Access to Primary Health Care: A Comparative Study of Rural and Urban Facilities in Rivers State


 
ABSTRACT
[bookmark: _gjdgxs]Primary health care (PHC) is a global approach to health that focuses on providing care close to people’s homes. The study compares access to primary health care in rural and urban areas in Rivers State, Nigeria. The study involved 928 patients from sixteen primary health care facilities: MPHCs Okochiri, Ogan, Ayama, Ogbema, Ndele, Odohua, Ataba and Unyeada for rural facilities, and MPHCs Orogbum, Churchill, Ozuoba, Elelenwo, Aluu, Igwuruta, Ogale, and Akpajo for urban facilities. Access to PHC was assessed through semi-structured interviewer-administered questionnaires between November, 2024 and March, 2025. Access in terms of availability, affordability, accessibility and effectiveness were consistently better in urban facilities compared to rural facilities. The results showed that respondents were majorly females, and between the age of 26-30years old, with a higher proportion in the urban facilities. The proportion of PHC service availability was significantly higher in primary health care facilities in urban areas when compared with primary health care facilities in the rural areas (80.4% vs 67.7%; X2 =19.51; p = 0.0001). Most findings from the PHC facilities in the urban areas revealed a significantly greater proportion when compared to the rural areas, including availability of basic and essential medicines (96.6% vs 90.7%; p = 0.0001); affordability of Antenatal/Post-natal care services (66.6% vs 54.7%; p = 0.0001); ease to access treatment of common diseases (82.1% vs 73.9%; p = 0.003); and effectiveness of health education (84.7% vs 78.9%; p = 0.022), referrals (76.1% vs 57.5%; p = 0.0001).Improving PHC services are highly recommended. 
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1.0 INTRODUCTION
The major aim of the Sustainable Development Goals (SDGs) is to provide all people throughout the world with equal, unbiased access to and ensure measures are in place to enable utilization of basic Primary Health Care Services (PHCs) (Winkler et al., 2018). Primary healthcare systems are widely recognized as the main foundation for every health delivery system. Since the declaration of Alma Ata in 1978, there has been a growing emphasis of the capacity and role of primary health care in meeting the public health and well-being related goals of communities in a manner optimized for the local socioeconomic, cultural and political environment and preserving the fundamental human rights of the population at the same time (Perry, 2018; Abdulraheem, et al., 2012).
The equitable Universal Health Coverage (UHC) defines access as “the opportunity and freedom to use health services.” It analyses access from three perspectives: (1) the provision of accessible and necessary services (“depth”), (2) for the entire population (“breadth”), and (3) accommodating the “differential needs” and financial constraints of disadvantaged groups (“height”) (Acquah-Hagan et al., 2022).
The significance of PHC in fostering health equity and enhancing health outcomes cannot be overstated, especially in low and middle-income countries (Bitton et al., 2018). By delivering essential healthcare services and addressing the broader social determinants of health, PHC can aid in reducing health disparities and enhancing overall population health (Jack Jr., 2021). 
[bookmark: _30j0zll]Providing high-quality PHC depends on well-equipped, adequately staffed, and properly resourced health facilities with the necessary infrastructure, essential medicines, and consumables. Nigeria’s Ward Minimum Health Care Package illustrates a minimum healthcare package defined by several nations (Sampson et al., 2024). As determined by the National Primary Health Care Development Agency, this package comprises a set of health interventions provided in PHC facilities daily at little or no cost to clients, and supported by a government financial mechanism (Sampson et al., 2024). The package contains government-defined minimum criteria for PHC center personnel resources, equipment, medication, infrastructure, and services. It includes child survival (Integrated Management of Childhood Illnesses and Routine Immunization), safe motherhood (antenatal care, facility-based delivery, postnatal care, and family planning), communicable disease control (Tuberculosis (TB), Human Immune Virus (HIV), and Malaria), health education and community mobilization, nutrition, and non-communicable disease (NCD) prevention (Ogah et., 2024). This package provides for easy access to care at a health facility closest to the people.
Access to healthcare refers to the ability to receive preventive, diagnostic, and treatment services as needed (Tzenois, 2019). Effective access includes physical availability, transport, proximity, affordability and user satisfaction (Tzenois, 2019). Rural-urban disparities are common, with rural areas having higher disease burdens and fewer healthcare options. Access is influenced by factors like personal mobility, income, occupation, and disease type. Individuals living closer to health facilities, owning transport means, or having higher income are more likely to access care (Márquez et al., 2019).
In a study conducted by Abdulraheem et al. (2012), the rural populations in Nigeria continue to be significantly underserved compared to their urban counterparts as regards to PHC. Several constraints were identified including governmental or system factors and people/client factors (Alenoghena et al., 2014). Governmental constraints include a lack of political will, inadequate funding or misappropriation of funds, inadequate inter sectoral coordination, and disputes between local and state governments (Alenoghena et al., 2014). On the other hand, people’s or client factors include community views of the poor quality and inadequacy of services provided in PHC facilities, low utilization of PHC services, and poor community participation (Sule et al., 2008; Umunna, 2012). Other factors include a lack of workplace motivation, such as poor remuneration, unhealthy competition among various categories of health workers, a lack of involvement of the private health sector in the planning and implementation of PHC, poor management of information systems, and heavy reliance on initiatives funded by foreign donors (Umunna, 2012: Alenoghena et al., 2014). The primary health care has witnessed fragmented governance and coordination, poor and dilapidated health facilities, shortage of human resources and poor funding (Abubakar et al., 2025). These constraints therefore affect the quality of care provided in these facilities.
Despite the development and advancement in health care system, PHC has made no significant success in improving its access and meeting the health need of the people (Yip et al., 2019). This is worsened in rural communities where there is no reasonable effort made to improve the quality of health care services (Komolafe et al., 2022). Despite potential benefits of PHC, studies reveal that it remains underfunded and undervalued in many countries (Alenoghena et al., 2014; Perry & Sachs, 2024). Nigeria is not also exempted from this finding. Several studies have been conducted on PHC, however, there is a paucity of evidence comparing access to PHCs between urban and rural populations, specifically in Rivers State, Nigeria. 
Efforts are required to strengthen PHC centres and ensure that it is adequately resourced and supported (Bitton et al., 2017). This involves investing in healthcare infrastructure, training and retaining healthcare workers, health research, and encouraging community engagement and participation in healthcare decision-making.  Improving access to PHC in rural and urban areas will bring us a step closer to attaining the SDGs 2030, specifically Goal 3: good health and well-being (WHO, 2025). This study aims to compare access to PHC under the following domains: availability, affordability, ease of accessibility and effectiveness of PHC and services rendered in the PHC facilities in urban and rural areas of Rivers State, Nigeria.
2.0 MATERIALS AND METHODS

