Chapter 1

History oF PRIMARY HEALTH CARE IN NIGERIA

ABSTRACT

The history of the Nigerian health services
followed the typical pattern of many other
African countries. Starting with colonial
medical services, political independence led
to important changes in policy and strate-
gies. The development of the health ser-
vices in this country has been influenced by
global trends in ideas and directives. An
important example of the international
movement was the historic conference at
Alma Ata in 1978. The ideas generated from
this conference led to the reform of health
policies in many countries especially those
nations that adopted health systems based
on Primary Health Care as their national
goal. This chapter briefly reviews some of
the key milestones in the history of health
care in Nigeria with particular reference to
Primary Health Care.

PREAMBLE

The history of the health sector in Nigeria
falls conveniently into three distinct but
naturally overlapping periods. These are in
chronological sequence:

1. The Pre-Colonial,

2. The Colonial

3. The Post-Colonial

This chapter gives a broad overview of the
structure, administrative patterns and
trends of critical components of the health
sector in the three periods identified above.
Appropriate references are made, and at-
tention drawn to relevant social, cultural,
political and economic antecedents, that
helped to shape the subsequent direction
of policies and interaction between the in-
digenous traditional and the western ortho-
dox health care dispensations. The growth,
in the post-colonial period, of a parallel
orthodox private health care service with

minimal formal functional interaction and
relationship with the public service is dis-
cussed. A more detailed review of the cur-
rent situation and the impact of various con-
temporary policies undertaken by govern-
ment on the health services delivery system
is provided in other chapters of this publica-
tion.

INTRODUCTION

The geopolitical entity known today as Nige-
ria came into formal existence in 1914 with
the amalgamation by the British colonial gov-
ernment of its '‘Northern Protectorate’ with the
'Southern Protectorate' which had earlier, in
1906, been joined with the Lagos Colony, the
latter of which itself was annexed to Britain
in 1861. However, the verifiable medical his-
tory of Nigeria dates back to the 15th Cen-
tury, in forms that are related to trading ac-
tivities on the Atlantic coast and across the
Sahara.

ﬁPortuguese traded with Benin Empire frorh
1472, and traces of Catholic influence and
Portuguese soldiers abound in Benin bronzes.
They are credited with being the first people
Fto bring Western medical care to their traders

in outposts but not to the indigenous African
0 population” (Schram, 1966) -/

For several reasons, it is difficult to define
precisely the beginning of the colonial era,
and therefore the nature and corresponding
succinct impact of 'colonialisation’ in Nigeria.
If 1861 is taken as the pivotal point, it would
exclude the preceding six decades that wit-
nessed the overthrow (in 1804) in the north,
of indigenous Hausa rule by the Fulanis, itself
an enduring act of colonialisation, in the mode
of similar events replicated throughout his-
tory. Although considerable changes in the



socio-cultural fabric of the indigenous com-
munities were likely to have taken place, the
scantiness and in most cases, lack of ready ac-
cess to any reliable documented information
on the impact of the Fulani take over and in-
cursion on the health system of the region,
inevitably means that this facet of the history
of the Nigerian health sector will not com-
prise a definitive feature in this review. This
notwithstanding there is substantial residual
evidence in the north, of the influence of an-
cient Arabic and Persian medicine 'transferred'
across the trans-Saharan trade routes, as was
the corresponding and more prevalent non-
indigenous ‘'western' medicine across the At-
lantic Ocean.

Ralph Schram (1966) drew attention to a vari-
ety of appellations for 'medical carers' in dif-
ferent parts of the country in the pre-colonial
period. Some examples are, in the north, the
"Wombai" or first aider, and the "Gozam", an
all purpose barber surgeon in Nupeland. A medi-
cine man that used magic was known as a
"Cigbecizi". In Iboland medicine men were
generally referred to as "Dibias" while the gen-
eral practitioner in Yorubaland was known as
and popularly referred to as the "Adahunse”.

For the purpose of this chapter, the pre-colo-
nial era in Nigeria would be taken to be the
period before the annexation of Lagos, as a
colony by Great Britain. The administration
of the amalgamated northern and southern
protectorates and the colony of Lagos lasted
until 1951. Regional civil services were estab-
lished in 1954 and internal self-government was
granted to the southern regions (East and West,
including Lagos) in 1956, and the northern re-
gion in 1959. The end of the colonial era could
therefore be taken to be 01 October 1960
when Nigeria emerged as an independent sov-
ereign state. The 1950s could be justifiably
considered as a period of transition from the
colonial to the post-colonial era.

PRE-COLONIAL PERIOD

It is obvious, and clearly understandable, that
there were considerable differences in the
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nature and structure of health services avail-
able to the myriads of communities and di-
verse linguistic groups (variously estimated as
more than 300), that inhabited the geographi-
cal area of today's Nigeria. Two relatively
distinct but overlapping phases can be identi-
fied in this period.

The first, for which there is scant dependable
documentation, is the period that stretches
into the distant past, before the first Euro-
pean traders made contact with the indigenous
population.

The second refers to the period of free unfet-
tered informal and semi-formal interactions
between indigenous populations and pioneer-
ing European explorers, traders and mission-
aries. This phase witnessed the establishment
of direct colonial rule along with the provi-
sion of rudimentary medical care the target
and nature of which changed gradually with
time. This phase coincides with the period
of the notorious trans-Atlantic slave trade and
its less publicised but equally devastating trans-
Saharan counterpart.

Phase 1

In the first phase of the pre-colonial era, all
communities had some form of organised so-
cial structure an important component of
which was a health care system. Attention
for the provision of personal health care usu-
ally centred around individuals with acknowl-
edged expertise in preventive, curative and
rehabilitative medicine. The knowledge, skills
and expertise of the various traditional health
practitioners were passed down generations
within their families, to kith and kin. Such
knowledge and skills were closely guarded se-
crets seeing that the practitioner made his
living, and the means of sustenance of his
dependants (the nuclear and extended fam-
ily), through his successful dispensation of per-
sonal health care. Invariably, over the years,
some individuals took on the mantle of "spe-
cialists”, e.g. in midwifery (the equivalent
modern practitioners of who are pejoratively
and condescendingly referred to as ‘traditional
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birth attendants' [TBAs]); treatment of psycho-
logical disorders; orthopaedics etc. Others
were "generalists" to whom clients turn for a
variety of ailments ranging from infertility and
impotence, through persistent feverishness,
loss of weight, chronic skin ulcers, haemoptysis
etc.. The most successful of such practitio-
ners were very highly regarded and respected
in their communities.

There was of course, an admixture of witch-
craft and practice of traditional herbalism,
with the use of crude forms of therapeuti-
cally active concoctions, shades of which still
persist in some communities.

Although not conversant with modern germ
theory of disease causation or the fundamen-
tal scientific basis of such complex issues like
genetics and immunology, these 'ancient’ (pre-
colonial) communities had established, and
were governed by sets of rules and regula-
tions that were based on years of carefully
accumulated observations and analysis that
promoted good public health and limited the
transmission of disease through communica-
bility or inheritance. There were prescribed
penalties and enforceable sanctions for any
breach of the communal regulations. There
were, unfortunately and inevitably of course,
socio-cultural practices and taboos that were
injurious to personal health or compromised
public health. Notable among these were the
practice of female circumcision and the use
of non-sterile instruments, like a piece of bam-
boo stick, to cut the umbilical cord of the
newborn, with their well-documented adverse
consequences. Uninformed post-natal care con-
tributed to high maternal mortality, while high
infant and child mortality rates induced fami-
lies to encourage and pursue high birth rates
to make up for attendant wastages. Only hardy
children survived to work the farms and bear
children of the next generation. It was a mat-
ter of survival of the fittest.

Phase 2

The above was the general scenario at the
time the first ocean-going Europeans made
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initial contact with the indigenous 'Nigerian'
populations. Commerce, which was the pri-
mary motive of the initial contacts, soon be-
came focussed on and dominated by the inhu-
mane but highly lucrative slave trade. As the
trade in human cargo intensified, expanded
and accelerated in pace the high toll of the
scourge of locally endemic diseases, notably
malaria, yellow fever and the ubiquitous dys-
enteric diarrhoeas, to which the previously
unexposed European slave traders were sub-
jected, compelled the proprietors of the slave
trade to introduce limited forms of medical
care facilities for their staff.

ﬂ‘The first practising doctors were medicaI\
missionaries who settled in the 1850s as ship
surgeons, medically qualified botanists and
explorers who sailed into several Nigerian
ports and navigated several large rivers from
\the 17t Century onwards” (Schram, 1966))

Throughout this period, the medical care fa-
cilities were based and available, only on board
the slave ships. The slave traders never ven-
tured inland beyond the coast where slaves
were brought. The slaves were held in transit
fortresses situated along the coast prior to
their transfer to the slave ships. In due course
high morbidity and mortality among the slaves,
which meant a proportionate loss of revenue
to the slave traders, led to some measure of
improvement in the appallingly unhygienic con-
ditions under which slaves were kept in tran-
sit, particularly on board ships, during the per-
ilous journey across the Atlantic Ocean to the
ultimate slave markets. A significant adverse
consequence (side-effect) of the slave trade
was the two-way trans-continental spread of
infectious diseases (e.g.) to which the 'recipi-
ent' non-endemic populations had no previous
exposure or immunity, with dire consequences
in most cases.

COLONIAL PERIOD

The end of the slave trade in the late 19th
Century brought in its wake to the West Coast
of Africa a rapid and sustained influx of vari-
ous, mainly Europe-based, religious missions



and trading organisations. These ventured
much further inland, by road and up the River
Niger and its tributaries, as well as Ogun and
Cross rivers, than the slave traders did. This
could be regarded as the, albeit stuttering,
beginning of the colonial period with regard
to the evolution of the health services. The
establishment of a formal administrative struc-
ture intended primarily to coordinate and pro-
tect the interest of the British trading compa-
nies led to the appointment of John Beecroft
as the first British Consul, based in Lagos, Ni-
geria, in 1849. This was followed soon after
by the appointment of another consul in Cala-
bar, a dozen years before the formal annex-
ation of the colony of Lagos by Britain.

It is difficult to define a clear period of tran-
sition from traditional to modern medicine.
Records however indicate that western type
medical care was first introduced in the Nige-
rian territory (in the Benin district), in the
second half of the 15th Century through the
Dutch West Indies Company. The care was pro-
vided for the trading staff in their outposts
and not to the indigenous African population.
No hospitals were built on the mainland until
the latter part of the 19th Century, but ex-
isted in offshore islands three centuries ear-
lier. (Schram.1966)

A Dr. Williams of Britain was credited with
carrying out, in mid-19th Century, several vac-
cination sessions and dressing of ulcers on in-
digenous populations along the West Coast of
Africa, including the Niger Delta and up to
Lokoja. (Schram 1966).

The growth and development of health ser-
vices in the colonial period can be divided
into two main complementary categories. The
first is the provision and delivery of health
care, through the establishment of health care
facilities and the second is the supply, through
recruitment and training, of health manpower.

Provision of Health Services

Although the traders had brought with them a
few doctors and nurses to look after them-
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selves and communities, the missionaries first
introduced the major definitive modern medi-
cal care into the Nigerian territory in the 1860s.
A detailed catalogue of the health care facili-
ties provided by the missionaries during the
colonial period is beyond the scope of this
chapter. However, it is of historical impor-
tance to describe briefly the general pattern
of the evolution of these facilities and the
subsequent development and growth of the
health sector under the colonial administra-
tion and the government and people of Nige-
ria. A few examples would help to illustrate
this point. Understandably the distribution of
the health care facilities provided by the re-
ligious missions coincided with the geographi-
cal location of their missionary activities, al-
though inevitably there were, and still are,
considerable territorial overlaps between the
missions' spheres of influence.

The first set of Roman Catholic nuns in Nigeria
lived in a convent on Broad Street, Lagos in
1873. In 1886 a pioneering set of nuns, led by
a Sister Maria of Assumption, moved to
Abeokuta and worked under Father Francois,
founder of the first full-fledged land-based
hospital, the famous Sacred Heart Hospital, in
Abeokuta. While the Roman Catholic Mission
continued its pastoral and health-related work
in the south-western parts of the country, it
ultimately held sway in most of south-eastern
and mid-western Nigeria. In this regard the
contribution of Catholic missionaries from the
Republic of Ireland to medical work in Nige-
ria, in all their mission posts to their adher-
ents and beyond has been most extraordinary.

The Presbyterian Mission also operated in
south-eastern Nigeria. One of the most cel-
ebrated and a devoted missionary of this pe-
riod was Mary Slessor (1848-1915) a Scottish
lady recruited by the Foreign Mission Board of
the United Presbyterian Church of Scotland
(UPCS). She worked for four decades in Cala-
bar where she died and was buried. It is note-
worthy that the famous Rev. Hope Waddell,
an lrish man, also of the UPCS but whose mis-



sionary work in the Calabar area preceded that
of Slessor by 30 years, and many of his mis-
sionary colleagues were not health profession-
als, but received training and acquired rel-
evant skills which enabled them to run clinics
and dispensaries in and around Calabar. The
first record of vaccination against smallpox was
conducted by Rev. Waddell in Calabar in the
mid-1950s.

The Church Missionary Society (CMS) 'Yoruba
Mission' was founded and spearheaded by
Henry Townsend (1813-1886) and David Hin-
derer who oversaw the mission's operation in
Lagos and Abeokuta. The mission later ex-
tended its activities to Badagry. In early 1850s,
a dispensary open to all comers was opened
for three days a week in Abeokuta. In 1864,
the Reverend Samuel Adjai Crowther was con-
secrated by the Church of England as the
"Bishop of Western Equitorial Africa beyond
the Queen's Dominion", and soon thereafter
undertook a mission up the Niger as far as
Lokoja and thence to Calabar by way of the
Cross River and on to South Cameroon. The
establishment of various healthcare posts fol-
lowed in the wake of Crowther's Episcopal
missions. Anglican and Methodist missions were
all in the forefront of the provision of care in
dispensaries and maternity centres as well as
home nursing.

The Qua Iboe Mission founded in 1891 estab-
lished a number of dispensary and maternity
services in southern Nigeria as did the Baptist
Mission with one of its most outstanding and
extant legacies being the mission's famous hos-
pital in Ogbomosho.

The reputed lyi Enu Hospital, (near Onitsha)
was built by a coalition of the protestant mis-
sions in 1906.

“The early missions were the beginning of
modern medical care for the Nigerian people.
Replacing ship surgeons and physicians
operating at trading centres”(Schram, 1966)

The Sudan United Mission (SUM) inaugurated
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in 1904 concentrated its activities in the Middle
Belt area of the country while the Sudan Inte-
rior Mission (SIM) founded in 1893 worked in
the core, predominantly Islamic north operat-
ing in the early days, two medical stations in
Bida and Pategi.

Many of the mission hospitals have continued
to provide important health care services,
especially in northern Nigeria, even in the post-
colonial period. In south-western Nigeria, fre-
guent internecine conflicts during this period
tended to disrupt missionary work, including
medical services.

Unfortunately, uncongenial environmental con-
ditions led to a high rate of morbidity and
mortality among the pioneering European mis-
sionaries, many of whom "died of fever or
returned home with their health permanently
wrecked." (Kingsley, 1897).

To avoid duplication and ensure reasonable geo-
graphical spread of medical and health care
facilities, there was an agreement by the
stakeholders regarding where each of the early
missionary societies shall work.

The first set of medical facilities provided by
the British colonial government consisted of
clinics and hospitals situated in Lagos and Cala-
bar and other coastal trading posts. The first
government hospital in Calabar, St. Margaret's,
was built in 1896. Establishment of these health
facilities was gradually expanded to other parts
of the country in tandem with the spread of
the activities of the colonial enterprises. Ac-
cess to the medical services was for many
years limited to Europeans, and later granted,
for commercial self-interest preservation mo-
tives, to African staff of the European
organisations.

