) 114(52.8) 216(100) 

χ
2

Cal = 22.34; χ
2
0.05 = 16.92; df = 9; P < 0.05 

 



 
Fig .1.

 

 
Fig. 2. Respondents’ 
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. Residential status of respondents 

Respondents’ employment status in the last 12 months 

48(24%)

92(46%)

Living alone

Living with family members

Living with spouse

65(32.5)

Employed within the last 12 
months

Unemployed in the last 12 
months
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Table 4. Places sought for treatment among respondents by gender (n=200) 

 

Variables Number of respondents (percentage) 

Male (%) Female (%) Total (%) 

Hospital/health care 46(23.0) 60(30.0) 106(53.0) 

Chemist/pharmacist 15(7.5) 25(12.5) 40(20.0) 

Church/prayer house 5(2.5) 11(5.5) 16(8.0) 

Self medication using local 
herbs 

10(5.0) 4(2.0) 14(7.0) 

Self medication using orthodox 8(4.0) 6(3.0) 14(7.0) 

Total 90 (45.0) 110 (55.0) 200 (100) 
χ

2
Cal = 13.09; χ

2
0.05 = 9.49; df = 4; P < 0.05 

 
Table 5. Expenditure on medical bills among respondents according to gender 

 
Variables Number of respondents (percentage) 

Male (%) Female (%) Total (%) 
Self-sponsored 43(21.5) 43(21.5) 86(43.0) 
Spouse 5(2.5) 11(5.5) 16(8.0) 
Children 27 (13.5) 37(18.5) 64(32.0) 
Relatives/in-laws 13(6.5) 15(7.5) 28(14.0) 
Friend (s) 2(1.0) 4(2.0) 6(3.0) 
Total 90(45.0) 110(55.0) 200(100) 

χ2
Cal = 11.761; χ2

0.05 =9.49; df = 4; P < 0.05 

 
Table 6.Level of satisfaction with treatment outcome among respondents according to gender 

(n=200) 
 
Variables Number of respondents (percentage) 

Male (%) Female (%) Total (%) 
Very satisfied 12(6.0) 26(13.0) 38(19.0) 
Satisfied 39(19.5) 67(33.5) 106(53.0) 
Very satisfied 9(4.5) 3(1.5) 12(6.0) 
Dissatisfied 30(15.0) 14(7.0) 44(22.0) 
Total 90(45.0) 110(55.0) 200(100) 

χ
2
Cal = 9.33; χ

2
0.05 = 7.81; df = 3; P < 0.05 

 

More than half of the respondents (53.0%) 
sought for treatment in health facilities. This 
result corroborates with that of Odaman et al. [8] 
where 73.7% of the elderly patronized the 
hospital/health centers whenever they fall sick, 
although the percentage of hospital utilization is 
higher than that reported in this study. On the 
other hand, this report disagrees with that of 
Okumagba [25] where respondents were least 
likely to seek for treatment in hospitals or clinics. 
Rather, their ultimate source of health care was 
the chemist/pharmacist’s shop. Confidence in the 
efficacy of treatment and availability of health 
services sought for may be attributed to increase 
patronage of health services at the health facility. 
Rare users of health care facilities (especially 
elderly males) even when they suffer from acute 
or chronic illness need to be reached. It was 
found out that low income level and low 

educational status was associated with low use 
of health care facilities. This clearly suggests that 
income and educational status are key 
demographic determinants of health services 
utilization among the aged population. 
 

Nearly half of the respondents (43.0%) reported 
that expenditure on health services received was 
largely out-of-pocket expenditure whereas others 
received financial support from their children 
(32.0%), relatives/in-laws (14.0%), spouse 
(8.0%) and friend(s) (3.0%). This report 
disagrees with that of Lutala et al. [26] where 
relatives and friends were their major source of 
financial support for health care. Despite the fact 
that most respondents pay for health services 
from their pockets, supportive care either from 
the government or private organizations is highly 
imperative if optimal utilization of health services 
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among the elderly is to be achieved. Most 
respondents who could afford to pay for health 
services received were the employed and those 
that had higher income level.  
 

Among those who visited the health facility for 
health care, most respondents were just satisfied 
with the quality of care received. A lesser 
proportion of the respondents were dissatisfied 
with the quality of health care received. 
Satisfaction with quality of care is discretional 
and is largely dependent on the type of health 
services received, competence of health care 
providers in geriatric care and efficacy of 
treatment outcome. Improvement in the quality of 
geriatric care is pivotal to optimal use of available 
health services in the study area.  
 

6. CONCLUSION 
 

The high burden of diseases among the geriatric 
population has led to increase morbidity and 
mortality and is a major threat to public health 
around the world. Notably, data generated in this 
study showed that nearly all respondents 
suffered from one chronic medical condition or 
the other, but about one-third of the respondents 
subscribed to self-medication for treatment using 
either herbal or orthodox medicine. Hence, 
health planners and policy makers should 
originate policies that would improve access to 
geriatric health care services, reduce out-of-
pocket health expenditure thereby reducing the 
burden of disease morbidity. Older adults should 
be encouraged to visit the hospital for body 
checkup and diagnosis periodically for the 
purpose of primary prevention, prompt detection 
and treatment of disease. Provision of cost-
effective specialized health services should be 
intensified. 
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