2.1 Study Area
[bookmark: _1fob9te]This study was carried out in primary health care facilities in Rivers State, Nigeria. There are about 347 primary health care facilities being managed by the Rivers State Primary Health Care Management Board (RSPHCMB) in Rivers State (RSPHCMB, 2025). Rivers State is one of the 36 states of Nigeria, and its capital located in Port Harcourt. Rivers State has boundaries with Akwa Ibom State on the eastern part, Imo, Abia and Anambra States on the northern part, Bayelsa and Delta states on the western part Atlantic Ocean on the southern part (Joab-Peterside, 2010). It is located on latitude 5°21’N and longitude 6°57’E and found as one of the states in the South-South geopolitical zone and Niger Delta states. Rivers State is made up of 23 Local Government Areas including Port Harcourt LGA. It is divided into urban and rural areas (Nlerum &Wechie, 2018). The study was therefore conducted in eight Local Government Areas (LGA) of Rivers State. Four LGAs representing the rural areas (Okrika, Abua Odual, Emohua and Andoni), and four LGAs represent the urban areas (Phalga, Obio Akpor, Ikwerre and Eleme). Sixteen primary health facilities were covered, eight facilities in rural areas and eight facilities in urban areas including: MPHCs Okochiri, Island Maternity, Ayama, Ogbema, Ndele, Odohua, Ataba and Unyeada for rural facilities, and MPHCs Orogbum, Churchill, Ozuoba, Elelenwo, Aluu, Igwuruta, Ogale, and Akpajo for urban facilities.





2.2 Study Design and Sample Size Estimation
A comparative cross-sectional study design was employed, with data collected using a pre-tested, semi-structured interviewer-administered questionnaire.  The questionnaires were administered to patients who were eligible. A total of 928 participants were recruited for the study, with 464 participants from the rural area and 464 from the urban area, in accordance with the sample size calculation described by Whitley and Ball (Whitley & Ball, 2002). 
2.3 Data Analysis
[bookmark: _3znysh7]The collected data were coded, cleaned and analyzed with the Statistical Package for Social Sciences (SPSS 25.0, IBM, Armonk, New York, United States of America).  Kolmogorov-Smirnov test was used to test for normality, which showed a significant deviation from the normal distribution.  Descriptive statistics was presented in the form of frequencies, percentages, mean, median and standard deviation. They are presented in tables and charts. Chi-square test was used for hypothesis testing, and significance was detected when p ≤ 0.05 with 95% confidence interval.  
[bookmark: _2et92p0]The overall scores for the different domains (availability, affordability, ease of accessibility and effectiveness) were assessed based on the sets of questions for each domain. Responses were summed, converted to percentage and scored. Scores between 0-49% were considered poor, while scores 50-100% were considered good.
2.4 Ethical Approval
The protocol for this study was approved by the Ethical Review Board of the University of Port Harcourt, Port Harcourt, Rivers State, Nigeria, with permission number UPH/SPH/ACADEPU/ETHICS/2024/013, and was conducted in accordance with the principles outlined in the Declaration of Helsinki. A letter of introduction was also gotten from SPH for easy identification to enable access into the facilities. Participation in the study was voluntary and research subjects were referred to anonymously throughout the study.  Written approval/ consent was obtained from the Rivers State Hospital Management Board, Health Research Ethics Committee (RSHMB/RSHREC/2024/079) as well as a letter also from the Rivers State Primary Healthcare Management Board (RSPHCMB) so as to grant entrance and support from the selected facilities. Written consent was obtained from all the participants before data collection, and they were informed of their right to withdraw from the study at any time. The safety of all participants was ensured. 
3.0 RESULTS

3.1 Socio-Demographic Characteristics
The descriptive statistics of the patients sampled in the PHC facilities in the urban and rural facilities in this study are presented in table 1. The majority of the participants were from 26-30years old. The percentage of females in each locality was as follows: 96% in the Urban area, and 94% in the Rural area.
Table 1. Socio-demographic characteristics of the participants in Urban and Rural facilities Beeri 
	Variables
	Urban(n(%)
	Rural (n(%)
	Total
	df
	(p-value)

	Age (years)
	
	
	
	
	

	<20yrs
	35(7.5)
	57(12.3)
	92(9.9)
	
	

	[bookmark: _tyjcwt]21-25yrs
	146(31.5)
	142(30.6)
	288(31.0)
	
	

	26-30yrs 
	[bookmark: _3dy6vkm]160(34.5)
	[bookmark: _1t3h5sf]147(31.7)
	307(33.1)
	
	

	[bookmark: _4d34og8]31-35yrs
	84(18.1)
	76(16.4)
	160(17.2)
	5
	9.372

	36-40yrs
	31(6.7)
	26(5.6)
	57(6.1)
	
	0.095

	≥41yrs
	8(1.7)
	16(3.4)
	24(2.6)
	
	

	Sex
	
	
	
	
	

	Female
	[bookmark: _2s8eyo1]445 (95.9)
	[bookmark: _17dp8vu]434(93.5)
	879(94.7)
	1
	2.607
(0.106)

	Male
	19(4.1)
	30(6.5)
	49(5.3)
	
	

	Marital Status
	
	
	
	
	

	Single
	42(9.1)
	78(16.8)
	120(12.9)
	3
	33.725
(0.0001) *

	[bookmark: _3rdcrjn]Married
	[bookmark: _26in1rg]372(80.2)
	[bookmark: _lnxbz9]304(65.5)
	676(72.8)
	
	

	Divorced/separated
	15(3.2)
	8(1.7)
	23(2.5)
	
	

	Cohabiting 
	35(7.5)
	74(15.9)
	109(11.7)
	
	

	Religion
	
	
	
	
	

	[bookmark: _35nkun2]Christianity
	406(87.5)
	[bookmark: _1ksv4uv]415(89.4)
	[bookmark: _44sinio]821(88.5)
	
	5.944
(0.114)

	Islamic
	32(6.9)
	17(3.7)
	49(5.3)
	
	

	Traditionalist
	17(3.7)
	24(5.2)
	41(4.4)
	3
	

	Others
	9(1.9)
	8(1.7)
	17(1.8)
	
	

	Education
	
	
	
	
	

	None
	16(3.4)
	58(12.5)
	74(8.0)
	
	

	Primary
	62(13.4)
	101(1.8)
	249(26.8)
	
	

	[bookmark: _2jxsxqh]Secondary
	267(57.5)
	176(37.9)
	443(47.7)
	3
	140.936
(0.0001) *

	Tertiary
	119(25.6)
	43(9.3)
	162(17.5)
	
	

	Income 
	
	
	
	
	

	None
	24(5.2)
	95(20.5)
	119(12.8)
	
	

	N30,000 
	108(23.3)
	141(30.4)
	249(26.8)
	
	

	[bookmark: _z337ya]N30,001-60,000
	[bookmark: _3j2qqm3]125(26.9)
	[bookmark: _1y810tw]163(35.1)
	288(31.0)
	4
	128.154
(0.0001) *

	N60,001-90;000
	128(27.6)
	48(10.3)
	176(19.0)
	
	

	>N90,000
	79(17.0)
	17(3.7)
	96(10.3)
	
	

	Occupational category
	
	
	
	
	

	Skilled
	108(23.3)
	60(12.9)
	168(18.1)
	
	

	Civil Servant
	124(26.7)
	81(17.5)
	205(22.1)
	4
	48.602
(0.0001) *

	Business
	[bookmark: _4i7ojhp]155(33.4)
	[bookmark: _2xcytpi]189(40.7)
	344(37.1)
	
	