The first sets of hospitals in the colonial pe-
riod were "bush hospitals constructed of grass,
thatch, bamboo and mud, to meet the needs
of the military during the First World War"
(Schram, 1966). For most of the colonial pe-
riod, general hospitals fell into two broad



categories:

1. ‘'European’' Hospitals that were later des-
ignated as "Nursing Homes" and

2. 'African' Hospitals that became the later
date General hospitals, with private and
public wards.

The early colonial period also witnessed the
establishment of specialised health care insti-
tutions, most of which were concentrated in
Lagos. These included an Infectious Diseases
Hospital and the Yaba Lunatic/Mental Asylum
(better known in the post-colonial period and
to date as the Yaba Neuropsychiatric Hospi-
tal). The Calabar Mental Asylum was built in
1904. Other specialist medical centres like
the Igbobi Orthopaedic Hospital and the Massey
Street Dispensary (1903), later rebuilt and up-
graded to a Maternity hospital in 1920, fol-
lowed later. The Creek Hospital in Lagos was
built in 1925 by a Dr. G. M. Gray but was later
bought over by the government.

The first leper settlement was established in
1897 by Father Coquard, an ordained priest
with some medical training though he never
qualified as a doctor.

The first Inspector of Nuisances was gazetted
in 1877, and a medical and sanitary depart-
ment was created in Lagos in 1897.

HUMAN RESOURCES DEVELOPMENT
Concerted steps were taken by the Colonial
Administration to recruit and train appropri-
ate cadres of civil service staff for the vari-
ous public sectors including health. The reli-
gious missions also contributed substantially to
the training particularly of nurses and para-
medical personnel. Such trainings took place
within the ambit of the health care facilities
run by the missions. A good example is the
highly reputed Nursing School of the Sudan
United Mission's (SUM) Christian Hospital in
Vom. The mission hospitals in Shaki,
Ogbomosho, llesa, and Eku, among many oth-
ers performed similarly prominent and impor-
tant health manpower training roles.
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“The early missions were the beginning of
modern medical care for the Nigerian
people. Replacing ship surgeons and
physicians operating at trading
centres”(Schram, 1966)

The missions also sponsored many of the first
generation Nigerian doctors for professional
training in Europe. Many were recipients of
scholarships and bursaries.

The impact of the First World War (1914-1918)
was very adverse on the delivery of health
services in Nigeria at the time because of the
withdrawal from the country of substantial
numbers of health care personnel, particularly
European, to render professional services at
various theatres of the wars. In this regard,
reference needs to be made from the histori-
cal perspective, to the role attributed to the
military in the evolution of the country's medi-
cal services. According to Schram (1966), "The
Army Medical Corps (AMC) set up by Lord Lugard
in Lokoja was the forerunner of the govern-
ment medical services in Nigeria". It was an
offshoot of the West African Frontier Force
which was "a centralised medical service, at
first military and then colonial in nature, and
gave birth to a uniform medical and sanitary
service. AMC was to attend to the health of
the Army.

Between the two world wars, the establish-
ment of educational institutions and profes-
sional training facilities was rapidly expanded.
In 1946, a ten-year development plan was pro-
duced, one landmark feature of which was
the establishment of the Ministry of Health
whose primary function was to coordinate
health services throughout the country. At that
time, the country was still running a unitary
system of government.

In 1948, the first university in Nigeria, the Uni-
versity College of Ibadan, was founded with a
Faculty of Medicine and its Teaching Hospital -
the University College Hospital (UCH). It was
the first quality tertiary care and higher health
manpower training institution in the country
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which started with 14 students

The Yaba Medical School (YMS) was founded
in 1930 with a view to training a cadre of
'medical assistants'. The YMS, which had a di-
rect relationship with the Yaba Higher Col-
lege (YHC), a post- secondary institution,
ceased to exist with establishment of the Uni-
versity College Ibadan in 1948. According to
Professor T. Oladipo Ogunlesi, an alumnus of
the YMS, many of the Nigerian pioneers and
leaders of various professions, (Medicine, Ag-
riculture, Education, Veterinary Medicine and
Engineering etc.) received the basic training
for their professional careers at the YHC.
(Ogunlesi, 2003). The products of the YMS
were regarded and treated as no more than
'medical assistants.' Moreover, for a long time
even when trained in Europe, they were sub-
ordinated to their European professional jun-
iors and restricted to treating only African pa-
tients. Many YMS graduates ended up in pri-
vate medical practice. Some of those who
went abroad to acquire standard British pro-
fessional medical degrees were in due course
accorded recognition appropriate to their pro-
fessional qualifications.

(....given the peculiar circumstances of t@
Colonial period, Yaba Higher College
represented the best in tertiary education
that the Colonial Administration of that
period was willing to provide in
0 Nigeria.”(Ogunlesi, 2003) -/

The Kano Medical School was inaugurated in
1954. The records show that in 1937 there
were 220 doctors on the medical register of
Nigeria; 116 Europeans and 19 Africans (The
numbers may ned to be revised to give the
same total). Of the Europeans, 53 were medi-
cal missionaries and five industrial medical
advisers by the end of formal colonial rule

POST-COLONIAL PERIOD

Nigeria became a fully independent sovereign
state within the Commonwealth of Nations in
October 1960, and an automatic member of
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the World Health Organisation. In 1963, it as-
sumed republican status, as the Federal Re-
public of Nigeria, and became a full member
of the United Nations Organisation.

The Development of Primary Health Care

In 1984, Dr. Emmanuel Nsan laid the founda-
tion of the current national health policy by
the appointment of a committee that was
charged to develop a new national health
policy. The report of the committee proposed
the development of a national health policy
based on primary health care (PHC). Profes-
sor Olikoye Ransome-Kuti took the necessary
steps to have the document accepted by the
federal government, which adopted the policy
of developing primary health care as the key
to health development in Nigeria.

The implementation of this policy has proved
challenging. In order to strengthen the pro-
cess of developing PHC, in 1992 the federal
government established a National Primary
Health Care Development Agency (NPHCDA).
This agency helped to support PHC
programmes.

Health Reform

The National Health Policy that was adopted
in 1988 was recently reviewed and modified
but the new version retains PHC as the key
approach. The federal government has also
undertaken a series of steps aimed at reform-
ing the national health system and strengthen-
ing the strategies. The reform also relates to
the National Economic Empowerment and De-
velopment Strategy (NEEDS) and is being de-
veloped in the context of the African Union
New Partnership for African Development
(NEPAD). One feature of the new reform is
the decision to develop and expand public-
private partnerships. In this way, private con-
tributions will serve to expand the provisions
from the health sector and also to align pri-
vate health programmes more closely with
national policies.

Financing health care
National policy on the financing of health care
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has evolved since independence. The limita-
tion of resources is an important constraint
that affects the overall quantity and quality
of health care in Nigeria. It has an even more
profound effect in limiting the access of the
poor to health care. Attempts to expand the
fiscal space have included increasing govern-
ment allocation to the health sector, the charg-
ing of user fees and the solicitation of grants
and loans from external donors. After exten-
sive analysis, the federal government intro-
duced a National Health Insurance programme.
Still in its infancy, the growth of the NHIS is
expected to generate additional income for
the health sector as well as providing some
protection to individuals and families from the
catastrophic effects of costly illness.

Health Research

Given that tertiary education developed
mainly in the twilight of colonial rule in Nige-
ria, there had been remarkable achievements
in health research within the colonial medical
service. The main concentration of research
effort was on tropical infections especially
malaria, yellow fever and other challenges to
the survival of European explorers, adminis-
trators and missionaries. In 1854, William
Balfour Baikie, a British doctor, showed in Ni-
geria that a daily dose of quinine would pro-
tect Europeans from malaria, thereby estab-
lishing the prophylactic use of the drug. Pre-
vious expeditions had been disastrous through
deaths of many British personnel from malaria.
Some of the seminal work on the use of dap-
sone in treating leprosy was done in Nigeria in
1947. Studies on other endemic and epidemic
diseases such as onchocerciasis and African
sleeping sickness made significant contributions
to the literature on tropical diseases. Of par-
ticular reference to PHC was the work of
David Morley at the village of Imesi-lle. He
developed and tested a package of commu-
nity based interventions including growth moni-
toring, immunisation, nutrition advice and
malaria chemoprophylaxis which had a com-
bined effect of dramatically reducing child
mortality. Morley's work in Nigeria contributed
to the development of the global strategy for
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child survival in the strategy that UNICEF la-
belled GOBI-FFF (growth monitoring, oral re-
hydration, birth spacing, immunisation, fam-
ily planning, supplementary feeding during
pregnancy and female education).

During the colonial era, the medical research
institute located in Lagos was the key health
research institution. The institute has a track
record of credible achievements in research
on malaria and yellow fever. After indepen-
dence, as new medical schools were estab-
lished in the country, research in academia
became the dominant source of national re-
search projects.

Coordination of health research has been a
major challenge since independence. In 1973,
the federal government established a Medical
Research Council under the chairmanship of
Professor Adetokunbo O. Lucas. For a time,
the council operated under the umbrella of
the National Council for Science and Technol-
ogy. In 1990, a Commission on Health Research
for Development issued a report proposing that
countries adopt the strategy of Essential Na-
tional Health Research as a means of
rationalising national health research
programmes. Workshops and seminars were
organised to promote this approach in Nigeria
but so far, the concept has not been opera-
tional. Following the report of the commis-
sion, the Council for Health Research and De-
velopment (COHRED) was created as a means
of strengthening the management of national
health research using the new concept of Es-
sential National Health Research (ENHR) (Task
Force on Health Research for Development,
1991). Further analysis of the issues by WHO
produced a report on "Investing in Health Re-
search and Development". Review of this re-
port led a consortium of public and private
stakeholders to create a new organization, the
Global Forum for Health Research (GFHR) in
1997. (WHO 1996) Nigerian scientists are moni-
toring these initiatives including the work of
the Global Forum for Health Research and its
drive to close the 10/90 gap - by which is
meant that only 10% of the global research
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and development for health is directed to tack-
ling the priority health problems of 90% of
the world's population. (Global Forum for
Health Research, 1999)

Assignment of roles to the three tiers of
government

Since independence, the country has operated
a federal political system, but the frequent
and prolonged incursion of the military, with
its rigid chain of command structure, has pre-
vented full and unfettered development of the
federal mode in all sectors of national life.

Starting in 1960 with a central and three re-
gional governments, there are as at 2006, the
central and 36 state governments plus the Fed-
eral Capital Territory of Abuja. By the provi-
sions of the federal constitution, each of these
units has concomitant and concurrent respon-
sibilities for provision of health services, as
do the third tier of government, the 774 local
governments.

This constitutional arrangement has the innate
potential of leading to varying degrees of dis-
cordance in respect of government activities
that are expected to be carried out at the
different levels of government, such as Edu-
cation, Health and Agriculture. Both the cen-
tral (Federal) and state governments run min-
istries of health that are for all intents and
purposes autonomous on matters of policy
making and programme execution. The Head
of the federal ministry (FMOH) is the Minister
of Health; his counterpart at state level is
known as a Commissioner. The Local Govern-
ment official primarily responsible for heath
matters at the LGA level is the Supervisory
Councillor for Health. It is noteworthy that
while the minister and the commissioners are
appointed by the President and state gover-
nors respectively, the supervisory councillor
is an elected member of the council assigned
the task by the chairman of the local council.
An analysis of the constitutional and functional
relationship between the three tiers of gov-
ernment is beyond the scope of this chapter.
Suffice it to state that a draft National Health
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Bill that more clearly and comprehensively
defines the objectives and delineates the re-
sponsibilities of each tier of government and
the role of the private sector is under consid-
eration in the National Assembly, as at the time
of writing this chapter.

(The Federal Ministry of Health, every Stat)
Ministry of Health and every Local
government shall establish such health
services as are required under this Act’Draft
National Health Bill for the Federal Republic

\ of Nigeria. )

The proposed Act prescribes the 'Composition
and Functions of the Nigerian National Health
System (NNHS), from the FMOH to the Village
Health Committee and including Private Health
Care Providers and Traditional and Alternative
Care Providers. The NNHS "shall be regulated
to ensure the optimal utilization of human,
material and financial resources for the deliv-
ery of well coordinated services".

It is envisaged that in all but a few excep-
tional cases, the federal government shall be
responsible for tertiary health services; the
state governments for secondary health ser-
vices and the local governments for primary
health care services.

In order to ensure a reasonable measure of
intra-sectoral cohesion, in the different sec-
tors, a National Council was established for
each respective sector. In the health sector,
this is the National Council on Health. Although
it has been in existence for more than four
decades, during which time it met two times
in a year, the council's composition, functions
and modus operandi have been more clearly
and explicitly spelt out in the current draft
bill.

The Millennium Development Goals (MDG) com-
prises the international objectives on poverty
reduction adopted by the world community in
2000. Emphasis is placed on public health in
recognition that improvements in public health



are vital, not only in their own right, but also
to break the poverty trap of the world's poor-
est communities. www.who.int/bulletin/con-
tributors/
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Chapter 2

OverviEw oF PrIMARY HEALTH CARE IN NIGERIA

ABSTRACT

This 2007 volume of the Nigerian Health Re-
view focuses on the development of Primary
Health Care (PHC). A historical review places
PHC in the context of changes in the health
system from colonial era to the early post-
independence period and to the recent at-
tempts to reform the system (Chapter 3).
The latter chapters examine the needs and
opportunities of various elements of PHC in
Nigeria including the role of PHC in tackling
specific diseases and conditions. Other chap-
ters review the role of PHC in addressing the
needs of specific population groups (moth-
ers, children) whilst other chapters still deal
with organizational and managerial issues (fi-
nancing, monitoring and evaluation, procure-
ment and maintenance of supplies and equip-
ment) as well as the training, recruitment
and deployment of human resources for
health. This chapter ends with a broad as-
sessment of the major challenges confront-
ing PHC in Nigeria; it identifies some of the
factors constraining the implementation of
PHC and it offers some solutions to the prob-
lems.

INTRODUCTION

The International Conference on Primary Health
Care, 6-12 September 1978 in Alma Ata, USSR
revolutionised global thinking and policy mak-
ing about health care. The report of the con-
ference, usually referred to as the 'Declara-
tion of Alma Ata’', set the philosophical basis
for a new vision of health development based
on equity and social justice. It firmly estab-
lished the principle that it is the responsibil-
ity of governments to ensure for all their citi-
zens, the highest level of health in the con-
text of available resources. The Alma Ata Dec-
laration proposed that the basic strategy for
achieving the goal of "HEALTH FOR ALL" is to
design and manage health systems based on

the concept of primary health care (PHC).
(WHO, 1978).

THE NIGERIAN HEALTH POLICY

In 1984, the Federal government established a
committee that proposed a National Health
Policy that recommended a health system
based on PHC. In 1988, under the leadership
of Professor Ransome-Kuti, the government
adopted the recommendations of the commit-
tee as the basis for the national health policy
(Federal Ministry of Health, 1988). Later on,
he created the National Primary Health Care
Development Agency through which the fed-
eral government provided leadership in the
development of PHC.

More recently, the federal government re-
viewed and revised the national health policy
(Federal Ministry of Health, 2004). The updated
policy retains PHC as the main strategy for
the health sector in Nigeria. The Obasanjo
administration under the guidance of the Min-
ister of Health, Professor Eyitayo Lambo, criti-
cally reviewed the health sector and proposed
significant reforms aimed at greater efficiency,
effectiveness, cost-effectiveness and equity
in the health services. The various documents
provide useful guidance for further develop-
ment of health services in this country.

PRIMARY HEALTH CARE IN OPERATION

IN NIGERIA

The chapters in this volume deal with various
aspects of PHC in Nigeria. Some chapters ex-
amine individual elements of PHC in opera-
tion analysing the services provided to groups
of the population including mothers and chil-
dren. Other chapters examine services di-
rected to dealing with specific health prob-
lems affecting various organs - eyes, ears. The
rest of the chapters analyse the performance
of PHC with regard to organizational and mana-

11



gerial issues including such issues like the pro-
curement and maintenance of supplies and
equipment, the training and deployment of
human resources for health, and mechanisms
for monitoring and evaluation of PHC
programmes.

In order to put PHC in Nigeria in perspective,
the rest of this chapter briefly reviews the
concept of health systems based on PHC and
it identifies and discusses crosscutting issues
affecting the performance of individual ele-
ments of PHC.

ADVANCE AND RETREAT

The Alma Ata conference did not invent an
original concept; rather it was a systemisation
of experience gathered by a set of creative
and innovative public health practitioners in
different parts of the world. An analysis of
the progress of PHC in Nigeria should there-
fore include a review of the antecedents of
the Alma Ata Declaration. The aggregation of
their experiences of community health ser-
vices in Nigeria as well as in other countries
culminated in the Alma Ata concept of PHC. At
the time that Kark and his colleagues were
doing their pioneering work on community
health in Africa, David Morley was developing
simple, highly effective approaches in Imesi
lle. His work was the front-runner in demon-
strating the value of under-five clinics. He also
developed and validated the use of a simple,
user-friendly growth chart for monitoring the
nutritional status and health of young children
(Morley, 1968, 1973; Morley et al., 1968; Kark
and Cassel, 1952). These and other initiatives
helped to lay the foundation of the concept
of primary health care.

At independence in October 1960, the Nige-
rian health system carried the historical bag-
gage of its colonial past. The British govern-
ment established a health system that was in-
equitable. It accorded the highest priority to
the protection of white expatriates who were
highly vulnerable to malaria and other tropi-
cal diseases. The next priority was assigned
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to civil servants both Nigerian and expatri-
ates. Health care for the larger public was
fragmentary being available mainly in those
townships in which administrative centres
were located and which therefore had sig-
nificant populations of civil servants. Thus, at
independence, many communities did not have
access to official health services. The gap was
partly filled by the work of missionary medi-
cal services (Schram, 1978). After Alma Ata,
the challenge was to move towards a more
equitable distribution of health services.

Quite rightly, in order to provide primary care
to communities that were previously
underserved, the Obasanjo government fi-
nanced the construction and equipping of over
200 model health centres as well as the reha-
bilitation of another 100 facilities. This de-
velopment is in the spirit of PHC bringing
health care closer to people where they live
and where they work. By focusing on commu-
nities that had no government facilities, the
programme was a significant contribution to
the quest for equity. It is hoped that further
investments in such facilities will pay atten-
tion to improving the functioning of such in-
stitutions noting the key features listed in Box
1.

4 )

Box 1: Performance of Health Facilities

Physical
> Infrastructure — Strengthening the basic
infrastructure of healthcare facilities is
vital to the capacity to deliver care on a
broad basis-
» Equipment — Selective inputs from verticall
programmes lead to imbalance in the
various elements of the infrastructure-
Maintenance-Common problems are the
failure to make adequate arrangements for
maintenance of buildings and fittings and
the failure to establish servicing contracts
for capital equipment

Management
» Generation and application of evidence —
Evidence from biomedical research and

\_ from national and central health informg/
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tion systems should be complemented by
data collected from each facility. This
can provide useful insights into the
performance of the facility-
Procurement and distribution — Cost
effective investment in equipment and
supplies requires careful correlation of
other components of the back office-
Human resource management —The
challenge is to ensure a balanced invest-
ment in human resources and supportive
services so as to optimise the working
conditions and improve efficient delivery
of care-
> Sustainable financing — Sustainable
financing of health care will require that
governments are able to predict and
support healthcare programmes from both
domestic and external resource flows
while servicing its debt obligations and
additional borrowing that may be re-
quired to bridge health budget gaps

Relationships.

»  Stewardship and leadership development
— Stewardship is an essential function of
the health system which influences its
other functions and assures that health
system goals of equity, efficiency, and
improvement in health outcomes are
achieved. Each facility should consciously
identify its role in fulfilling the steward-
ship role through integration and cohe-
sion of the components of the back

office-
. Role of development partners — Well
placed foreign aid can help to close the
financing gap, but it must be well man-
aged to ensure that it does not distort
national priorities

» Health education and communications —
Each facility should develop a communi-
cations strategy that facilitates two-way
communication between the staff and the
communities that they serve-

Community mobilisation and empower-

ment — The involvement of relevant
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stakeholders, including communities and
civil society organisations, can enhance
the performance and impact of health
service delivery units in each tier.
Source: Dare & Reeler, 2005

Improving the performance of their
healthcare systems, upgrading their health
services to a level that will enable them to
deliver services that are effective, efficient,
and equitable.

IMPEDIMENTS TO THE DEVELOPMENT OF

PHC IN NIGERIA

The development of PHC in Nigeria has not

run a smooth course and a lot more needs to

be done to approach the lofty goals set when

the national policy was adopted two decades

ago. Commentators have drawn attention to

deficiencies in the operation of PHC in Ni-

geria (Omoleke, 2005) as:

Low level of interaction and coordination

among tiers of government resulting in poor

performance of PHC at the community level.

e Conflicts between Local and State Gov-
ernments

e Gross under funding of the PHC units

e \Very low degree of community participa-
tion

e Poor management information system

e Heavy dependence on initiatives funded
by foreign donors like UNICEF and USAID.

The obstacles to the development of PHC in

Nigeria can be examined under four main

headings:

A. Lack of consensus on policy issues

B. Conflicts in assigning roles to the three
tiers of government

C. Inadequate community involvement and
response

D. Financing and other management chal-
lenges
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Lack of consensus on policy issues

There is widespread misunderstanding about
the essential concepts of PHC. Such misun-
derstanding is found not only among the lay
public but also surprisingly, some health pro-
fessionals and senior decision makers do not
seem to have a clear idea about PHC. A re-
flection of such misunderstanding was a state-
ment attributed to a Minister for Health who
stated that Nigeria had done enough on pri-
mary health care and should now focus on ter-
tiary health care! The most common cause of
confusion is to assume that PHC is synonymous
with an older term - 'primary care'. The con-
fusion is not just a matter of hair splitting se-
mantics. The term 'primary care' evolved from
earlier concepts about the organization of
health care and it refers to the point of first

contact with the health services; more diffi-
cult health problems receive secondary care
at referral hospitals and tertiary care at spe-
cialist hospitals. On the other hand, PHC re-
fers to a health system in which community
based primary care is appropriately supported
by functional referral systems. The confusion
can be resolved by a careful examination of
the original Alma Ata Declaration noting the
specific features of PHC as outlined in the re-
port of the conference. (See Table 1). It shows
that the PHC concept goes beyond the rou-
tine delivery of care at the primary care level
to a careful consideration of such issues as the
scientific basis of policymaking, cultural sen-
sitivity, community involvement and
sustainability based on self-reliance.

TABLE 1 Seven Features of Primary Health Care (PHC)

No. FEATURES OF PHC

QUOTATION FROM ALMA ATA DECLARATION

1. | An element of the Health System| Primary health care... It forms an integral part
both of the country’s health system...It is the first
level of contact of indi-viduals, the family and
community with the national health system....

2. | Focus on Priorities ....essential health care ......

3. | Scientific Basis ....based on scientifically sound.....

4. | Culture sensitivity ....socially acceptable methods & technology.....

5. | Equity ..made universally accessible to individuals & families
in the community....

6. | Community Participation ...through their full participation...

7. | Sustainability & self-reliance

...at a cost that the community & the country can
afford to maintain at every stage of their development
in the spirit of self-reliance and self-determination.

Source: Lucas and Gilles, 2003

Chapter 2: Overview of Primary Health Care in Nigeria
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Figure 1 illustrates the concept of a health
system based on PHC; it encompasses activi-
ties at the various sites from home to hospi-
tal. Health care at the home level includes
preventive and promotive elements as well
as the management of minor ailments and in-
juries. Health care workers interact with fami-
lies at home and in the community, teaching
them simple measures for dealing with health
problems at home. For example, teaching
mothers to treat febrile episodes with anti-

malarial drugs significantly reduced child mor-
tality (Kidane & Morrow, 2000). Information
exchange includes learning from the commu-
nity and teaching them about nutrition, per-
sonal hygiene, environmental sanitation, use
of alcohol and other lifestyle issues. Further-
more, they will need to learn danger signals
that indicate the need for more skilled inter-
vention. Box 1 shows an example of essential
information about danger signals during preg-
nancy that should alert the patients and their
carers to the need for more skilled care.

Figure 1: Showing examples of tasks at various levels of care

SITE

TASKS

HOME

Information exchange
Technology transfer
Home based care

if

COMMUNITY

Information exchange
Technology transfer
Community based care

g

RIMARY CARE FACILITY

Basic health care
Referral

U

1st REFERRAL HOSPITAL

Care of complicated cases e.g.:
Emergency Obstetric care
Severe malaria

U

2"/3rd REFERRAL/
SPECIALIST HOSPITAL

Specialist care:
Internal medicine
Surgery
Obstetrics/Gynaecology
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15



Similarly, at the community level, the little interaction
between health workers and the community should
include information exchange, technology transfer
and the management of common illnesses and minor
injuries. Typical strategies include GOBI-FFF
(growth monitoring, oral dehydration, breast-
feeding, immunization, family planning, female
education and supplementary feeding of pregnant
women), Integrated Management of Childhood
IlInesses (IMCI), etc.

(Box 2 Danger Signals During Pregnancy and\
Childbirth
« Swelling of her feet and hands;-
= Severe headache or fits;-
e [ever; -
= Smelly vaginal discharge.
= Vaginal bleeding before labour;
= Any part of the baby showing other than
the head;
» Heavy bleeding during or after labour;-

= Labour lasting more that one nightfall to

\ one sunrise or vice versa /

Districtisation

The World Health Organisation (WHO) pro-
poses an ideal model for PHC consisting of
integrated health care at the district level
involving all health care providers, both
public and private, and all health systems -
- modern and traditional, orthodox and non-
orthodox. The model defines the district
as the smallest planning unit for health care,
involving community-based services
through health centres and other institu-
tions providing ambulatory care as well as
the referral hospital. (WHO, 1987). WHO's
model is inclusive and involves collabora-
tion of all stakeholders: the public sector
represented by the local government, the
private sector, both for profit and the not
for profit, traditional healers and credible
representatives of civil society. The hope
is that the consensus that emerges from the
interaction of these stakeholders would lead
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to the development of realistic health
programmes that are culturally sensitive, fi-
nancially sustainable and capable of growth
and expansion as the community develops.
(Tarimo 1991). This concept of districtisation
has not been widely embraced in Nigeria. Ser-
vices tend to be fragmented with little col-
laboration among the players from the public
sector, not-for profit private agencies e.g.,
faith-based health services and for-profit pri-
vate medical services.

Conflicts in assigning roles to the three tiers
of government

The 1988 National Health Policy envisaged a
three-tier health system that is congruent with
the political federal structure. It proposed that
local governments would be responsible for
delivering primary care, that state govern-
ments will provide hospital services and the
federal government will have an overall coor-
dinating and supportive role as well as respon-
sibility for international health. In theory, this
seemed to be a logical allocation of tasks. Spe-
cifically, the delegation of primary care to lo-
cal governments was intended to bring deci-
sion-making and services closer to where
people lived and worked, thereby permitting
the delivery of health care to be adapted and
fine-tuned for local needs. In practice, pri-
mary care, the critical foundation of the health
system was allocated to the weakest, least
stable and poorest tier of government. There
has been some conflict in the operation of
the National Primary Health Care Development
and its relationship to state and local govern-
ment services. The discussion has raised con-
stitutional issues relating to the power struc-
ture within the federal government. The de-
bates and discussions on these issues have
stalled the passing of a new Health Bill that
aims at rationalizing the division of labour in
health matters among the three tiers of gov-
ernment. A clarification of the roles of the
three tiers of government will help to
strengthen PHC in Nigeria. The proposed di-
vision of labour is rational. The assignment of
the delivery of primary care to Local Govern-
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ments makes good sense. Not only does it pro-
vide care close to people where they live
and work, it can streamline the link of
homecare to community health services lead-
ing to referral hospital services where indi-
cated. However, local governments generally
lack the capacity to discharge this function
effectively. The NPHCDA was established to
provide technical support to local governments
in delivering PHC. It was appropriate at the
inception of PHC for the federal level to boost
this seminal process with such direct support.
The longer-term strategy should assign the di-
rect support and supervision of local govern-
ments to the respective state governments.
Rather than be involved in the delivery of
care at the primary care level, the federal
government should undertake its appropriate
role of co-ordinating PHC on a national scale,
providing technical support to states' minsitries
of health in developing PHC in their states,
and in monitoring progress and development
of PHC on a national scale.

Limited community involvement

Perhaps the limited involvement of communi-
ties in the PHC movement is the most signifi-
cant factor that has inhibited health develop-
ment in Nigeria. The AlmaAta Declaration pro-
posed a paradigm shift in which a more con-
sultative process involving the communities
served would replace the traditional top-down
approach to the delivery of health care. In
unambiguous language, the Alma Ata Declara-
tion referred to ".. their full participation.”
The idea was that there would be increasing
involvement of civil society in policymaking
as well as in monitoring and evaluation of per-
formance. Health services in Nigeria are still
largely dictatorial. The occasional consultations
and retreats with selected informants do not
make up for the need to establish a process in
which communities participate through the in-
volvement of their credible representatives.
There is still a tendency to pronounce policy
changes without adequate consultation of the
communities served. For example, a govern-
ment may suddenly announce free medical care
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for pregnant women or other groups without
discussing the implications with the commu-
nities especially with regard to the
sustainability of such policies and the quality
of care. Similarly, the government may make
massive investment in high technology equip-
ment without paying attention to more urgent
health needs of the community that could have
been easily met through the spending of a frac-
tion of the funds allocated to expensive hard-
ware.

D. Managing and financing PHC programmes
Many governments throughout the world have
tackled the challenge of reforming their health
services to comply with the approaches rec-
ommended at Alma Ata. Primary Health Care
(PHC) has become a popular by-word among
health workers. Some countries have made
tremendous progress in re-engineering their
health services in the light of the new con-
cept but there is a tendency to rename
programmes as representing PHC without
adopting the essential elements of the new
approach. The global initiative to achieve the
Millennium Development Goals is an added in-
centive for all countries to strengthen their
health systems. (UNDP, 2003) Nigeria has en-
dorsed the MDGs including the items that spe-
cifically refer to health issues (Box 3)

( Box 3 Health-related MDGs \

Reduce child mortality

Reduce by two-thirds the mortality rate among
children under five
b. Improve maternal health
Reduce by three-quarters the maternal
mortality ratio

6. Combat HIV/AIDS, malaria & other diseases

Halt and begin to reverse the spread of HIV/
AIDS Halt and begin to reverse the incidence of
\ malaria and other major diseases /

Under the leadership of Professor Lambo, dur-
ing the second term of President Obasanjo's
rule, the federal government has made a stud-
ied effort to reform health services in Nige-
ria. Drawing on his previous experience of
reviewing health reform in other African coun-
tries, Professor Lambo led a process that gen-
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erated policy documents on health reform in
Nigeria (Lambo and Sambo, 2003). High-level
consultations discussed major challenges like
child and maternal mortality. One major fac-
tor limiting the effectiveness of the health
services is the poor state of the Management
Health Information System. The policy basis
for collecting and processing data has been
established but there are significant failures
at every stage from the collection of the raw
data, the reporting to state and federal gov-
ernments, the critical analysis of the data and
the dissemination of the findings. Efforts to
remedy these defects in the Health Manage-
ment Information System include a collabora-
tive project on "Nigeria Evidence-based Health
System Initiative (NEHSI)" with two Canadian
institutions: the International Development
Research Centre and the Canadian International
Development Agency (Kwamie, 2006).