	Others
	48(10.3)
	57(12.3)
	105(11.3)
	
	

	House wife/None
	29(6.3)
	77(16.6)
	106(11.4)
	
	


P≤0.05 (statistically significant)

[bookmark: _1ci93xb]Table 1 above shows that in Urban facilities, 7.5% of the respondents surveyed were less than 20 years old, 31.50% were between 21-25years of age, 34.5% were between 26-30years of age, 18.1% were between 31-35years old, 6.7% were between 36-40years old and 1.7% were above 41years of age. Females constitute a greater of the respondents (95.9%) as against the males (4.1%) in urban facilities.
In rural facilities, 12.3% of the respondents surveyed were less than 20 years old, 30.6% were between 21-25years of age, 31.7% were between 26-30years of age, 16.4% were between 31-35years old, 5.6% were between 36-40years old and 13.4% were above 41years of age. Females constitute a greater of the respondents (93.5%) as against the males (6.5%) in urban facilities.
Comparing urban and rural areas, marital status showed a statistically significant proportion. The respondents in both urban and rural areas who are married had greater proportions (80.2% vs 65.5%), and showed a statistically significant proportion (p = 0.0001). Also, respondents with secondary school educational qualification in both urban and rural facilities had greater proportions (57.5% vs 37.9%) showed a statistically significant proportion (p = 0.0001).
Participants between the age range of 26-30years old had a greater proportion in both urban and rural facilities, how this data was not statistically significant (p = 0.095). Females had a greater proportion in both urban and rural facilities, how this data was not statistically significant (p = 0.106). Income and religion also showed a statistically significant proportion in both urban and rural facilities. Participants who earned between N30,001 and N60,000 (26.9% vs 35.1%) had statistically significant proportions in both urban and rural facilities (p = 0.0001). Participants who were civil servants had statistically significant proportions (26.7% vs 17.5%) in both urban and rural facilities (p = 0.0001).
Christianity had a greater proportion in both urban and rural facilities (87.5% vs 89.4%), however this did not show a statistically significant proportion (p = 0.114).














Table 2a: Availability of Health Care Services in the Primary Health Care Facilities 
	
	             Location                                                                

	Variables
	Urban (n(%)
	Rural (n(%)
	Total
	df
	(p-value)

	Availability of essential/basic medicines 
	
	
	
	
	

	Yes
	[bookmark: _3whwml4]448(96.6)
	[bookmark: _2bn6wsx]421(90.7)
	869(93.6)
	1
	13.195 (0.0001)*

	No
	16(3.4)
	43(9.3)
	59(6.4)
	
	

	[bookmark: _qsh70q]Treatment of communicable diseases
	
	
	
	
	

	Yes
	[bookmark: _3as4poj]388(83.6)
	[bookmark: _1pxezwc]343(73.9)
	731(78.8)
	1
	13.049
(0.0001)*

	No
	76(16.4)
	121(26.1)
	197(21.2)
	
	

	[bookmark: _49x2ik5]Water and sanitation 
	
	
	
	
	

	Yes
	[bookmark: _2p2csry]290(62.5)
	[bookmark: _147n2zr]283(61.0)
	573(61.7)
	1
	0.224
(0.636)

	No
	174(37.5)
	181(39.0)
	355(38.3)
	
	

	[bookmark: _3o7alnk]Promotion of mental health and rehabilitation 
	
	
	
	
	

	Yes
	[bookmark: _23ckvvd]347(74.8)
	[bookmark: _ihv636]298(64.2)
	645(69.5)
	1
	12.207
(0.893)

	No
	117(25.2)
	166(35.8)
	283(30.5)
	
	

	[bookmark: _32hioqz]Maternal and child healthcare 
	
	
	
	
	

	[bookmark: _1hmsyys]Yes
	[bookmark: _41mghml]425(91.6)
	419(90.3)
	844(90.9)
	1
	0.471
(0.492)

	No
	39(8.4)
	45(9.7)
	84(9.1)
	
	

	[bookmark: _2grqrue]Medicine availability and distribution 
	
	
	
	
	

	Yes
	[bookmark: _vx1227]399(86.0)
	[bookmark: _3fwokq0]374(80.6)
	773(83.3)
	1
	4.841
(0.028)*

	No
	65(14.0)
	90(19.4)
	155(16.7)
	
	

	[bookmark: _1v1yuxt]Prevention and control of locally endemic diseases
	
	
	
	
	

	[bookmark: _4f1mdlm]Yes
	[bookmark: _2u6wntf]348(75.0)
	299(64.4)
	647(69.7)
	1
	12.255
(0.0001)*

	No
	116(25.0)
	165(35.6)
	281(30.3)
	
	

	Referrals 
	
	
	
	
	

	Yes
	332(71.6)
	[bookmark: _19c6y18]268(57.8)
	600(64.7)
	1
	19.314
(0.0001)*

	No
	132(28.4)
	196(42.2)
	328(35.3)
	
	


P≤0.05 (statistically significant), Fischer’s exact

[bookmark: _3tbugp1]The table 2a above showed that availability of health care services in primary health care facilities in urban areas had a statistically significant proportion higher than primary health care facilities in rural areas, with the following variables: 1) availability of essential/basic medicine had a statistically significant higher proportion in PHC facilities in urban areas compared to facilities in rural areas (96.6% vs 90.7%; p = 0.0001). Availability of treatment of communicable diseases (83.6% vs 73.9%; p = 0.0001); prevention and control of locally endemic diseases (75.0% vs 64.4%; p = 0.0001); medicine availability and distribution (86.0% vs 80.6%; p = 0.028); and referrals (71.6% vs 57.8%; p = 0.0001) also had a statistically significant higher proportion primary health care facilities in urban areas when compared to rural areas.
. 
Table 2b: Availability of Health Care Services in the Primary Health Care Facilities 
	
	             Location                                                               

	Variables
	Urban (n(%)
	Rural (n(%)
	Total
	df
	(p-value)

	[bookmark: _28h4qwu]Prevention and control of non-communicable diseases 
	
	
	
	
	

	Yes
	[bookmark: _nmf14n]373(80.4)
	[bookmark: _37m2jsg]298(64.2)
	671(72.3)
	1
	30.270
(0.0001)*

	No
	91(19.6)
	166(35.8)
	257(27.7)
	
	

	Family planning 
	
	
	
	
	

	[bookmark: _1mrcu09]Yes
	423(91.2)
	404(87.1)
	827(89.1)
	1
	4.011
(0.045)*

	No
	41(8.8)
	60(12.9)
	101(10.9)
	
	

	[bookmark: _46r0co2]Immunization against the major infectious diseases
	
	
	
	
	

	Yes
	[bookmark: _2lwamvv]408(87.9)
	[bookmark: _111kx3o]404(87.1)
	812(87.5)
	1
	0.158
(0.691)

	No
	56(12.1)
	60(12.9)
	116(12.5)
	
	

	[bookmark: _3l18frh]Lab/Medical test
	
	
	
	
	

	Yes
	[bookmark: _206ipza]360(77.6)
	[bookmark: _4k668n3]329(70.9)
	689(74.2)
	1
	5.416
(0.020)*

	No
	104(22.4)
	135(29.1)
	239(25.8)
	
	


P≤0.05 (statistically significant), Fischer’s exact

[bookmark: _2zbgiuw]The table 2b above showed that availability of health care services in primary health care facilities in urban areas had a statistically significant proportion higher than primary health care facilities in rural areas, with the following variables:  prevention and control of non-communicable diseases had a statistically significant higher proportion in PHC facilities in urban areas compared to facilities in rural areas (80.4% vs 64.2%; p = 0.0001). Also, family planning (91.2% vs 87.1%; p = 0.045); laboratory and medical test (77.6% vs 70.9%; p = 0.020) had a statistically significant higher proportion than primary health care facilities in rural areas.






Table 2c: Overall Availability of Primary Health Care Services
	Variables
	Urban
(n (%)
	Rural
(n (%)
	Total
	df
	[bookmark: _1egqt2p]X2 
(p-value)

	Availability of primary health care services
	
	
	
	
	

	Yes  
	373(80.4)
	[bookmark: _3ygebqi]314(67.7)
	687(74.0)
	1
	[bookmark: _2dlolyb]19.51
(0.0001) *

	[bookmark: _sqyw64]No 
	91(19.6)
	150(32.3)
	241(26.0)
	
	



P≤0.05 (statistically significant)

[bookmark: _3cqmetx]The table 2c above showed that the overall availability of health care services in primary health care facilities in urban areas had a statistically significant proportion higher than primary health care facilities in rural areas (80.4% vs 67.7%; p = 0.0001).

Table 3a: Affordability of Health Care Services in the Primary Health Care Facilities
	
	             Location                                                                

	Variables
	Urban (n(%)
	Rural (n(%)
	Total
	Df
	(p-value)

	Often visit the PHC facility
	
	
	
	
	

	1week
	81(17.5)
	89(19.2)
	170(18.3)
	1
	0.645
(0.886)

	2-3weeks
	159(34.3)
	150(32.3)
	309(33.3)
	
	

	4-5weeks
	150(32.3)
	150(32.3)
	300(32.3)
	
	

	≥6weeks
	74(15.9)
	75(16.2)
	149(16.1)
	
	

	Services do you usually access
	
	
	
	
	

	Immunization 
	
	
	
	
	

	Yes
	359(77.4)
	344(74.1)
	703(75.8)
	1
	1.320
(0.251)

	No
	105(22.6)
	120(25.9)
	225(24.2)
	
	

	Antenatal/Postnatal Care 
	
	
	
	
	

	Yes
	309(66.6)
	254(54.7)
	563(60.7)
	1
	13.661
(0.0001)*

	No
	155(33.4)
	210(45.3)
	365(39.3)
	
	

	Treatment for common illness 
	
	
	
	
	

	Yes
	306(65.9)
	239(51.5)
	545(58.7)
	1
	19.957
(0.0001)*

	No
	158(34.1)
	225(48.5)
	383(41.3)
	
	

	Family planning 
	
	
	
	
	

	[bookmark: _1rvwp1q]Yes
	418(90.1)
	[bookmark: _4bvk7pj]350(75.4)
	768(82.8)
	1
	34.921
(0.0001)*

	No
	46(9.9)
	114(24.6)
	160(17.2)
	
	

	[bookmark: _2r0uhxc]Pay for services at this PHC facility
	
	
	
	
	

	Out-of-pocket
	[bookmark: _1664s55]162(34.9)
	[bookmark: _3q5sasy]173(37.3)
	335(36.1)
	3
	0.644
(0.886)

	Health insurance (NHIS or others)
	155(3.4)
	146(31.5)
	301(32.4)
	
	

	Government subsidy/free
	74(5.9)
	715.7)
	147(15.8)
	
	

	Support from family/others
	73(15.7)
	72(15.5)
	145(15.6)
	
	


P≤0.05 (statistically significant), Fischer’s exact
[bookmark: _25b2l0r]The table 3a above showed that affordability of health care services in primary health care facilities in urban areas had a statistically significant proportion higher than primary health care facilities in rural areas, with the following variables: 1) affordability of antenatal care and post-natal care services had a statistically significant higher proportion in PHC facilities in urban areas compared to facilities in rural areas (66.6% vs 54.7%; p = 0.0001). Affordability of treatment of common illnesses (65.9% vs 51.5%; p = 0.0001); and family planning services (90.1% vs 75.4%; p = 0.0001); also had a statistically significant higher proportion primary health care facilities in urban areas when compared to rural areas.
Table 3b: Affordability of Health Care Services in the Primary Health Care Facilities
	
	             Location                                                                

	Variables
	Urban (n(%)
	Rural (n(%)
	Total
	Df
	(p-value)

	[bookmark: _kgcv8k]Skip or delay seeking care at the PHC because of cost
	
	
	
	
	

	Yes
	161(34.7)
	164(35.3)
	325(35.0)
	1
	0.043
(0.836)

	No
	[bookmark: _34g0dwd]303(65.3)
	[bookmark: _1jlao46]300(64.7)
	603(65.0)
	
	

	[bookmark: _43ky6rz]what services was delayed or skipped
	
	
	
	
	

	[bookmark: _2iq8gzs]Antenatal/Postnatal Care
	81(50.3)
	[bookmark: _xvir7l]89(54.3)
	170(52.3)
	1
	0.510
(0.475)

	Treatment for common illness
	80(49.7)
	75(45.7)
	155(47.7)
	
	

	[bookmark: _3hv69ve]On average, amount spent per visit at the PHC
	
	
	
	
	

	≤N5000 
	81(17.5)
	89(19.2)
	170(18.3)
	3
	0.531
(0.912)

	[bookmark: _1x0gk37]N5001-10,000
	156(33.6)
	[bookmark: _4h042r0]150(32.3)
	306(33.0)
	
	

	N10,001-20,000
	153(33.0)
	150(32.3)
	303(32.7)
	
	

	>N90,000
	74(15.9)
	75(16.2)
	149(16.1)
	
	

	[bookmark: _2w5ecyt]Get value for money for the services provided
	
	
	
	
	

	Yes
	[bookmark: _1baon6m]423(91.2)
	[bookmark: _3vac5uf]408(87.9)
	831(89.5)
	1
	2.590
(0.108)

	No
	41(8.8)
	56(12.1)
	97(10.5)
	
	

	[bookmark: _2afmg28]Essential drugs always available at affordable prices at the PHC
	
	
	
	
	

	Yes
	[bookmark: _pkwqa1]347(74.8)
	[bookmark: _39kk8xu]314(67.7)
	661(71.2)
	1
	5.726
(0.017)*

	No
	117(25.2)
	150(32.3)
	267(28.8)
	
	


P≤0.05 (statistically significant), Fischer’s exact

[bookmark: _1opuj5n]The table 3b above showed that affordability of health care services in primary health care facilities in urban areas had a statistically significant proportion higher than primary health care facilities in rural areas, with the affordability of essential drugs (74.8% vs 67.7%; p = 0.0001). 