Various local health authorities have made bold
attempts to generate income and supplement
the limited resources of governments by charg-
ing user fees based on the Bamako Initiative
model. These projects have met with limited
success. One concern has been the possible
adverse effect on the poor; the charges limit
the access of the poor to essential drugs and
thereby make the health services less equi-
table. One important observation confirms
findings in other countries that the acceptance
of user fees depends on the perception of clear
improvements in the quality of care.
(Ogunbekun et al. 1996; Uzochukwu, 2004;
Uzochukwu et al., 2005)

CONCLUSION

PHC goes beyond the construction of physical
facilities. It implies a new approach to health
care showing the features listed in Table 1.
PHC must be interpreted, not narrowly as rep-
resented by primary care services, but as the
foundation to a well integrated health system
in which the tiers - primary, secondary and
tertiary - are functionally linked. The health
system in Nigeria will not have the essential
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features of PHC as defined at Alma Ata unless
and until it promotes community participation
in developing policies and strategies that are
scientifically sound, culturally acceptable and
sustainable. Further advance in the develop-
ment of PHC in Nigeria requires a more vigor-
ous involvement of all the stakeholders. Fur-
thermore, consultations on health issues, es-
pecially in relation to PHC should engage all
relevant stakeholders. The usual format of bi-
lateral negotiations between government and
individual stakeholders should be replaced by
open forum involving credible representatives
of all relevant stakeholders.
In designing the national health policy in 1984,
the committee was conscious of the national
vision as enunciated in the Second Develop-
ment Plan:
— A free and democratic society
— Ajust and egalitarian society
— Aunited, strong & self-reliant nation
— Agreat and dynamic economy
— Aland of bright & full opportunities for all
citizens
It is necessary for the nation to re-affirm its
continuing commitment to these goals to pro-
vide an appropriate framework for the de-
velopment of PHC with its emphasis on eq-
uity and social justice.
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Figure 2

Replacing traditional bilateral negotiation with A Forum for Consensus Building
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Chapter 3

PHC IN NiGERIA - THE EFFECTS OF Socio-CULTURAL,

Economic AND PoLiTicaL FACTORS

ABSTRACT

There is now general acceptance that PHC
constitutes the fundamental strategy for
meeting the health needs of the population.
For this reason, there is considerable interest
in analyzing the factors that shape the
performance of the PHC system and how these
factors may be moderated or regulated to
ensure a high level of performance of the
health system at this and other levels. In this
regard, economic, political and socio-cultural
conditions are of special significance because
of their tendency to shape the context or
foundation for the operation of any other
set of factors that operate upon and within
the health system. This discussion analyses
the core economic, political and socio-cultural
factors that affect the performance of PHC
in Nigeria. Given the fact that the
understanding of what constitutes PHC has
not only changed over time but tends to vary
between regional contexts, the review is then
used as the basis for the analysis of the socio-
cultural, political and economic factors that
impact upon the functioning and performance
of the PHC system in Nigeria. Following the
analysis of the identified factors, we suggest
a number of measures for bringing about
change and improvement in the functioning
and performance of PHC in Nigeria.

INTRODUCTION

The 1978 Alma - Ata declaration on the role
and contents of PHC within the overall health
system indicates that it constitutes the
fundamental strategy for delivering public
health. As the declaration noted, PHC ‘forms
an integral part both of the country’s health
system, of which it is the central function and
main focus, and of the overall social economic

development of the community.” The general
acceptance of the Alma Ata declaration and
its reaffirmation in the Riga Conference of
1998 by various governments of the world,
including the Nigerian government, confirms
the pre-eminence of this level of health care
within the overall strategy of meeting the
health needs of the population. The pre-
eminence of the PHC system suggests that how
the health needs of the population are met at
this level largely determines the overall
effectiveness and performance of the entire
health system. For this reason, there is
considerable interest in analyzing the factors
that shape the performance of the PHC system
and how they may be moderated or regulated
to ensure a high level of performance of the
health system as a whole and of PHC in
particular. Among these various factors
affecting the PHC system, economic, political
and socio-cultural conditions are of special
significance.

This discussion focuses on the core economic,
political and socio-cultural conditions that
affect the performance and effectiveness of
PHC in Nigeria. It suggests that the core
economic factors include:
(1) level of funding of the health sector
(i) availability, distribution and
conditions of service of Human
Resources for Health (HRH) for PHC
(iii)  neo-liberal economic policies
(iv)  poverty and income inequality
(v)  unemployment, and
(vi) corruption

It also suggests that the most important

political factors include:
(1) the nature of governance
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(i)  discrimination in conditions of
service across geo-political zones

(iii)  war and conflict, and

(iv)  politics in the administration of the
health system

Finally, the discussion suggests that the
core social factors that impact upon the
performance of the PHC system in Nigeria
include:

(1) cultural beliefs
(i)  population characteristics
(i) illiteracy
(iv)  gender inequality
(v)  the quality of infrastructures and

social services

(vi)  the urban -rural divide, and
(vit) community participation

The discussion commences with a brief
review of the current situation of PHC in
Nigeria. The review is then used as the
basis for the analysis of the socio-cultural,
political and economic factors that affect
the functioning and performance of the
PHC system in Nigeria. Following the
analysis, we suggest a number of measures
for stimulating change and improvement
in the functioning and performance of PHC
in Nigeria.

The status of PHC in Nigeria

Recent assessments of the health care system
in Nigeria indicate that it is not only dismal
efforts to improve it over the years have been
insignificant (Ogunkelu, 2002)*. Indeed, Nigeria
lags behind many other African countries on
various health indicators. A World Health
Organisation evaluation of the health situation
in different parts of the world placed Nigeria
187 out of 191 countries that were surveyed
in 2000 (FMOH, Health Sector Reform Program:
2004 -2007)2. Indeed UNDP’s 2005 Human
Development Report (2005) ranks Nigeria 158
out of 177 countries in the world in terms of
overall human development. Ghana is ranked
138 while South Africa is ranked 120 on the
HDI®. Compared with South Africa and Ghana,

the indices for life expectancy, infant mortality
and maternal mortality rates are much higher
in Nigeria than in these other countries.

The overall performance of the health system
in Nigeria reflects the dismal situation at the
level of Primary Health Care. As Gupta et al
(2004:75)* have reported in a survey of the
situation in some PHC facilities in Nigeria,
“simple treatments for easy to diagnose
conditions such as childhood diarrhoea, that
IS ORS sachets, were not available in 70% of
the facilities surveyed. ..Strengthening of
policies on preventive health care is also
urgent in light of evidence that public health
surveillance may be particularly poor in rural
areas. They also reported that “lack of cold
storage equipment meant that vaccines were
not available in a majority of locations.” The
survey also found that morale was typically
low among PHC staff. These findings supported
the observations from an earlier study by
Ogundeji (2001)>?” who reported acute staff
shortages in PHC facilities in several states
across the country. While the poor
performance of the health system in general
and PHC in particular in Nigeria can be
attributed to different factors, economic,
political and socio-cultural factors play a
predominant role. For this reason, efforts to
improve PHC performance must understand the
nature of these contributing factors and how
they can be more adequately managed.

Economic factors affecting PHC

Although many economic factors such as the

underdeveloped state of the Nigerian

economy, the general decline in living

standards and the general rate of inflation

impact upon the health sector in general and

primary health system in particular, the core

economic factors that affect PHC include:

(i) level of funding of the health sector in

general and of PHC in particular

(i) availability and distribution of HRH for PHC

(iii) the neo-liberal economic policies of the
Nigerian state (privatisation, deregulation,

Chapter 6: Material Resources For PHC : Infrastructure, Drugs, Equipment And Supplies 22



massive retrenchment of employees in the
public sector)
(iv) poverty
(iv) income inequality in the population, and
(v) corruption.

Table 1: Health Expenditure in Nigeria
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Source: UNDP: Human Development Report: 2005

Level of funding of the health sector

The level of funding available to the health
sector determines what quality and quantity
of resources will be acquired and deployed,
the types, coverage and duration of
programmes that will be prosecuted and the
kinds of health outcomes that will be
produced. Where the actual level of funding
IS much below established requirements, all
the elements that constitute the input,
throughput and output of the sector will also
perform below requirements and expectations.
Available data show that Nigeria fares very
badly in the areas of health expenditure (Table
1).

Compared to Ghana and South Africa, the per
capita expenditure on health in 2002 was US$43
in Nigeria, US$73 in Ghana and US$689 in South
Africa. In fact, a comprehensive review of
the health system in Nigeria by its Federal
Ministry of Health (2004:10-12) arrived at the
following conclusion: the annual budget
preparation is “a ritual” while over
expenditure is
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rampant. There is also”a complete absence
of a health-care financing framework to guide
investment, allocation and disbursement of
resources.” The budgeting process exists to
fulfil all sense of righteousness. * The truth is
that the real cost of health services is not
known, as there is no system of National Health
Accounts (NHA). No viable data exist on the
combined expenditure of the various levels
of government, the private sector and donors
on health in Nigeria.”

Over the years, the situation has not changed.
Thus total expenditure on health as a
percentage of GDP in 2005 did not change
from the 1996 level of 4.3% (Table 2). At the
same time, general government expenditure
on health as a percentage of total expenditure
on health, which was 21.8% in 1996, 33.5% in
2000 declined between 2001 and 2005. In
essence, private households and the private
sector have contributed a larger percentage
of the expenditure on health, which
admittedly is low.
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Table 2: NIGERIA - National Expenditure on Health (Naira)

A& SELECTED RATIO 1996 | 19597 | 1998 | 1999 200D 2001 200z 2002 2004 2005
INCHCATORS" FOR
EXPEMINTURE OH HEALTH

1. Expenditure ratios

Total Expenditure on health 4.3 4.9 5.5 B4 4.3 5.3 5.0 4.7 4. 6 4.3
{THE) as % of GDP

Financing Agents
measurement

General government 8] 219 | 261 9.1 3135 M4 5.6 7.z 304 324
expenditure on health {GGHE)
as % of THE

Private sector expenditure on FBZ ]| TBE1 | 739 0.9 665 68 .6 T4.4 718 &9.6 &7 &
health (PvtHE) as % of THE

General government T T 71 B4 4 2 1.2 ER 1.2 ER- 15
expenditure on health as % of
PwtHE

Social security funds as % of oo 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
ZGHE

Private households” out-of- o4 5 | 949 | 95.0 94 8 927 914 T 904 T 904
pocket as % of PviHE

Prepaid and risk-pooling plans .9 2.5 2.4 1.4 5.1 6.5 6.7 6.7 6.7 6.7
as ¥ of PvTHE

Financing Sources
MEasUrEment

External resources on health 0.2 0.2 121 132.8 16.2 5.6 &6.1 4.5 5.6 6.4
as % of THE

Resource Costs measurement

Compensation of government nfa nfa n/a nfa nla n/a n/a nfa nla nfa

health employees as % of
GGHE

Total expenditure on nfa nfa nia nfa nia ni'a nia nfa nia nfa
pharmaceuticals as % of THE

Private expenditure on nfa nfa nia nfa nia nia nia nfa nia nfa
pharmaceuticals as % of PvitHE

Provider measurement

Total expenditure on kospitals nfa nfa n/a nfa nla n/a n/a nfa nla nfa
as % of THE

Functions measurement

Total expenditure on inpatient | nfa nfa nia nfa nia nia nia nfa nia nfa
care as % of THE

Prevention and public health nfa nfa nia nfa nia nia nia nfa nia nfa

services as % of THE

Il. Selected per capita
indicators for expenditures on
health

Total expenditure on health 14 16 16 17 18 19 19 21 23 1
capita at exchange rate

Total expenditure on health f E 42 47 47 £ 45 O 45 53 53
capita at intermational dollar
rate

General government E] 3 4 [ & [ & & T 10
expenditure on health / ca X-
rate

General government a8 ] iz 14 L E] iz 13 13 16 i7
expenditure on health / cap
int. 5 rate
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Although the funding of PHC is a shared
responsibility among the federal, state and
Local Government Authority (LGA), the LGA
has primary responsibility for funding PHC
facilities. The results of a survey of LGAs in
Lagos and Kogi states* (Gupta et al, 2004) show
that LGAs do not keep appropriate records of
expenditure on health. They also show that
where records are available, the per capita
health expenditure in the LGAs is low and
varies among states, with states that have
more public sector owned health centres
expending more. While the low level of
expenditure on PHC may be due to state
governments not only not meeting their
obligations to LGAs but also appropriating part
of the statutory allocations of LGAs from the
Federation Account, the low level of funding
has negatively affected the ability of the PHC
system in particular to deliver on desired health
outcomes. It negatively impacts on the
availability of the various resources needed
for the adequate functioning of the system. It
also negatively affects the ability of the system
to provide adequate rewards for staff involved
at this level of care. These facts largely account
for the continuing high rates of infant and neo-
natal as well as maternal mortality especially
in the least developed areas of the country.
They also hinder the country’s ability to meet
the MDG goals in these areas and in the areas
of malaria and tuberculosis among the most
vulnerable groups of the population.

Availability, Distribution and Conditions of
Service of Human Resources for Health
(HRH) for PHC

Although the availability of various resources
- funds, drugs, materials and facilities influence
the performance of the primary health care
system, the availability and distribution of
human resources in the required quality and
quantity has a greater impact upon PHC. This
is still the case even when it is recognised
that the human resources situation in PHC is
in itself partly a function of the level of funding
of the health sector. The critical human
resource concerns can be summarized in terms

of the level of motivation of health
professionals at the different levels of the
health system and the number of health
professionals for a given number of the
population. In Nigeria, the level of staff
motivation is largely a function of the available
conditions of service. The level of motivation
tends to be lowest at the PHC level than at
the secondary and tertiary levels of care
because of poor conditions of service; salaries
tend to be lower for health professionals with
the same qualifications and payment of salaries
tends to be more irregular at the primary level
of care (Gupta, Gauri and Khemani, 2003)*.
This has obvious implications for commitment
and dedication as well as productivity of health
professionals.

In addition to the motivational problem, there
are shortages of health professionals across
most of the professional categories with the
shortage being highest among doctors, nurses,
laboratory scientists and radiologists. For
example, Nigeria has far fewer number of
births attended to by health professionals than
Ghana and South Africa (UNDP, 2005). In fact,
the number births attended by skilled health
personnel in Nigeria was 35% and below the
average for sub-Saharan Africa (41%) and Ghana
(44%) as well as South Africa (84%) over the
period of 1995 - 2003 (lyayi, 2007)°. Nigeria
also has far fewer doctors per 100,000 of the
population than South Africa. The number of
professional health personnel available has a
great impact upon access to different types
of care and therefore to desired health
outcomes. It determines the workload of
health professionals and their ultimate level
of productivity.