[bookmark: _48pi1tg]Table 3c: Overall Affordability of Primary Health Care Services
	
	             Location                                                                

	Variables
	Urban (n(%)
	Rural (n(%)
	Total
	df
	(p-value)

	[bookmark: _2nusc19]Services at the PHC affordable
	
	
	
	
	

	Yes
	[bookmark: _1302m92]316(68.1)
	[bookmark: _3mzq4wv]314(67.7)
	630(67.9)
	1
	0.020
(0.888)

	No
	148(31.9)
	150(32.3)
	298(32.1)
	
	


P≤0.05 (statistically significant), Fischer’s exact
The table 3c above showed that the overall affordability of health care services in primary health care facilities in urban areas had a significantly higher proportion than primary health care facilities in rural areas (68.1% vs 67.7%; p = 0.020). 
Table 4a: Ease to Accessing of Health Care Services in the Primary Health Care Facilities
	
	             Location                                                                

	Variables
	Urban (n(%)
	Rural (n(%)
	Total
	df
	(p-value)

	Health education 
	
	
	
	
	

	Yes
	[bookmark: _2250f4o]457(98.5)
	[bookmark: _haapch]449(96.8)
	906(7.6)
	1
	2.980
(0.084)

	No
	7(1.5)
	15(3.2)
	22(2.4)
	
	

	[bookmark: _319y80a]Treatment of communicable diseases 
	
	
	
	
	

	Yes
	[bookmark: _1gf8i83]381(82.1)
	[bookmark: _40ew0vw]343(73.9)
	724(78.0)
	1
	9.073
(0.003)*

	No
	83(17.9)
	121(26.1)
	204(22.0)
	
	

	[bookmark: _2fk6b3p]Water and sanitation
	
	
	
	
	

	Yes
	[bookmark: _upglbi]312(67.2)
	[bookmark: _3ep43zb]283(61.0)
	595(64.1)
	1
	3.939
(0.047)*

	No
	152(32.8)
	181(39.0)
	333(35.9)
	
	

	[bookmark: _1tuee74]Promotion of mental health and rehabilitation 
	
	
	
	
	

	Yes
	[bookmark: _4du1wux]332(71.6)
	[bookmark: _2szc72q]282(60.8)
	614(66.2)
	1
	12.033
(0.001)*

	No
	132(28.4)
	182(39.2)
	314(33.8)
	
	

	[bookmark: _184mhaj]Maternal and child healthcare 
	
	
	
	
	

	[bookmark: _3s49zyc]Yes
	399(86.0)
	[bookmark: _279ka65]374(80.6)
	773(83.3)
	1
	4.841
(0.028)*

	No
	65(14.0)
	90(19.4)
	155(16.7)
	
	

	[bookmark: _meukdy]Medicine availability and distribution 
	
	
	
	
	

	Yes
	[bookmark: _36ei31r]408(87.9)
	[bookmark: _1ljsd9k]374(80.6)
	782(84.3)
	1
	9.396
(0.002)*

	No
	56(12.1)
	90(19.4)
	146(15.7)
	
	

	Prevention and control of locally endemic diseases 
	
	
	
	
	

	[bookmark: _45jfvxd]Yes
	[bookmark: _2koq656]332(71.6)
	252(54.3)
	584(62.9)
	1
	29.564
(0.003)*

	No
	132(28.4)
	212(45.7)
	146(15.7)
	
	

	Referral
	
	
	
	
	

	Yes
	321(69.2)
	268(57.8)
	589(63.5)
	1
	13.055
(0.0001)*

	No
	143(30.8)
	196(42.2)
	339(36.5)
	
	

	Prevention and control of non-communicable diseases 
	
	
	
	
	

	Yes
	375(80.8)
	313(67.5)
	688(74.1)
	1
	21.604
(0.0001)*

	No
	89(19.2)
	151(32.5)
	240(25.9)
	
	


P≤0.05 (statistically significant), Fischer’s exact
[bookmark: _zu0gcz]The table 4a above showed that ease of accessing health care services in primary health care facilities in urban areas had a statistically significant proportion higher than primary health care facilities in rural areas, with the following variables: 1) treatment of communicable diseases had a statistically significant higher proportion in PHC facilities in urban areas compared to facilities in rural areas (82.1% vs 73.9%; p = 0.003). Ease to access water and sanitation (67.2% vs 61.0%; p = 0.047); promotion of mental health and rehabilitation (71.6% vs 60.8%; p = 0.001); maternal and child health (86.0% vs 80.6%; p = 0.028); medicine availability and distribution (87.9% vs 80.6%; p = 0.002); prevention and control of locally endemic diseases (71.6% vs 54.3%; p = 0.003); referral (69.2% vs 57.8%; p = 0.0001); and prevention and control of non-communicable diseases (80.8% vs 67.5%; p = 0.0001); also had a statistically significant higher proportion primary health care facilities in urban areas when compared to rural areas.
Table 4b: Ease to Accessing of Health Care Services in the Primary Health Care Facilities 
	
	             Location                                                                

	Variables
	Urban (n(%)
	Rural (n(%)
	Total
	Df
	(p-value)

	Family planning
	
	
	
	
	

	Yes
	[bookmark: _3jtnz0s]402(86.6)
	[bookmark: _1yyy98l]388(83.6)
	790(85.1)
	1
	1.668
(0.196)

	No
	62(13.4)
	76(16.4)
	138(14.9)
	
	

	Immunization against the major infectious diseases 
	
	
	
	
	

	Yes
	[bookmark: _4iylrwe]398(85.8)
	[bookmark: _2y3w247]374(80.6)
	772(83.2)
	1
	4.438
(0.035)*

	No
	66(14.2)
	90(19.4)
	156(16.8)
	
	

	Environmental health
	
	
	
	
	

	Yes
	[bookmark: _1d96cc0]342(73.7)
	[bookmark: _3x8tuzt]252(54.3)
	594(64.0)
	1
	37.888
(0.0001)*

	No
	122(26.3)
	212(45.7)
	334(6.0)
	
	


P≤0.05 (statistically significant), Fischer’s exact
[bookmark: _2ce457m]The table 4b above showed that ease of accessibility of health care services in primary health care facilities in urban areas had a statistically significant proportion higher than primary health care facilities in rural areas, with immunization against the major infectious diseases (85.8% vs 80.6%; p = 0.035); and environmental health (73.7% vs 54.3%; p = 0.0001). 