Apart from the problems of numbers and
motivation, health professionals such as
doctors, pharmacists, nurses, midwives,
laboratory scientists and radiologists also tend
to be more concentrated at the higher levels
of care than at the PHC level. It is thus not
surprising to find that access to antenatal and
postnatal care by type of provider as well as
attendance of a mother during birth by type
of health personnel varies across the geo-
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political zones of the country. The data (Table
3) shows that the North East and the North
West geo-political zones had the lowest rates
(NPC, NDHS: 2004). In the case of access to
antenatal care, only 5.4% of women in the
North West were attended to or had access to

Neo-Liberal Economic Policies

In the wake of the triumph of neo-liberalism
as the dominant ideology of conducting
economic, political and social relations in the
world, many countries in the Third World,
including Nigeria embarked upon a number of

Table 3: Access to Antenatal Care by Type of ANC Provider by Geo-Political Zones

in lligeria®
Background Hurse/ Community
Characteristic midwife/ Health Traditional Humber
auxiliary extension | birth Hao of
Doctor | midwife worker attendance | Others | One | missing | Total | women
Region
North Central | 23.8 | 50.0 05 0.0 01 |53 |02 100.0_| 575
Horth East 10.9 164 5.3 0.2 0.1 471 |00 100.00 | 842
Horth West b.4 1.5 1.9 1.6 0.6 59.0 | 0.0 10000 | 1,34
South East 50.8 45.4 0.2 0.7 0.8 0.8 1.1 100.00 | 222
South-South 18.8 313 07 10.0 0.3 16.3 0.0 1000 | 544
South West b6.0 35.9 0.8 5.0 0.0 2.3 0.1 100.0 | 367

*Source: Compiled from National Population Commission: Nigeria Democratic and Health Survey 2003: 2004:116
Note: If more than one source of ANC was mentioned, only the provider with the highest qualification is considered in this.

a doctor. A large number of women (59%) were
not attended to by anyone. These figures are
in sharp contrast with the South West zone
where 56.0% of the women had access to a
doctor and another 35.9% had access to nurse
/ midwife. Health outcomes in terms of
maternal mortality rates also vary in relation
to level of access to health personnel across
the geo-political zones.

As a result of the combination of all the listed
factors, performance is consistently lower on
all major health outputs at the PHC level than
at the other levels of care (Table 4). As the
data show, whereas antenatal consultations in
the survey period were 214 at the tertiary
level and 219 at the CHC (Comprehensive
Health Centre or Type lll Facility that are
equipped ‘as mini - hospitals and serve as
referral centres for the facilities below them,’
Gupta et al, 2004: 13), the figure for the
primary health centre was 105 and 11 for the
health post / dispensary. One clear implication

of the data is that health concerns that could
have been addressed at the PHC level end up

at the other levels of care.
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neo-liberal economic policies and
programmes. In Nigeria, these programmes
have included structural adjustment,
privatisation of state owned enterprises,
commercialization of services formerly
provided by the state, outright withdrawal
from the provision of certain social services,
the search for public - private partnerships in
the provision of certain social services and
public sector reforms. As we noted in an earlier
study, ‘studies of privatisation show that
privatisation limits the access of the poor to
health care, some of whom in self-reports then
adopt the strategy of simply “waiting to die.”
Privatisation also limits access to clean and
safe water and therefore increases the rate
of susceptibility among the poor to water
borne diseases. Deregulation of prices and
liberalisation of trade often intensify poverty
among vulnerable segments of the population,
creating further health risks in the process
(lyayi, 2007)¢.
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Table 4: fwerage Humber of Health Outputs for 3 Months by Type of Facility*

Health postf

Dizpensary (n=) (n=)

Antenatal consultations
Family planming visits
In-patient deliveries

BCG immunizations
Outpatient consultations
Health educ. group sessions
Homes visited

WIggeTa

* Source: Gupta et al, 2002%:5

While it is now clear that the neo-liberal
policies and programmes of government have
contributed to increasing poverty in Nigeria,
the policies have also produced a re-ordering
of priorities in the public service®. This re-
ordering has led to the withdrawal or reduction
of the financial and human resources allocated
to many social services including health. A
classic example is the 2008 budget proposal
of the federal government which increased
the entire budget by =N=480 billion but reduced
the original funds earmarked for health and
education while increasing the allocations to
defence, the Presidency and the National
Assembly. The overall implication has been to
reduce quantum and quality of resources
available to PHC system and to weaken its
capacity to deliver on both targeted and
desired health outcomes.

Poverty and Income Inequality

In 2003, Nigeria was estimated to have the
third largest population of the poor in the
world. The depth and severity of poverty also
more than doubled during the period’ (UNDP,
2000; the Nigerian Government’s Interim
Poverty Reduction Strategy Papers, 2001;
Shehu, 2002; Olowonefa, 2001).%% According
to the National Policy on Poverty Eradication
of the Federal Government of Nigeria, whereas
the depth and severity of poverty were
respectively 0.160 and 0.080 in 1980, the
figures had increased to .358 and .207 in 1996.
Nigeria also has one of the highest income
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inequalities in the world (Human Development
Report, 2005:272). Poverty and income
inequality have a negative impact upon health
in general (Kennedy, B.P, Kawachi, I, Glass R.,
Prothrow-Smith, D. 1996) and the performance
of the PHC system in particular (Chukwuma,
1994; Imoudu, 1995)>13. At a general level,
research evidence indicates that people living
in societies with a more equal distribution of
wealth can expect to live longer (Wilkinson,
1992:304)**>, report higher levels of health
(Kennedy, Kawachi, Glass, Prothrow-Smith,
1998: 317), and lower mortality rates from all
causes (Kaplan'®, Pamuk, Lynch, Cohen, and
Balfour, 1996:312; Kennedy, Kawachi, Glass,
Prothrow-Smith, 1996: 312). At the individual
level, the research results also show that
“people living in states with high income
inequality have a higher mortality risk, even
after adjusting for individual characteristics
such as income” (Lochner, Pamuk, Makuc,
Kennedy, and Kawachi, 2001:91)"".

The high levels of poverty and income
inequality in Nigeria are particularly
consequential for PHC for several reasons.
First, they indicate that the country will tend
to have fewer resources available for health
care generally and for deployment at the
primary health care level in particular. This
fact partly explains why the performance of
Nigeria on all health related MDG goals such as
reduction of child and maternal mortality has
been consistently lower than set targets (FGN,
2004). Secondly, they indicate that the share
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of the poor of the disease burden will not
only tend to be much higher than that of the
rich but that the poor will also be less able to
respond to disease. Thirdly, they indicate that
the poor will tend to depend more on the
services provided within the PHC system than
other levels of health care. The consequences
of these factors are eloquently demonstrated
when, for example, we compare neonatal,
post-neonatal, infant, child, and under five
mortality rates by wealth status in Nigeria
(Table 5). The figures show a consistently dismal
health pattern for the poor. The high rates of
infant mortality among the poor can be taken
as resulting from the failure of the PHC system
to address the health problems of large
numbers of poor people. In essence, the PHC
system is simply too overburdened by the
sheer number of people whose health needs
it has to address.

in the urban areas (Gupta et al, 2003). Given
the fact that the poor also tend to use the
health services provided at the primary health
care level, it could only be imagined the level
of pressure that large numbers of poor people
with a higher disease burden will place on
the resources of primary health care facilities.
It is thus not surprising, as has been shown in
Table 4 that health outputs are much lower in
those facilities such as health posts,
dispensaries and primary health centres that
are located in the rural areas than those located
in semi-urban and urban areas.

Unemployment

Unemployment affects not only access to
health but also the health status of individuals.
It has been established for example, that “job
security increases health, well-being and job
satisfaction. Higher rates of unemployment

Table 5: Neonatal, Post-neonatal, Infant, Child, and Under Five Mortality Rate (1993 -2003)

By Wealth Status in Nigeria*

Background Neonatal Post-neonatal

Characteristic mortality Mortality(PPN)
(NN)

Wealth quintile

Lowest 59 74

Second 70 70

Middle 56 54

Fourth 48 39

Highest 23 30

Total 53 56

Infantmor-  Child
tality (1g0) mortality tality(5q0)

Under-fivemor-

(491)
133 143 257
140 178 293
110 118 215
87 101 179
52 29 79
109 121 217

Note: Computed as a difference between the infant and the neonatal mortality rates

The national policy also shows that poverty
has been higher over the years in rural as
compared to the urban areas. In 1980, the
levels of poverty in urban and rural areas were
17.2 percent and 28.2 per cent respectively;
by 1996, the figures for the two areas were
58.2 per cent and 69.8 per cent respectively.
At the same time, health facilities tend to be
in @ much worse state in the rural areas than

cause more illness and premature death”
(WHO, The Social Determinants of Health: The
Solid Facts, 2005:20)%: *: 37 For this reason,
unemployment affects PHC because not only
are unemployed people more likely to suffer
from ill health they are also likely to have a
reduced capacity to access health care when
they need it. On the one hand, this places
greater pressure on PHC services and on the
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other, PHC facilities may not be accessed
because of the inability of the unemployed to
do so. These facts explain why in Nigeria, the
percentage of women who report that they
have problems accessing health care when sick
varies by employment status (Table 6).
Compared to women who are “working for
cash” more unemployed women have
problems “knowing where to go for
treatment” (16.1%), “getting permission to
go for treatment™ (11.9%), “getting money for
treatment” (31.2%) and *“having to take
transport” (24.7%). The overall implication of
the relationship between unemployment and
PHC is that the health indices of the population

Nigeria is rated as one of the most corrupt
countries in the world. As has already been
indicated, Nigeria ranks as one of the poorest
countries in the world; yet estimates of
revenues earned from oil exports alone over
the period indicated that the country made

well over USD 600 billion (This Day, 2008). The
fact that the huge revenues earned have not
translated to development has been attributed
largely to corruption. Corruption indicates that
public resources are illegally appropriated by
individuals for personal use. In the case of the
public health system, it would mean that
resources allocated to the system are either

Table 6: Percentage Of Women Who Reported They Have Big Problems In Accessing Health Care
For Themselves When They Are Sick, By Type Of Employment, Higeria 2003

Concemn

Knowin | Getting | Gettin Having | Hot there Amy of

g Permiss | g Distan | to wantin | may the Humbe
Background | where |ion Money | ce to| Take g Hot be a | specifi | r of
Characterist | to To go| For health | tramsp | Togo | female ed wome
ic Go for | for treatm | Facilit | ort Alone | provider | proble | n

Treatm | treatme | ent y ms

ent nit
Employmen
t
Mot 16.1 11.9 3.2 4.6 4.7 17.5 19.9 45.4 3177
employed
Working for | 11.5 8.5 26.4 2.2 1.1 11.2 15.2 42.3 3,744
cash
Working not | 13.8 7.9 49,1 35.1 4.6 14.9 14.2 60.4 673
for cash _
Hational Population Commission: Higerna Democratic and Health Survey 2003: 2004:140

are likely to be much worse than they should
be. While government claims to have
recognised the problem by taking a number of
measures such as the introduction of micro
credit banks and employment generation
schemes to reduce unemployment through the
National Directorate of Employment, these
efforts have not been significant enough to
produce the desired impact. Indeed, the gains
of these efforts have been more than offset
by the collapse of the textile industry, the
massive lay-off of employees in the public
sector following the public sector reforms and
the general parlous state of the
underdeveloped economy.
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misapplied, or misappropriated or even stolen.
This would make fewer resources available for
the functioning and performance of the public
health system. The evidence indicates that
management of the public health system is
characterised by corruption. In a
comprehensive review of the system in
Nigeria, the Federal Ministry of Health
(2004:10-12) arrived at the damning conclusion
that “the management (of the public health
system) is characterized by ‘a culture of
corruption and self- interest’. A ‘culture of
corruption and self-interest’” would mean as
the FMOH28 document admits -’accountability,
responsibility and transparency problems; “an
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absence of collaboration between the various
government departments whose activities
intersect with those of the FMOH%.” It also
means lack of “synergy between the various
levels of government in health matters,” a
mutual suspicion between the operators of the
health system at the various levels of
government, inaccurate or even ambiguous
data on “the real cost of health services,” and
an absence of “viable data on the combined
expenditure of the various levels of
government, the private sector and donors on
health in Nigeria.” It means chaos in “the
production and distribution of pharmaceutical
and medical products” with a high incidence
of fake drugs, “erratic supplies, and non-
availability of some basic essential and
specialized drugs and other materials.” It
would also explain why, as admitted by the
FMOH document, “the management capacity
for the health care system is weak, inefficient
and ineffective” (Federal Ministry of Health,
2004:10-12).

The impact of this range of problems on the
primary health system is obvious. It would
explain the paucity of resources and hence
poor performance of the PHC system. It also
explains the surprising finding reported by
Gupta et al (2003) that there is no correlation
between the level of funding and the incidence
of non-payment of the salaries of health
workers in Nigeria. As Khemani (2004:16) notes
in this regard, “the problem of non-payment
of staff salaries may not be lack of budgetary
allocations for this purpose but rather leakage
in resource flows at the LGA level®. Misuse of
public resources by local agents might be
particularly rampart when these resources are
obtained as transfers from higher tiers of
government, and about which local citizens
might not be well informed since they are not
the direct tax-payers. Conversations with local
officials and health workers during fieldwork
for the survey revealed a widespread opinion
that local revenues are siphoned off for private
gain by local politicians.

The Political Factors that Affect PHC
While economic factors affect the
performance of the primary health care system,
they do so within the context of a political
framework that includes (i) the nature of
governance, (ii) discrimination in conditions
of service across geo-political zones, (iii) war
and conflict, and (iv) politics in the
administration of the health system.

The Nature of Governance

It is now generally accepted that good
governance is important for development.
Good governance indicates the degree to
which the needs of the people drive the
development process, the extent to which the
people are actually in control of government,
the degree to which the fundamental rights
of the people are respected and the degree
to which there is social justice in the political,
social and economic relations between and
within the various social groups in society. In
a society that is governed by arbitrariness and
where the people are not involved in making
decisions on the issues that affect them, the
allocation of resources and the definition of
the priorities of society will also be arbitrary.

Nigeria’s entire political history has been
characterised by force: whether the military
or the civilians were in control of state power,
politics has been conducted as warfare (Ake,
1993)*°. While the military which ruled the
country for much of the period did not require
the consent of the people to govern, the
civilian wing of the ruling class which ruled
intermittently during the period also violated
and subverted the consent of the people to
govern. It is thus that all the elections in
Nigeria but especially those of 2003 and 2007
witnessed open, flagrant and massive
violations of the electoral choices of the
people. The major implication of this is that
those who have exercised political power in
Nigeria have done so against the wishes of
the people; therefore, they have also ruled
without taking into consideration the
development needs and aspirations of the
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people. This fact becomes clear when we
compare the development choices made for
communities by local government authorities
with the development choices made by
community members themselves. As Ojo
(2007) has shown in a recent study of budget
making in Nigeria’s Niger Delta, the differences
between the priorities of local government
authorities and communities “clearly expose
a wide gulf between the immediate needs of
the people and what is offered currently by
the LGAs. This also lends credence to the
views earlier expressed by the people that
the successive governments have never
involved them in the budget making process
and priority setting.” Indeed, the differences
are so wide that they lead to serious doubts
about whether the LGA, as indeed government
in general, actually knows anything of the
communities it claims to govern. For example,
whereas communities rated agriculture as the
number one priority and allocated 27.5% out
of a hypothetical N100 million budget, the local
government rated agriculture as number two
and allocated only 2.4% of the budget to it.
The wide differences between community
members and government about needs of
communities mean that basic health needs of
communities such as water, education and a
clean environment which form a major part
of the inputs for producing the outputs of the
primary health care system are not being met.

Discrimination in Conditions of Service
across Geo-Political Zones

There are over 350 ethnic groups in Nigeria
that are organised politically into 36 states and
a Federal Capital Territory®. The 36 states are
now further organised into six geo-political
zones while the six geo-political zones are also
further differentiated into the Northern and
Southern zones. Theoretically, the ethnic
groups within the political structure of a state
share more cultural affinities than those in
other states. Theoretically too, and within the
concept and practice of nation building, all
the ethnic groups in the Nigerian nation state
ought to share a number of cultural, economic

and political affinities that enable them not
only to pool but also to share certain problems
and resources for the more effective
development of Nigeria as a whole. In the area
of health, this would mean that health
resources would be deployed according to the
relative health needs of the different parts of
the country with surpluses in some areas being
re-deployed to other areas where shortages
are experienced.

It was observed, for example, that health
indices were worse in some geo-political zones
of the country than others (Table 7). This is
particularly the case when we compare the
North East geo-political zone with that of the
South-West. The differences are largely due
to differences in the quantum and quality of
health resources available to each of the geo-
political zones with the South West having
the highest concentration of resources. Thus
whereas the South West has about 7,300
doctors, the North - East has only 639. Similarly,
the number of nurses and community health
officers are more in the South-West than in
the North-East geo-political zone. Even taking
into account the differences in population
between the two zones, the data indicates
that the South-West has far more human
resources for health than the North - East zone
and that some of the health human resources
in the South - West could be encouraged to
seek employment in the North-East zone®.
However, major difficulties are encountered
in this regard because of the relations between
the different ethnic groups in the country. For
example, the employment practices of some
states in the northern geo-political zones place
on contract professionals from the geo-political
zones in the South who are seeking
employment with them. Many of such
professionals decline appointment on such
terms because they see it as a form of
discrimination in employment conditions. The
result is that existing shortages at all levels of
the health care system but especially at the
PHC level continues in the states in these zones
while others are characterised by surpluses.
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War and Conflict

Wars and violent conflicts produce debilitating
consequences for the health of the population
as health institutions may be destroyed, health
professionals may relocate from or refuse to
accept positions in the affected areas. Apart
from the increase in death rates and incidence
of diseases that usually accompany wars and
violent social conflicts, individuals and
communities may find their ability to cope
with diseases greatly reduced. As documented
elsewhere, “from the political crisis in the
Western Region of Nigeria from 1963 - 1966
through the full blown civil war of 1967 - 1970,
the series of military coups, the massive social
unrests in the early 1990s, the inter-communal
wars in different parts of the country, the
continuing ecological and bush wars in the Niger
Delta to the tensions over the Third Term
Agenda of the Presidency, (and the monumental
crisis that has trailed the 2007 general
elections) Nigeria has stumbled from one
political and social crisis to another.” The
situation of war and violent armed conflicts in

to function in that part of the country. This
largely explains the high incidence of diseases
in the geo-political zone as portrayed in Table
8 above.

Politics in the Administration of the Health
System
The system of health administration in Nigeria
involves the three levels: federal, state and
local government authorities. These levels of
administration also have relationships with a
variety of interests in the health sector such
as the private sector, pharmaceutical
companies, NGOs, international donor
agencies, health professional associations and
community groups. The assessment of FMOH
(2004) showed that the relationships between
the various groups were characterised by
conflict and an
“absence of collaboration between the
various government departments whose
activities intersect with those of the
FMOH. Although a policy exists, there
IS no synergy between the various

Table 7: Percentage Of Women Who Reported They Have Big Problems In Accessing Health Care For Themselves When
They Are Sick, By Type Of Employment, Migerna 2003

Background Knowing where to Getting Getting Distance to | Having tw Hiok Concern Any of Humber of
Characteristic Go for Permission | Money health Take transport | wanting | there the Wamen
Treatment To go for Far Facility To go may specified
treatment treatment Alone Hot bea | problems
female
provider
Employment _
Hot employed 16.1 11.% 31.2 4.7 17.5 19.9 48.4 3477
‘Warking for cash 11.5 B.5 264 1.1 11.2 15.2 42.3 3,744
‘Waorking not for 13.8 T.9 491 348 14.9 14.2 &0.4 673
cash

MHational Population Commission: Iﬁgeria Democratic and Health Survey 2003: 2004:140

Nigeria’s Niger Delta which occupies much of
the South-

South geo-political region of the country has
resulted in the “dislocation of social life”
(lyayi, 2007) and therefore undermined in a
very real sense the ability of PHC institutions

levels of government in health matters.
Mutual suspicion exists between the
operators of the health system at the
various levels of government. The
Private Public Partnership (PPP)
framework in the health sector is
ineffective as the role of the Federal
Minister of Health in elaborating health
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goals for the nation has been
ineffectively performed” (lyayi, 2007).

While this situation has obvious implications
for the effectiveness of all levels of the health
system, the implications tend to be the most
serious at the level of PHC because it is the
lowest level of administering the system. Its
ability to respond to conflicts and politics at
higher levels will therefore tend to be seriously
constrained. Other discussions (Ogundeji,
2000)° also indicate high levels of conflict
between professional groups in the health
teams dedicated to PHC. One major source of
conflict is the struggle for status and power
between the different categories of health
professionals. Whatever the sources of
conflict, the overall implication is to reduce
the level of collaboration, communication,
teamwork and learning among members of the
health team. These factors in turn imply lower
levels of productivity for health teams than
would otherwise be the case.

The Socio-Cultural Factors that Affect PHC
Although several socio-cultural factors impact
upon the performance of the PHC system in
Nigeria, the following appear to be the most
important: (i) cultural beliefs (ii) population
characteristics (iii) illiteracy, (iv) gender
inequality (v) the quality of infrastructures and
social services (vi) the urban -rural divide and
(vii) community participation.

Cultural Beliefs

Cultural beliefs impact the performance of the
PHC system in several ways. First, they shape
forms of behaviour that lead to certain health
outcomes. As an example, consider beliefs
about fertility and family planning in Nigeria.
People living in rural areas tend to want to
have more children and not to want to use
the more modern methods of family control
(PHC, NDHS: 2004). This has implication for
population growth, the incidence of child and
maternal mortality and the number in the
population seeking access to health care. As
another example, we can also consider the
case of beliefs about HIV/AIDS. Quoting a

UNESCO Report, Kickbusch et al (2002:4-5)*-22
have observed that in some parts of Africa,
“people believe that clean and well-dressed
individuals cannot become infected or that
having sexual intercourse with a virgin will
cure AIDS.” Ladipo et al (2003)?® have also
reported a study on the perceptions of
gatekeepers about sexuality and HIV/AIDS in
Nigeria. Gatekeepers were defined in the
study as the custodians of cultural beliefs and
moral norms. Using in-depth interviews with
teachers, media representatives, religious,
political and traditional leaders and focus
group discussions among parents the study
reported that the culture downplayed the
sexual mode of transmitting the disease;
“condom promotion was not accepted on
religious grounds by most participants™.

Cultural beliefs not only also shape how
individuals respond to forms of disease and
iliness but also choices about which forms of
care should be accessed. For example, cultural
beliefs about certain forms of disease may lead
to silence and denial thus creating veritable
grounds for the continuation of behaviours and
actions that promote the disease (Human Rights
Watch, 2002). Studies of the social meaning
of infertility in Nigeria have shown that beliefs
about infertility play a determinant role in the
interpretation and treatment of infertility.
Following these beliefs, most people used
three treatment outlets: *“churches
(spiritualists), traditional healers and hospitals
(orthodox medical treatment)” (Okonofua et
al 1997:211)%.

Population Characteristics

Population characteristics include the size, rate
of growth and geographical distribution of the
population. They also include the structure of
the population pyramid along age groups, the
rate of urbanization and movement between
rural and urban areas. All these factors have
major consequences for the overall functioning
and performance of the PHC system. A large
population that is growing at a high rate with
large numbers of young, sexually active
people, that is also unevenly distributed across

Chapter 3: PHC in Nigeria - The Effects of Socio-Cultural, Economic and Political Factors 33



a changing land mass and that is further
characterised by rapid urbanization will place
major strains upon the resources available for
PHC. This is exactly the situation in Nigeria
where the annual population growth rate of
2.7% is not only equal to the average
population growth rate for sub-Saharan Africa
but higher than the growth rates for Ghana
(2.6%) and South Africa (2.1%)*. Considering
the high growth rate, the estimated
population of 135.9 million in 2003 is projected
to grow to 160.9 million in 2015 (Table 8).

This population is also unevenly distributed
across a highly varied land mass with high
population densities in the North Central, some
parts of the North - West, South - South, South
- East and South Western geo-political zones
of the country. The fact that the terrain in
some parts of the country is difficult
compounds the problem of resource
distribution for PHC in the country. Another
major development is the increasing urban
population as a percentage of the total
population in Nigeria (UNDP, 2005). This

percentage doubled between 1975 and 2003
and is expected to rise to 55.5% of the
population by 2015 indicating a high rate of
rural - urban migration. Finally, and in light of
the fact that life expectancy at birth for the
2000-2005 was 43.3 years, young, sexually
active people constitute a large part of the
population. This fact is particularly important
in view of the pandemic of HIV / AIDS to be
more prevalent among this segment of the
population. It is thus not surprising that the
percentage of the population under age 15
years is expected to drop from its level of
44.7% in 2003 to 41.3% in 2015 because of the
rising profile of HIV/AIDS in mortality rates
among this segment of the Nigerian population.
These and other characteristics of the
population provide major challenges for any
health system based upon PHC. Indeed, against
the severely limited financial resources and
weak institutional arrangements for PHC, these
challenges are likely to increase in the years
ahead unless the needed measures are
developed and put in place.

3 5 6 )
3 7 ( $ b3
5 #o3 § 58
7L R I e ) T R I R e R S e 0m0e | ™™
™ " "
§ R N X T I I 7 T I O O R TR e
b
(
) Moo owd (el W | [ T 0 ] T ] R
SRR et L H
} R T R N I B I R Rt KT I R Y R R R I R I
(
f 458 & 8 6 Y™
Chapter 3: PHC in Nigeria - The Effects of Socio-Cultural, Economic and Political Factors 34



[lliteracy

[lliteracy impacts the performance of the PHC
system through its contribution to the higher
incidence of ill-health among the uneducated
and their lower capacity to take advantage of
existing health facilities. For example,
illiteracy is not only related to poverty; it also
has implications for malnutrition, high infant
and child mortality. It has been suggested, for
example, that the probability of death among
children born to illiterate mothers is two times
as high as those born to literate mothers
(Social Determinants of Health- Nigerian
Perspective, 2005). There is also a strong
correlation between education and life
expectancy at birth (UNDP, 2000). In Nigeria,
the education of a mother affects the type of
antenatal care provider, neonatal,
postneonatal, infant, child and under five
mortality rates and type of person providing
assistance during delivery (NPC:NDHS, 2003).
All these indicate that uneducated people tend
to have more health problems and therefore

to experience the need to access primary
health care facilities.

On the other hand, uneducated people also
tend to have a lower capacity to access
existing health care facilities. As an example,
we can consider the percentage of women
who report ‘big problems in accessing health
care’ for themselves when they are sick by
type of problem and educational background
(Table 9). As can be seen, women with no
education have the most problems in all areas
while the most educated women have the
least problems in all areas. Thus whereas 22.4%
among women with no education may not
know where to go in case of illness only 1.7%
of women with education higher than
secondary school face a similar problem. More
women with no education have problems
obtaining permission to go for medical
treatment (16.9%), taking transport (31.8%),
going alone (20.8%) and worrying that there

Table 9: Percentage of Women Who Reported Having Big Problems Accessing Health Care for Themselves When They Are Sick, By Type

of Problem and Background Characteristics, Migeria 2003

Comcern
Background Knowing Getting Getting Distance | Having Haot there may Amy of
characteristic | where to permission | money to health | to take wanting not be a the specified Humber
oo for o go far for facility transport to go female problems of
treatment | treatment | treatment alone provider women
Mo education | 22.4 16.9 341 EFI] ETR] 0.8 8.3 5E.6 ERF
Primary 10.7 6.6 ETS | 59 255 131 12.3 4B.8 1,628
Secondary 6.5 45 46 16.1 14.8 8.2 8BS 3413 2,370
Higher 1.7 0.3 1.4 9.0 B 4.1 1.8 1B.5 451

Mote: Total includes 26 cases with missing information on education
Mational Population Commissicn: Higeria Democratic and Health Survey 2003: 2004: 140
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may not be a female health provider at the
medical facility (28.3%).

The evidence indicates that increasing literacy
among the population is a viable strategy for
improving all major health indices for members
of the population. This is precisely the idea
behind the Millennium Development Goals,
which mandate governments in the Third
World to achieve universal basic education for
all boys and girls by 2015. While primary

school enrolments have increased in Nigeria
in response to the MDGs on education, it has
also been acknowledged that progress has been
below set targets (FGN, Millennium
Development Goals Report, 2004: 2005).

5.4 Gender inequality

Gender inequality impacts the PHC system
through its contribution to lower status, lack
of empowerment, higher rates of illiteracy,
and higher levels of poverty for women. As in
the case of illiteracy, these factors translate
into higher incidence of ill health for women
and paradoxically, their lower capacity to
access health care. For example, women with
less education have less control over their
sexual activities and therefore, more affected
by sexually transmitted diseases. For example,
HIV/AIDS, which is transmitted largely through
sexual activities, is more prevalent among
women than among men in Nigeria. The
relative lack of control over their sexual
choices also means that many more women
get pregnant than should be the case. This has
implications for fertility and maternal mortality
rates. Women therefore have a higher need
to access health care especially at the PHC
level. Only women generally tend to need the
permission of men to access health facilities.
Poverty is also higher among women in the
population than for men. These factors suggest
that women will also have a lower capacity
to meet their health needs even when facilities
exist to provide for those needs. A clear
implication of this is the need to reduce gender
inequality by recognizing and acting on the

factors that contribute to it. These factors
include the social class to which women
belong, poverty, illiteracy, the ideological
reproduction of women, and the role assigned
to women in the domestic and organisational
labour processes.

The Quality Of Infrastructures And Social
Services

Infrastructure such as the state of transportation
and transportation systems have major
implications for the performance of the PHC
system. The existence of a good and diverse
network of transportation that covers even
the remotest areas of the country creates
accessibility for those who provide as well as
others who need health services.
Unfortunately, Nigeria lacks a viable
transportation system. The system depends
largely on roads while the rail and water
transport systems are either highly
undeveloped, are ineffective or severely
limited in terms of coverage. Unfortunately,
even the network of roads, which is the
mainstay of the system is in a parlous state in
many parts of the country. Where the road
network exists in any good state, especially in
the large cities, road usage is often highly
congested and chaotic. These create huge
problems for those who need to provide or
access health care. These problems are
particularly acute in rural areas where a large
number of people need to access the primary
health care facilities that exist.

Apart from transportation, the parlous state
of energy supply and consumption is also a
major contribution to public and private health
problems in Nigeria. Chronic and frequent
power outages contribute to loss of
productivity in PHC facilities. The ability of
health centres within the PHC system to store
certain forms of drugs and therefore meet the
health needs of community members is
negatively affected by the unavailability of
energy supply. In a study of PHC facilities in
Lagos and Kogi states, Gupta et al (2004:76)
found for example that “lack of cold storage
equipment meant vaccines were not available
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in a majority of facilities (80%) in Kogi, and in
more than 30% of facilities in Lagos, despite
facilities in that state having greater access
to cold storage.”

The Urban - Rural Divide

The urban - rural divide is implicated in the
differences in living conditions between urban
and rural areas, in the distribution of the
population between the two areas and in
several other factors. Differences in these
factors impact the performance of PHC in a
number of ways. First, it imposes different
challenges on PHC in urban and rural areas. It
has been observed for example, that living
conditions, especially with respect to the
availability of electricity, good roads, water,
transportation, communication, poverty and
quality of life tend to be much higher in urban
than rural areas (Imoudu, 1995). The
implication of this is the tendency for PHC
units to be better staffed and equipped in urban
than rural areas. It is thus not surprising to
find that storage facilities for drugs are better
in the urban areas than rural (Gupta et al, 2004).
Professional health personnel are also more
reluctant to accept postings to rural areas.
Another implication is the pattern and
distribution of the disease burden between
urban and rural areas. Given the fact that urban
areas have more PHC facilities and that other
secondary and tertiary health care facilities
tend to be located in them, the health needs
of urban populations tend to be better served
than rural areas. There will therefore tend to
be more pressure on PHC facilities in rural
areas. If we take into consideration the
additional factor of higher poverty in the rural
areas, the lower capacity of rural communities
to access health care when they need it will
translate into worse health indices in the rural
areas than urban areas. These factors may
explain the finding that productivity of PHC
tends to be higher in urban than rural areas in
Nigeria.