Table 4c: Overall ease to Access to Primary Health Care Services
	Variables
	Urban
(n(%)
	Rural
(n(%)
	Total
	df
	X2 
(p-value)

	Access to primary health care services
	
	
	
	
	

	[bookmark: _rjefff]Yes  
	403(86.9)
	[bookmark: _3bj1y38]383(82.5)
	786(84.7)
	1
	[bookmark: _1qoc8b1]3.326
(0.068) 

	No 
	61(13.1)
	81(17.5)
	142(15.3)
	
	



P≤0.05 (statistically significant)


The table 4c above showed that the overall ease of accessing health care services in primary health care facilities in urban areas had a higher proportion than primary health care facilities in rural areas, however, not significant (86.9% vs 82.5%; p = 0.068). 
Table 5a: Effectiveness of Health Care Services in the Primary Health Care Facilities 
	
	             Location                                                               

	Variables
	Urban (n(%)
	Rural (n(%)
	Total
	df
	(p-value)

	Health education 
	
	
	
	
	

	Yes
	[bookmark: _4anzqyu]393(84.7)
	[bookmark: _2pta16n]366(78.9)
	759(81.8)
	1
	5.274
(0.022)*

	No
	71(15.3)
	98(21.1)
	169(18.2)
	
	

	[bookmark: _14ykbeg]Essential medicine 
	
	
	
	
	

	Yes
	[bookmark: _3oy7u29]332(71.6)
	[bookmark: _243i4a2]303(65.3)
	635(68.4)
	1
	4.195
(0.041)*

	No
	132(28.4)
	161(34.7)
	293(31.6)
	
	

	Treatment of communicable diseases 
	
	
	
	
	

	[bookmark: _j8sehv]Yes
	[bookmark: _338fx5o]353(76.1)
	277(59.7)
	630(67.9)
	1
	28.551
(0.0001)*

	No
	111(23.9)
	187(40.3)
	298(32.1)
	
	

	Water and sanitation
	
	
	
	
	

	Yes
	[bookmark: _1idq7dh]279(60.1)
	[bookmark: _42ddq1a]221(47.6)
	500(53.9)
	1
	14.588
(0.0001)*

	No
	185(39.9)
	243(52.4)
	428(46.1)
	
	

	Maternal and child healthcare 
	
	
	
	
	

	[bookmark: _2hio093]Yes
	[bookmark: _wnyagw]342(73.7)
	317(68.3)
	659(1.0)
	1
	3.272
(0.070)

	No
	122(26.3)
	147(31.7)
	269(29.0)
	
	

	Prevention and control of locally endemic diseases 
	
	
	
	
	

	Yes
	[bookmark: _3gnlt4p]312(67.2)
	[bookmark: _1vsw3ci]267(57.5)
	579(62.4)
	1
	9.300
(0.002)*

	No
	152(32.8)
	197(42.5)
	349(37.6)
	
	

	Referral
	
	
	
	
	

	Yes
	[bookmark: _4fsjm0b]353(76.1)
	[bookmark: _2uxtw84]267(57.5)
	620(66.8)
	1
	35.942
(0.0001)*

	No
	111(23.9)
	197(42.5)
	308(33.2)
	
	

	[bookmark: _1a346fx]Prevention and control of non-communicable diseases 
	
	
	
	
	

	Yes
	[bookmark: _3u2rp3q]368(79.3)
	[bookmark: _2981zbj]297(64.0)
	665(71.7)
	1
	26.748
(0.0001)*

	No
	96(20.7)
	167(36.0)
	263(28.3)
	
	


P≤0.05 (statistically significant), Fischer’s exact
[bookmark: _odc9jc]The table 4a above showed that effectiveness of health care services in primary health care facilities in urban areas had a statistically significant proportion higher than primary health care facilities in rural areas, with the following variables: 1) health education had a statistically significant higher proportion in PHC facilities in urban areas compared to facilities in rural areas (84.7% vs 78.9%; p = 0.022). Effectiveness of essential medicines (71.6% vs 65.3%; p = 0.041); treatment of communicable diseases (76.1% vs 59.7%; p = 0.0001); water and sanitation (60.10% vs 47.6%; p = 0.0001); prevention and control of locally endemic diseases (67.2% vs 57.5%; p = 0.002); referral (76.1% vs 57.5%; p = 0.0001); and prevention and control of non-communicable diseases (79.3% vs 64.0%; p = 0.0001); also had a statistically significant higher proportion primary health care facilities in urban areas when compared to rural areas.
Table 5b: Effectiveness of Health Care Services in the Primary Health Care Facilities 
	
	             Location                                                                

	Variables
	Urban (n(%)
	Rural (n(%)
	Total
	df
	(p-value)

	Family planning
	
	
	
	
	

	[bookmark: _38czs75]Yes
	[bookmark: _1nia2ey]406(87.5)
	403(86.9)
	809(87.2)
	1
	0.087
(0.768)

	No
	58(12.5)
	61(13.1)
	119(12.8)
	
	

	Immunization against the major infectious diseases 
	
	
	
	
	

	Yes
	[bookmark: _47hxl2r]415(89.4)
	[bookmark: _2mn7vak]404(87.1)
	819(88.3)
	1
	1.258
(0.262)

	No
	49(10.6)
	60(12.9)
	109(11.7)
	
	

	Environmental health
	
	
	
	
	

	Yes
	[bookmark: _11si5id]349(75.2)
	[bookmark: _3ls5o66]298(64.2)
	647(69.7)
	1
	13.276
(0.0001)*

	No
	115(24.8)
	166(35.8)
	281(30.3)
	
	


P≤0.05 (statistically significant), Fischer’s exact
The table 5b above showed that effectiveness of health care services in primary health care facilities in urban areas had a statistically significant proportion higher than primary health care facilities in rural areas, with environmental health (75.2% vs 64.2%; p = 0.0001). 
[bookmark: _20xfydz]






Table 5c: Overall Effectiveness of the Primary Health Care Services
	Variables
	Urban
(n(%)
	Rural
(n(%)
	Total
	df
	X2 
(p-value)

	Primary health care services are effective
	
	
	
	
	

	Yes  
	403(86.9)
	383(82.5)
	786(84.7)
	1
	3.326
(0.068) 

	No 
	61(13.1)
	81(17.5)
	142(15.3)
	
	



P≤0.05 (statistically significant)
The table 5c above showed that the overall effectiveness of health care services in primary health care facilities in urban areas had a higher proportion than primary health care facilities in rural areas, however, not significant (68.1% vs 67.7%; p = 0.020). 
4.0 DISCUSSION
[bookmark: _4kx3h1s]This study compared access to primary health care in in eight primary health care facilities in four urban LGAs and eight PHC facilities in four rural LGAs in Rivers State, Nigeria. Our results indicate that MPHCs Orogbum, Churchill, Ozuoba, Elelenwo, Aluu, Igwuruta, Ogale, and Akpajo, which are the PHC facilities in the urban areas exhibited better access to PHC than MPHCs Okochiri, Island maternity, Ayama, Ogbema, Ndele, Odohua, Ataba and Unyeada, which represents PHC facilities in the rural areas.
[bookmark: _302dr9l]According to Abdulraheem and colleagues, quality health is a fundamental right to all, and while primary health care (PHC) centers are relatively uniformly distributed throughout Local Government Areas (LGAs) in Nigeria, a greater proportion of those residing in the rural community tend to underuse the basic health services, due to several reasons, including systemic and client-related factors (Abdulraheem et al., 2012).  
Our findings revealed that access to PHC in PHC facilities located in urban areas was of a significantly greater proportion compared to the rural facilities, based on the various domains of PHC (availability, affordability, ease to access and effectiveness). 
Availability of health care services in primary health care facilities in urban areas had a statistically significant proportion higher than primary health care facilities in rural areas, with the following: availability of essential/basic medicine had a statistically significant higher proportion in PHC facilities in urban areas compared to facilities in rural areas. Availability of treatment of communicable diseases, prevention and control of locally endemic diseases, medicine availability and distribution, referrals, prevention and control of non-communicable diseases, family planning and medical/laboratory tests also had a statistically significant higher proportion primary health care facilities in urban areas when compared to rural areas. This implies that urban facilities are better equipped with the necessary equipment, workforce, and commodities including medicines to render health care services to the masses. It also implies that the location of PHC facilities at urban areas play an important role in improving access and utilization of health services than in the rural areas. These findings corroborate with findings from Ofori-Asenso et al. (2016) and Al Saffer et al. (2021), which showed that the availability of medicines and also the presence of well-trained professional to treat and manage disease conditions improve access to PHC. Al Saffer and colleagues also in the study revealed that more doctors and nurses are posted to the urban areas to work, and this also contributes to better access to PHC in the urban areas than in the rural areas. This may also be due to the rural-urban migration leading to a densely populated urban areas, which will in turn lead to a greater need for basic amenities, more equipped health facilities in terms of equipment, infrastructure and human resources. This finding however, contrasts with findings by Peter-Kio & Oweredaba (2023), who revealed that family planning services were more readily available in the PHC facilities in the rural areas than in the urban areas.
The study also revealed that affordability of health care services in primary health care facilities in urban areas had a statistically significant proportion higher than primary health care facilities in rural areas, with the following: affordability of antenatal care and post-natal care services had a statistically significant higher proportion in PHC facilities in urban areas compared to facilities in rural areas. Treatment of common illnesses; and family planning services; and affordability of essential drugs, also had a statistically significant higher proportion primary health care facilities in urban areas when compared to rural areas. This implies that the services rendered in the primary health care facilities are what the masses can afford to receive health care in the various facilities. It also implies that the Rivers State contributory health protection programme, which is an insurance scheme, is functioning, thereby making PHC services affordable for the masses. These findings are similar to findings from studies conducted by Dalaba et al. (2017) and Peter-Kio & Oweredaba (2023), which revealed that the health care delivery through insurance were affordable than out-of-pocket expenditure. Also, reproductive health services including prenatal and post-natal care services were more affordable in urban facilities compared to rural facilities. These findings contrast with findings from a study conducted by Yao and colleagues revealed that although essential drugs were affordable in PHC facilities, there were more affordable in PHC facilities in the rural areas than in urban areas (Yao et al., 2015).
The study also revealed that ease to access health care services in primary health care facilities in urban areas had a statistically significant proportion higher than primary health care facilities in rural areas, with the following: treatment of communicable diseases had a statistically significant higher proportion in PHC facilities in urban areas compared to facilities in rural areas. Ease to access water and sanitation; promotion of mental health and rehabilitation; maternal and child health; medicine availability and distribution; prevention and control of locally endemic diseases; referral; and prevention and control of non-communicable diseases; immunization against the major infectious diseases; and environmental health, also had a statistically significant higher proportion primary health care facilities in urban areas when compared to rural areas. This implies that health care services in the primary health care facilities in Rivers State especially those in the urban area is becoming more accessible to the populace, which in turns implies improved quality of care, and reduced morbidity and mortality. The findings from this study corroborates with findings from a study conducted by Adisa et al. (2015), which revealed great satisfaction with the PHC’s ability in providing access to medications. Peter-Kio & Oweredaba (2023) also revealed similar findings with this present study, as there was ease of access to reproductive healthcare services such as prenatal care, postnatal care and STI prevention/management was higher in urban areas than rural areas. However, contrasting views were also observed by Peter-Kio and colleague as family planning and abortion care were accessed more in rural than urban areas Peter-Kio & Oweredaba (2023). Findings from Pu and colleagues also revealed poor access to primary health care as the majority of people could not get to the closest hospitals in two hours (Pu et al., 2020). 
This study also revealed that effectiveness of health care services in primary health care facilities in urban areas had a statistically significant proportion higher than primary health care facilities in rural areas, with the following variables: 1) health education had a statistically significant higher proportion in PHC facilities in urban areas compared to facilities in rural areas. Effectiveness of essential medicines; treatment of communicable diseases; water and sanitation; prevention and control of locally endemic diseases; referral; and prevention and control of non-communicable diseases; and environmental health; also had a statistically significant higher proportion primary health care facilities in urban areas when compared to rural areas. This implies that there will be more patronage of PHC facilities in urban areas because the health care services rendered are more effective than those services in PHC facilities in rural areas. This finding corroborates with findings from studies conducted by Yao and colleagues which revealed that health care services rendered in PHC facilities in terms of essential medicines were effective in the urban facilities than in the rural facilities (Yao et al., 2015).  This finding corroborates with findings from studies conducted by Aitafo et al. (2021) that there was an effective health care service delivery in terms of health education as awareness on the use of chlorhexidine gel for cord care was created during health education in antenatal clinics.
While the PHC centers are relatively uniformly distributed throughout Nigeria, not all are adequately equipped for the basic health services. Addressing the gaps in access to PHC facilities between urban and rural areas requires a collaborative effort aimed at ensuring improved access to PHC in all PHC facilities in both urban and rural areas, but specifically rural areas. This will lay a strong foundation for universal health coverage and also attaining the SDGs goal 3. Effective strategies to improve access to PHC in PHC facilities in rural areas should include: should include advocacy, raising awareness, education, and fostering community participation. Quality of care and service delivery must be assured by those in management positions. 
While this study relied on self-reported information from respondents regarding their perceptions of the availability, accessibility, and effectiveness of PHC services. This may have introduced response and recall biases, as some participants may have over- or under-reported their experiences, influenced by personal expectations or social desirability. The study also possesses significant strengths. Notably, its comparative nature. By comparing access to PHC in rural and urban settings, the study sheds light on the gaps and constraints of PHC, and areas that need improvement in the health care services delivery. It also reveals the inadequacies in access to PHC, especially in the rural areas. This underscores the urgency to address this issue, especially in PHC facilities in the rural areas. We recommend future research to assess patients’ perspective on barriers to access PHC. 
5.0 CONCLUSION
The findings of this study highlight significant disparities between urban and rural communities in the availability, accessibility, and effectiveness of Primary Health Care (PHC) services. Overall, urban respondents consistently reported better provision, access, and satisfaction with PHC services compared to their rural counterparts. As recommendations, we advocate for prioritization of health care services in the rural PHC facilities.
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[bookmark: _GoBack]LIST OF ABBREVIATIONS
PHC			Primary Health Care
MPHC			Model Primary Health Care Centre
SDGs			Sustainable Development Goals
UHC			Universal Health Coverage
TB			Tuberculosis
HIV			Human Immune Virus
NCD			Non-communicable disease
RSPHCMB		Rivers State Primary Health Care Management Board
SPSS			Statistical Package for Social Sciences
LGAs			Local Government Areas