Community Participation
The philosophy of PHC is founded on the idea
that it is not only community based; for it to

be effective, it must function with the “full
participation” of the community. Community
participation indicates that while the health
needs of community members will drive the
activities of PHC, community members will
be involved in monitoring the quality of
services provided, participate in solving some
of the problems of the centres in their
communities. It also means that the community
is provided with the education, orientation
and capacity to adopt behaviours and practices
that promote desirable health outcomes,
especially through preventive and promotive
health methods. Available evidence indicates
that higher levels of community participation
in PHC produce better health outcomes for
the community. Thus, it has been shown that
community participation affects the level of
antenatal care, inpatient deliveries, BCG
immunizations, out-patient consultations, home
visits, availability of equipment and supplies
such as blood pressure gauge, antiseptic and
sterile gloves, availability of essential drugs,
cleanliness of facilities and productivity of
health personnel. For example,
“facilities with higher community
participation have three additional
deliveries per staff in the last three
months, which is about the average
number of deliveries in the study; they
have 32 more vaccinations per staff,
which is about the average number of
vaccinations in the sample; they have
19 more out-patient consultations which
is about half the average number of out-
patient consultations in the sample....
In summary, the most striking result is
that community participation is
significantly associated with greater
productivity per staff” on various
performance indices (Gupta et al,
2004:65, 66).

Given the centrality of community
participation in conceptualization and
performance of, it is a matter of interest how
much community involvement actually occurs
in PHC in Nigeria. Although no extensive study
has been conducted into the issue, available
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evidence (Wunsch and Olowu, 1996; Gupta et
al, 2004) indicates that the level of community
involvement in PHC is generally low. Wunsch
and Olowu (1996) conclude from a study of
democratic - governance strategies in Nigeria
in the 1980s and 1990s that, “there were
substantial shortfalls in local participation and
program performance” in primary health
care®.

Policy Implications

The analysis of the impact of the various socio-
cultural, economic and political conditions on
PHC indicates that several measures are
needed to increase effectiveness and
performance. The starting point has to be a
return to the conception of primary health care
as a health system that is community based
and that is the pivot of meeting the health
needs of individuals and communities in a
country. Being community based means that it
must be designed to have and must actually
function with the required level of community
participation. The design of PHC in Nigeria
has taken into account the need for the system
to be community based. This system has three
levels:

(1) the Village / Neighbourhood at the
level of the village or part of an
urban area at which a Village /
Neighbourhood Development
Committee also with responsibility
for health among other ‘social’
responsibilities exists

(i)  the health ward at the level of the
ward where a Ward Development
Committee (WDC) with
responsibility for health among other
‘social’ responsibilities exists; and

(iii)  the Local Government at which the
work of the other two levels are
coordinated under the LGA PHC
Management Development
Committee.

The fact that community participation in PHC
is still low in spite of these arrangements
indicates the need to adopt measures that will
make the arrangements work as designed. One

of such measures must be the mobilisation of
communities around PHC as a programme of
change in health care delivery that sees access
to health care as a right. The example of The
People’s Health Movement in India (Jan
Swasthya Abhiyan) which launched a “Right to
Health Care’ campaign in 2003 shows that
dramatic improvements in public and private
health can be achieved when the people come
to see health as a fundamental right and take
actions to realise that right.

Another measure is to deal with the current
alienation of the people from government and
its institutions because of lack of transparency
in the system of politics and elections. The
obvious solution to this problem is the creation
of a political culture that empowers individuals
and communities not only to make informed
political choices but also that guarantees that
those choices will be respected once they are
made. For this to happen, elections must be
free, fair and credible. There must also be
good governance, transparency and
accountability in economic management and
the rule of just laws among others. Those who
are selected by communities to represent them
and who win elections must be allowed to
exercise their mandate. Fortunately, the
current regime has indicated that it is
committed to the rule of law. It has also
embarked upon a process of electoral reform
that promises to change the current mindset
about politics and elections in Nigeria. The
outcome of these changes should be decisions
at the level of government that reflect the
health needs of the community.

These kinds of political solutions will also
reduce the incidence of war and violent
conflicts. In the case of the ‘war situation’ in
the Niger Delta, additional measures should
include redefining the situation as one of
underdevelopment rather than one of security.
It should also include change in revenue
allocation rules to favour the people of the
area, halting the environmentally destructive
operations of Nigerian and global oil companies
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operating in the area, while change in rules
that currently legislate on property and land
rights are required.

The answer to the question of inadequate
funding appears obvious; more funding needs
to be provided. Action also needs to be taken
to ensure that state governments do not pilfer
the statutory allocations from the federation
account to LGAs. However, it is also necessary
to place emphasis on more rationale use of
existing financial resources and reducing the
level of corruption in the system. For this to
happen, members of more communities need
to be trained in budget advocacy and
monitoring, as NGOs like ActionAid (Nigeria)
have been doing in a number of communities
across the country. A system of determining
actual health costs also need to be in place so
that the difference between what is needed
and what is provided can be known. LGAs and
the various types of PHC facilities must thus
be assisted to capture all their expenditure on
health. The Federal Ministry of Health (FMOH)
has observed, for example, that the budgetary
process for health is not only ineffective but
totally unreliable as “the truth (of) the real
cost of health services is not known, there is
no system for National Health Accounts (NHA)”
and no viable data exist on the combined
expenditure of the various levels of
government, the private sector and donors on
health in Nigeria (FMOH, 2003). The
establishment of the NHA system must thus also
have priority if the share of the different
levels of health care in the financial allocations
to health is to be properly established.

As was emphasized several times in this
discussion, human resources constitute the
bedrock of the health care system. This means
that appropriate policies must be in place and
measures must be adopted to ensure that the
right numbers in the right quality of health
professionals must not only be produced; they
must be distributed and motivated in ways that
will lead to effective performance of the
system. More importantly, however, the
distribution and motivation of HRH at all levels

of the health system must reflect the emphasis
that needs to be placed on PHC as the
foundation of the health system. Towards this
end, the complement of health staff at the
PHC level needs to be strengthened by
adopting the personnel mix provided in the
Jamaican example. This example provides for
five different types of health centres, each
with an ascending number of categories and
number of health personnel (Campbell, 2007)*.
Although there are concerns that personnel
costs already account for a larger share of the
expenditure on PHC, there are also concerns
that the level of remuneration of health
professionals in general and in PHC in particular
Is inadequate. The solution is to provide more
funding for PHC while ensuring more rationale
use of available resources.

In addition, there will be need to encourage
states to abolish policies and practices that
discriminate in employment conditions against
health professionals from states other than
their own. Polices must be adopted that
provide for the same conditions of service
for all health professionals with the same
qualifications at all levels of the health system
and irrespective of where they serve in the
country. This policy could be tilted to favour
health professionals engaged at the PHC with
additional incentives to make this level of care
the most attractive for health professionals.

The neo-liberal policies of government need
to be discontinued if their negative impact
on the health of members of communities and
upon the quantum and quality of resources
available for primary health care are to be
eliminated. The state has to play a greater,
rather than lesser, role in providing for the
health needs of the people. While public/
private partnerships and the private sector
should be encouraged in providing for the
health needs of the population, the state must
at the current level of Nigeria’s development,
abandon the philosophy of ‘less government’
or of a private sector - led development
process for Nigeria. The truth of the matter is
that there is no indigenous Nigerian private
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sector in the true sense of the word that can
be counted upon to play the desired role. The
government must lead the process of delivering
on the health needs of the people, especially
in terms of meeting the MDGs on health. This
role will see greater emphasis on PHC as the
foundation for providing for the health needs
of the population, a role already accepted from
the Alma Ata Declaration onwards.

To reduce the negative impact of poverty on
the performance of the PHC system, there is
need to make real effort to eradicate poverty
in Nigeria. This effort will require a
conceptualization of poverty that is different
from the current ones and based upon the new
understanding a re-ordering of the actions that
are currently pursued such as those contained
in the NEEDS documents and the Poverty
Strategy Reduction Papers of the Federal
Government. The efforts to reduce poverty
must have a mass character; they must deal
with the roots of poverty such as the unequal
distribution of economic and political resources
across social groups. The gender dimension of
the problem must also be acknowledged in
measures that place more resources and
education in the hands of women. While
schemes such as micro-credits may continue
to be pursued, these must be considered
adjuncts, rather than the main thrusts of the
efforts. The measures adopted to combat
corruption must also be improved. There is
no doubt that the eradication of poverty will
reduce pressure on the primary health care
system as individuals and communities acquire
the capacity, competence and opportunity to
reduce the incidences of disease and illness
and a greater ability to cope with them when
they occur.

There is no doubt that the problem of
corruption is receiving some attention from
government. This attention is highlighted by
the creation of a number of institutions such
as the Economic and Financial Crimes
Commission (EFCC), the Independent
Corruption Commission (ICPC) and the actual
arrest and prosecution of a number of public

officers on the grounds of corruption. However,
the effort has been undermined by public
perceptions that it has been selective,
halfhearted and designed to target only
enemies of those at the centre of power. For
these reasons, there is need to make the
process objective and to ensure that its current
particularistic orientation is reversed. There
is also need to provide for more severe
sanctions and for the public to see the
sanctions enforced even in a few cases.

Given its obvious impact upon the PHC
system, there is a clear need to control the
rate of population growth. A critical measure
in this regard would be one that addressed
beliefs about fertility and family planning
among communities. However, it must also be
clear that unless the high infant mortality rate
is reduced, and children survive to live the
lives that they value in adulthood, programmes
aimed at changing beliefs about the value of
more children will be difficult to achieve. The
increasing rate of rural-urban migration can also
only be reduced by reducing the ‘idiocy of
village life” and ensuring that the disparities
between rural and urban life are greatly
reduced and subsequently eliminated. The
current measures adopted to reduce the rate
of new HIV infections such as public
enlightenment campaigns and others aimed at
reducing mother to child transmission must be
maintained and improved upon while efforts
must also be increased to make drugs available
at little or no cost to those already affected.

Conclusion

The effectiveness and performance of PHC in
Nigeria have not met expected targets. Child
mortality rates and maternal mortality rates
continue to be high while malaria and
diarrhoeal diseases continue to be primary
causes of child mortality. While many factors
are responsible for the situation, the most
important are economic, political and socio-
cultural in nature. The core economic factors
include (i) the level of funding of the health
sector, (ii) availability, distribution and
conditions of service of HRH for PHC, (iii) neo-
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liberal economic policies, (iv)poverty and
income inequality, (v) unemployment and (vi)
corruption. The critical socio - cultural factors
that impact upon the performance of the PHC
system in Nigeria include: (i) cultural beliefs
(i) population characteristics (iii) illiteracy,
(iv) gender inequality, (v) the quality of
infrastructures and social services, (vi) the
urban -rural divide and (vii) community
participation.!

To ensure that PHC functions and constitutes
the key strategy for meeting the health needs
of the Nigerian people, there is need to take
actions on each of these factors. However,
the key requirement has to be the perception
of communities that PHC operates in their
interest and that they have an important stake
in its success. The communities must be
mobilised to come to see health as a social
right that can be delivered through PHC.
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Chapter 4

HumaN Resources FOrR PRIMARY HEALTH CARE IN NIGERIA

ABSTRACT

Human resources are one of the main pillars
of a health system. Furthermore, the quality
of health services depends to a large extent
on the people who operate the services.
This chapter reviews the role of human
resources in health service provisioning in
general and in PHC in particular, it examines
brief historical review of the gradual
introduction of new cadres of health
personnel into the health system in response
to perceived health needs, training &
deployment of health personnel during the
colonial era, establishment of the advance
schools for health workers, events at third
national development plan and the
unfortunate decline of community nursing &
community midwifery,etc. it further analyzes
factors and challenges of leadership which
affect the performance of health personnel.
This also discussed case studies of proven
innovative approaches and best practices in
the management of human resources in PHC
programmes in developing countries and
particularly in sub-Saharan Africa and in
Nigeria. It recommended practical and
specific approaches for a renewed approach
to sustainable human resource management
for PHC in Nigeria.

INTRODUCTION

The purpose of this chapter is to review the
human resources situation in the primary
health care (PHC) system in Nigeria. Human
resources are now acknowledged as the most
important resources of an organisation so much
so that the term, human capital, is being
increasingly used to indicate this importance.
In health care, the importance of human
resources is accentuated by the fact that the
objects and subjects in health care delivery
are largely humans. This indicates that the

quality, quantity, disposition and commitment
of the available human resources are often
crucial for the quality and effectiveness of
health outcomes. This is especially the case
in primary health care which has to be
considered and has, in fact, been accepted as
the most important level of achieving the
health objectives, such as those provided in
the Millennium Development Goals, of a
society. In the primary health care system
therefore, all aspects of human resources -
the range of human resources management
(HRM) policies available, the quality of
supervisory management, work attitudes and
orientations, the quality of human resource
records and research, the various human
resources management processes and systems
(such as goal setting processes, the
recruitment and selection procedures, training
and development systems, the performance
appraisal system, the reward and recognition
system and the disciplinary system) play a
crucial role in shaping health outcomes.

This discussion takes a cursory look at the
human resource situation prior to the
introduction of Basic Health Services Scheme
(BHSS) in Nigeria before focusing on the
current situation of human resources in the
PHC system in Nigeria. The objective is to
highlight factors and conditions that affect the
performance of human resources in Nigeria’s
PHC system, It is also to indicate how existing
problems might be solved, especially using the
comparative experience of other countries.
The discussion begins with a review of the
global human resources situation for health.
Given the fact that there are different
assumptions about the essence and hence
components of PHC and that these assumptions
have implications for human resources
considerations for a PHC system, a brief
discussion of the scope and hence elements
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of a PHC system then follows. This discussion
then paves the way for a review of the factors
that affect the effectiveness and performance
of health personnel in health care delivery in
general and PHC in particular in Nigeria.
Subsequently, the challenges that the factors
pose for the performance of the primary health
system are identified. We conclude with
recommendations about what needs to be done
to improve the situation by looking first at
the comparative experience of some other
Third World countries in this area and secondly
by using the insights suggested by Nigeria’s
own experience.

The Global Situation in Human Resources
for Health

It is significant that the 2006 Report of
the World Health Organisation was
dedicated to a review of the human
resources for health situation at the global
level. According to Lee Jong - wook, the
Director-General of WHO, the report
focused on this challenge because “in 2003,
before | took up the position of Director-
General, | asked many leaders and decision
makers in health what they saw as the most
important issues in their countries. One
common theme, whether in developed or
developing countries, was the crisis in
human resources.” This crisis was
represented by several factors: a chronic
global shortage estimated at over 4 million
of well trained health workers with
countries in Sub-Saharan Africa
experiencing the most acute relative
shortages, poor distribution of health
personnel especially in underdeveloped
countries, and inability of countries to
‘educate and sustain the health workforce
that would improve people’s chances of
survival and well-being’ (Lee Jong-wook,
2006a: xiii)'. This is especially the case in
Nigeria, which produces more trained
health personnel than its health system can
use effectively, yet trained healthcare staff
continue to migrate from Africa to more
developed countries®. There are also

Chapter 4: Human Resources for Primary Health Care Sercives in Nigeria

disparities in the distribution of available
Human Resources for Health (HRH)
personnel among the different geo-political
zones of the country, within the same geo-
political zone and at the different levels
of care. In the Nigerian situation, the crisis
of human resources appears to be most
acute at the level of the primary health
care. There is need for Africa’s health
authorities with support from international
partners in line with national goals and
priorities to design and implement creative
programme of managed emigration.?