REFERENCES	
[bookmark: _1f7o1he]Abdulraheem, B. I., Olapipo, A. R., & Amodu, M. O. (2012). Primary health care services in Nigeria: Critical issues and strategies for enhancing the use by the rural communities. Journal of public health and epidemiology, 4(1), 5-13.
Abubakar, A. A., Abba, A., Fasawe, O., Hussaini, T., Umar, N., Bukari, A., ... & Gulma, K. (2025). Improving Facility-Level Performance In Primary Healthcare System through Strengthening Management and Financial Resource Utilization in Kano State, Nigeria. SSM-Health Systems, 100080.
Acquah-Hagan, G., Boateng, D., Appiah-Brempong, E., Twum, P., Amankwa Atta, J., & Agyei-Baffour, P. (2022). Availability and affordability of primary health care among vulnerable populations in urban Kumasi Metropolis: family health perspective. Health Equity, 6(1), 345-355.
Adisa, R., Fakeye, T. O., & Aindero, V. O. (2015). Evaluation of prescription pattern and patients’ opinion on healthcare practices in selected primary healthcare facilities in Ibadan, South-Western Nigeria. African Health Sciences, 15(4), 1318-1329. 
Aitafo, J., West, B., & Okari, T. (2021). Awareness, Attitude and Use of Chlorhexidine Gel for Cord Care in a Well-Baby Clinic in Port Harcourt, Nigeria. International Journal of Health Sciences and Research, 11-80.
Al Saffer, Q., Al-Ghaith, T., Alshehri, A., Al-Mohammed, R., Al Homidi, S., Hamza, M. M., ... & Alazemi, N. (2021). The capacity of primary health care facilities in Saudi Arabia: infrastructure, services, drug availability, and human resources. BMC health services research, 21(1), 365.
Alenoghena, I., Aigbiremolen, A. O., Abejegah, C., & Eboreime, E. (2014). Primary health care in Nigeria: strategies and constraints in implemntation. International Journal of Community Research, 3(3), 74-79.
Alfaqeeh, G., Cook, E. J., Randhawa, G., & Ali, N. (2017). Access and utilisation of primary health care services comparing urban and rural areas of Riyadh Providence, Kingdom of Saudi Arabia. BMC health services research, 17(1), 106.
Bitton, A., Ratcliffe, H. L., Veillard, J. H., Kress, D. H., Barkley, S., Kimball, M., ... & Hirschhorn, L. R. (2017). Primary health care as a foundation for strengthening health systems in low-and middle-income countries. Journal of general internal medicine, 32(5), 566-571. 
Dalaba, M. A., Welaga, P., & Matsubara, C. (2017). Cost of delivering health care services at primary health facilities in Ghana. BMC health services research, 17(1), 742.
Jack Jr, L. (2021). Advancing health equity, eliminating health disparities, and improving population health. Preventing Chronic Disease, 18, E79. 
Joab-Peterside, S. (2010). Survey on Women and Livelihoods in the Niger Delta: An Overview of Women’s Economic Activities in Oil Producing Communities in Akwa Ibom, Bayelsa and Rivers States. Center for Democracy and Development (CDC), http://www. cddwestafrica. org/index. php.
Komolafe, A. O., Oyelade, O. O., Adedini, S. A., & Irinoye, O. O. (2022). Understanding context in the implementation of emergency obstetric and neonatal care in health facilities in Osun State, Nigeria-a mixed-methods study. BMC Pregnancy and Childbirth, 22(1), 934.
Márquez, L., Poveda, J. C., & Vega, L. A. (2019). Factors affecting personal autonomy and perceived accessibility of people with mobility impairments in an urban transportation choice context. Journal of Transport & Health, 14, 100583.
Nlerum, F., & Wechie, E. (2018). Greater Port Harcourt city urbanization project and its socio-economic effect on affected farming communities in Rivers State. Journal of Sociological Research, 9(1), 91-101.
Ofori-Asenso, R., Brhlikova, P., & Pollock, A. M. (2016). Prescribing indicators at primary health care centers within the WHO African region: a systematic analysis (1995–2015). BMC public health, 16(1), 724.
Ogah, P. O., Uguru, N., Okeke, C., Mohammed, N., Ogbe, O., Ashiver, W. G., & Aina, M. (2024). Primary health care in Nigeria: best practices and quality of care in Nigeria. BMC Health Services Research, 24(1), 963.
Perry, H. B. (2018). An extension of the Alma-Ata vision for primary health care in light of twenty-first century evidence and realities. Gates open research, 2, 70.
Perry, H. B., & Sachs, J. D. (2024). The investment case for strengthening primary healthcare and community health worker programs in low-and lower-middle-income countries. In Oxford Research Encyclopedia of Global Public Health.
Peter-Kio, O. B., & Oweredaba, S. (2023). Comparative Analysis of Reproductive Healthcare Services Utilization among Women of Childbearing Age in Rural and Urban Areas of Rivers West Senatorial District, Nigeria. Journal of Advances in Medicine and Medical Research, 35(22), 262-272.
Pu, Q., Yoo, E. H., Rothstein, D. H., Cairo, S., & Malemo, L. (2020). Improving the spatial accessibility of healthcare in North Kivu, Democratic Republic of Congo. Applied Geography, 121, 102262.
RSPHCMB (2025). Primary health care facilities. https://www.rsphcmb.rv.gov.ng/message-from-perm-sec. Retrieved: 12/9/2025.
Sampson, S., Umar, L., Obi-Jeff, C., Oni, F., Ayodeji, O., Ebinim, H., ... & Okagbue, H. (2024). Assessment of the compliance with minimum quality standards by public primary healthcare facilities in Nigeria. Health Research Policy and Systems, 22(1), 133. 
Sule, S. S., Ijadunola, K. T., Onayade, A. A., Fatusi, A. O., Soetan, R. O., & Connell, F. A. (2008). Utilization of primary health care facilities: lessons from a rural community in southwest Nigeria. Nigerian journal of medicine, 17(1), 98-106. 
Tzenios, N. (2019). The determinants of access to healthcare: a review of individual, structural, and systemic factors. Journal of Humanities and Applied Science Research, 2(1), 1-14.
Umunna, Z. I. (2012). Exploring the factors that contribute to poor utilization of primary health care services: A study of two primary health care clinics in Nasarawa State, Nigeria. Cape Town: University of the Western Cape, Faculty of Community and Health Sciences School of Public Health.
Winkler, I. T., & Satterthwaite, M. L. (2018). Leaving no one behind? Persistent inequalities in the SDGs. In The sustainable development goals and human rights (pp. 51-75). Routledge.
Whitley, E., & Ball, J. (2002). Statistics review 4: sample size calculations. Critical care, 6, 1-7. 
World Health Organization (2025). Sustainable development goals. https://www.who.int/europe/about-us/our-work/sustainable-development-goals/. Retrieved: 21/9/25.
Yao, Q., Liu, C., Ferrier, J. A., Liu, Z., & Sun, J. (2015). Urban-rural inequality regarding drug prescriptions in primary care facilities–a pre-post comparison of the National Essential Medicines Scheme of China. international Journal for Equity in Health, 14(1), 58.
Yip, W., Fu, H., Chen, A. T., Zhai, T., Jian, W., Xu, R., ... & Chen, W. (2019). 10 years of health-care reform in China: progress and gaps in Universal Health Coverage. The Lancet, 394(10204), 1192-1204.
Yaya, S., Bishwajit, G., Ekholuenetale, M., Shah, V., Kadio, B., & Udenigwe, O. (2017). Urban-rural difference in satisfaction with primary healthcare services in Ghana. BMC health services research, 17(1), 776.


[bookmark: _3z7bk57]