Human Resources for Health Prior to BHSS
Training as ‘Local Health Visitor’ began in
Nigeria as early as 1949 when girls with Middle
Il schooling who were Grade Il midwives were
trained for the new Rural Health Centres in
Western Nigeria. This then evolved into the
idea of ‘community nurse’, an auxiliary health
visitor, receiving six months’ or a year’s training
in a health auxiliary training school, based on
Grade Il Midwifery background(Schram, 1971)3.
By 1958, with the assistance of the WHO,
training facilities were expanded and the
Ibadan Health Auxiliary Training School which
by now had replaced the old school trained
all categorie- public health inspectors,
community nurses, family visitors, leprosy
inspectors, dispensary attendants, and health
overseers, and organized refresher courses.
Similar trainings were offered in the Medical
Auxiliary Training School in Kaduna and School
of Hygiene in Kano in Northern Nigeria, as well
as the School of Hygiene in Aba and Oji River
Rural Health Training School in the East.

Various categories of health workers existed
in different parts of Nigeria before

the BHSS. Asurvey of health manpower across
the country around 1976 showed that there
were about 40 groups of different health
workers within the public health sector in
different parts of the country working outside
the hospital setting as shown in the table
below. Many of the workers were trained for
one specific health activity or programme as
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may be necessary and were therefore
described as “monovalent workers.” With the
introduction of the BHSS in 1977, the need
arose for streamlining the recruitment, training
and utilization of these health workers.
Consequently the federal government through
the Basic Health Services Implementation
Agency (BHSSIA) of the Federal Ministry of
Health decided to regroup them in 1977 (some
after retraining) into four cadres of *“core”
polyvalent workers and these have remained
the core primary health workers in Nigeria’s
PHC system. They are:

- Community Health Officers

- Community Health Supervisors

- Community Health Assistants

- Community Health Aides.
The Community Health Supervisor Cadre was
later phased out while the Assistant and Aide
were renamed the Community Health
Extension Workers (CHEWS).

Table

Different Cadres of Health Workers Prior to BHSS in

I
Field Health worker
Field Health Assistant
Family Health Workers
Health Attendants
Ward Orderlies
Leprosy Attendant
Clinic Attendant
Th. Visitor
Port Health Attendant
Mosquito Scouts
Rat Catchers
Vaccinators

"
Community Health Assistants
Rural Health Inspector
Assistant Rural Health Superintendents
Community Midwives
Nurse Midwives

The PHC System

It has been pointed out that there are
different assumptions about the essence and
hence components of PHC. Given the fact
that these assumptions will also have different
human resource implications, it is necessary
to discuss them and arrive at some
understanding of the essence and components
of PHC. Asuzu (2007)* has shown that the
concept of PHC is not static and that its
meaning and components have changed over
time. However, following from the
discussions at the Riga Conference of 1988,
it would appear that while there is now some
common understanding that the essence of
PHC has not changed from its
conceptualization at the Alma Alta Conference
that took place ten years earlier, there are
still disagreements about its components. The
1978 Alma - Alta declaration on the role and
contents of PHC within the overall system of
public health indicates that it constitutes the

Nigeria
Il
Rural Health Assistant
Dispensary Assistant
Dispensary Health Assistant
Clinical Assistant
Nursing Assistant
Health Assistant
Health Visitor
Dispensary Overseer
Assistant Leprosy Inspector
Leprosy Attendant
Rural Health Assistant

v
Public Health Nurse
Nursing Sister/Superintendent
Midwifery/Community Midwifery Sister
Supervisor |
Higher Rural Health Superintendent
Higher P. H. Superintedent
Public Health Superintedent

Categories | - IV were eligible for retraining as Community Health Aides, Community Health
Assistants, Community Health Supervisors and Community Health Officers respectively.
Source: National Consultative Conference on PHC in Nigeria (Background Paper) May, 2004.

NPHCDA, Abuja
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fundamental strategy for delivering public
health.

PHC is thus the first level of contact, (usually
organised for administrative purposes at the
Local Government level), that individuals as
members of families and communities have
with the health system in a way that attends
to their health needs at that level. These
health needs are not only of a curative nature
but more importantly of a preventive,
promotive and rehabilitative nature. This
understanding of the PHC system has, at least,
two important implications. The first is that
where health needs are beyond the
competence of the PHC level of care,
individuals necessarily must be able to access
other levels of care. This suggests that PHC
must be adequately supported and linked to
these other levels of care for it to function as
the most effective strategy for delivering
public health.

This point has been adequately emphasized
by Lucas (2007)° who has argued that primary
health care ‘refers to a health system in which
community based primary care is appropriately
supported by functional referral systems.” A
PHC system thus includes primary care at the
community level and the links and supports
that connect it to referral systems at the
secondary and tertiary levels. This means that
human resource concerns in PHC must also
transcend primary care to include the human
resources for the links that tie it to the other
levels of care.

The second implication is that the PHC system
must have the full complement of health
resources to be able to address the promotive,
preventive, curative, and rehabilitative
dimensions of the health needs of community
members. The PHC system must thus be staffed
with the appropriate categories and numbers
of health personnel. Where this is not the case,
a great deal of pressure will not only be placed
upon the PHC system, preventable health
problems and deaths will occur while large
numbers of cases will end up being referred

Chapter 4: Human Resources for Primary Health Care Sercives in Nigeria

to other levels of care. This will also place a
great deal of pressure on these other levels of
the health system.

Human Resource Categories and Groups in
PHC

Obviously, the starting point for reviewing
human resources for PHC is the identification
of the human resources categories and groups
involved in PHC. As the WHO (2006a)®
discussion of health workers has shown, there
is difficulty in defining and therefore listing
the different categories of personnel, involved
in a health system. For example, if it is
accepted that ‘health workers are all people
engaged in actions whose primary intent is to
enhance health,” would the activities of
mothers and family members who look after
their sick children and paid or unpaid
caregivers in private homes be included among
the health workforce?

Although a different class of problem, Asuzu
(2007)* has observed that, ‘In Nigeria, the
Nigerian auxiliary community health workers
refuse to accept that they are auxiliary
community health workers and resist any
attempt even to upgrade the training of any
of them who desires.” Should this category of
health workers be counted among auxiliary
community health workers or should they be
designated community health workers given
the fact that in Nigeria some categories of
“auxiliary health workers were massively
trained in ways different from the way they
had been developed in countries where their
training and utilization worked such as in
Kenya, the Fiji Islands and the Philippines’
(Asuzu, 2007)*. In this discussion, health
workers are understood as those who are
employed (part time or full time; in self-
employment or as paid employees) and trained
(formally or informally) for the purpose of
providing services in any of the areas of the
health system. In a PHC system, health workers
would include:

o Doctors

0o Community Health Officers (CHO)

0 Public Health Nurse / Midwife
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Environmental Health Officer

Health information Officer

Laboratory Technician

Medical Records Officers

Pharmacists / Technicians

Community Health Extension Workers

(CHEW)

o0 Traditional Birth Attendants (TBA) &
Voluntary Health Workers (VHWS)

0 Support staff

O O O o oo

We would also need to include other categories
of staff who are involved in providing and
sustaining the referral links between the
primary level of care and the secondary and
tertiary levels of care. Examples of such staff
include ambulance drivers, first aid workers
and nurses among others. Other examples are
policy-makers and health service managers
such as those at the Primary Health Care
Development Agency and in the federal and
state ministries of health who have special
responsibility for PHC across the country.

Overall, the various categories of human
resources for PHC can be further categorized
into the professional health staff and the
administrative health staff. While the former
are those who have some level of training
related to providing care for those who are ill
or taking actions to prevent the occurrence
of illness or disease in the population, the latter
are those who provide administrative /
technical support for the work of the former.
Human resources for health may additionally
be categorized in terms of the sector in which
they work and also in terms of the processes
of validating the adopted methods and results
of health care. On the basis of the above
categories we can differentiate between
human resources for health in the public as
opposed to the private sector and Human
Resources for Health (HRH) in orthodox,
‘formal’ health care as opposed to HRH in
traditional health care. This discussion will
focus largely on the professional category of
personnel for PHC in the public sector because
very little information is available on the other
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categories of human resources. We shall
commence with the identification of the
factors that affect the performance of health
personnel in primary health care in particular
and other levels of the health care system in
general.

Factors Affecting the Performance of Health
Personnel in PHC

Many factors determine the performance of
health personnel at the PHC level. These
include: the policy environment, the number
and geographical distribution of PHC facilities,
the organisational structure of PHC, availability
and distribution of health personnel, the
personnel mix, the composition of the health
teams for PHC, the location of the health
facilities where health personnel provide
services, the level of motivation of the
personnel, the availability of training and
development opportunities, relationships
among members of the health teams, the
distribution of costs among the PHC elements,
leadership, coordination and supervision,
political factors and community participation.

The HRM Policy Environment

At the level of any individual institution, good
practice dictates that human resource
practices are grounded in policies that tie the
practices to the strategic goals of the
institutions. The grounding of HR practices in
policies is to ensure that the attraction, use
and retention of the HR of the institution lead
to best outcomes not only for the institution
but also for people in the organisation
themselves. This consideration acquires
greater importance at the level of an entire
sector such as health not only because of the
greater complexities and uncertainties that
characterise such a system but especially
because of the increased impact that
inappropriate HR practices can have on the
effectiveness of the entire system and its
constituent parts. The implication of this is
any discussion of HRM in PHC must begin with
a review of (i) the overall population health
policy and (ii) the HRM policy environment.
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The Overall Health Policy

It has been acknowledged that until recently,
an overall policy on health did not exist in any
coherent form in Nigeria (FMOH, Health Sector
Reform Programme, 2004-2007:10)". One major
implication of this was the absence of any clear
policy on the status of PHC in the health
system. To this extent, the priority that ought
to be accorded it as the foundation for the
population’s health was not clearly defined.
This had obvious implications for the
establishment of conditions, systems and
structures that would have attracted and
retained health personnel at the PHC level.

In the absence of a national policy on health,
national human resources for health policy
could also not exist. Indeed, until 2006, there
was no national human resources policy for
health. A major implication of this is that the
human resource challenges for an effective
health programme could not be clearly
identified or addressed. This meant that
different parts and levels of the system
operated without the coordination needed to
enhance the overall performance of the human
resources for health. These had major
implications for the distribution of available
health personnel and for attracting and
retaining health personnel at the foundational
level of population health - the primary health
care level.

The National HRH Policy

One of the major HR concerns in PHC in
particular and in Nigeria’s public health system
in general has been the absence of an
integrated HR policy that identifies and
prioritises core HR challenges in health and
provides a common frame of reference for
addressing the challenges by the different
interests groups involved. This problem has
now been recognised and is being addressed
by the new leadership at the FMOH. Thus in
2006, the leadership of FMOH developed a
Draft National Human Resources for Health
Policy 2006 (NHRHP)?. Although the document
is still a ‘draft” and has yet to be formally
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adopted, it represents a major advance on the
situation that existed in the past. It provides,
at least, a range of parameters by which the
HR situation in PHC may be evaluated. The
draft indicates that the strategic objectives
of the NHRHP are to:

Provide a framework for objective
analysis and implementation and
monitoring of measures aimed at
addressing the HRH crisis in the country

Rationalise and align supply of health
workforce to the priorities of the health
sector

Apply best practices of human resource
for health management and
development that promote equitable
distribution and retention of the right
quality and quantity of health human
resource to ensure universal access to
quality health services

Institutionalise performance incentives
and management systems that recognize
hard work and service in deprived and
unpopular locations

Foster collaboration among public
sector, non-government providers of
health services and other HRH
stakeholders

Strengthen the institutional framework
for human resources management
practices in the health sector

More pointedly, the draft document indicates
that, “specifically the (HRH) policy is to serve
as (a) guide to all health sector managers and
practitioners for:
2
@ Ensuring a fit between HRH interventions
and the health sector goals

@ Planning for staff requirements
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@ Staff recruitment, selection and
deployment

@ Managing staff performance to ensure
improved health worker productivity
all over the country

@ Staff training and development

@ Orientation of new managers into the
health services

Given the scope of the policy, the question of
human resources for PHC translates into the
degree to which the policy requirements are
met by existing HRH practices.

Number and Geographical Distribution of
Primary Health Care Facilities

The number of existing PHC facilities provides
an idea about the distribution of the disease
burden and the magnitude of human resources
requirements for PHC. Tables 1a - 1h, indicate
the number of health care facilities by type
of ownership, level in the system and
distribution across the geo-political zones in
Nigeria. The data shows that there were at
least 20,319 PHC facilities in Nigeria by 2000.
The data does not indicate the different
categories of primary health care facilities and
does not also include the number of facilities
in Ebonyi State but it somewhat shows the
magnitude of the HR requirements for the
system.

The data shows that the North Central and
the North West geo-political zones have the
largest number of primary health care facilities
in the country. The North Central Zone (Table
1d) has the highest number of PHC units (4,772)
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with an average 795 for each of the states in
the zone. The North West geo-political zone
(Table 1e) comes second with an estimated
4,312 health care units or an average of 616
per state in the zone. The South West geo-
political zone is third with an estimated 4.143
primary health care units or an average of 619
units per state in the zone. If we use the
average number of primaryhealth care
facilities per state in a zone, the North East
Zone (Table 1f) has the least number of
facilities. Here the average per state is 412
compared to 524 for the South East (Table 1b)
and 421 for the South-South zone (Table 1b).
In general, it can be concluded that the North

East and the South-South have the least
number of PHC facilities.
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Table 1a: Health Care Facilities by Type of Ownership and Level: SOUTH -S0UTH®*
[ S/n States Ownership
Private Publhc Primary Secondary Tertiary
1 Edo 78 308 367 115 3
7 Delta 310 37 557 &5 ]
3 Bayelsa B 153 143 15 1
4 Rivers 78 789 624 Fr 1
5 Akowa Ibom 145 350 345 191 1
3 Cross River 61 429 490 52
TOTAL 1,282 1,886 2,526 685 B
AVERAGE 714 31433 421 114.167 1.6

“"Compiled from FMOH: 'Health Facilities Data Base im Migeria: By State, LGA, Type and
Ownership Year 2000

Table 1b: Health Care Facilities by Type of Ownership and Level: SOUTH -EAST*
[ 5N [ States Dwhnership Type of Health Care
Private Public Primary Secondary Tertiary
] Anambra 655 390 268 SEO 2
7 | Abia ZE 735 R&T 25 Fl
1 [ime 670 7728 715 200 -
4 Enugu ] 179 545 175 3
5 | Ebonyi HI A
TOTAL 7,366 1,032 2,065 SB0 7
AVERAGE 591 758 521.75 245 7.33

*Compiled from FMOH: ‘Health Facilities Data Base in N

Ownership Year 2000

geria: By State, LGA, Type and

Table 1c: Health Care Facilities by Type of Ownership and Level: SOUTH - WEST*
S/N | States Ownershp Type of Health Lare
[Private Public Primary Secondary Tertiary

1| Oyo 752 521 1221 49 1

Z | Lagos 790 418 1008 198 2z

3 Cgun 219 452 544 124 E]

4 | Osun EEY 520 669 190 -

5 | Ondo 293 356 456 173 1

& | Ekiti 140 167 245 EE) s
TOTAL 2,525 2,434 4143 767 7
AVERAGE 421 405 66T 6905 12783133 1.75

*Compiled from FMOH: ‘Health Facilities Data Base in Migeria: By State, LGA, Type and
Ownership Year 2000
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Table 1d:

Health Care Facilities by Type of Ownership and Level: NORTH CENTRAL*

S/M | States Ownership Type of Health Care
Private Pubhc Primary Secondary Tertiary
1 Benue H62 551 1102 &6 -
P Plateau ST 501 0 43 1
3 H'i&er‘ 123 68T Bi& 19- 1
4 Hasarawa 151 320 634 2B 1
] Kogi 121 B B34 T4 -
& Fwara 1'9_5 EXE -4&6-_ TO Fl
TOTAL 1,799 3,235 3,772 ETH 5
AVERAGE 00 539 167 795_33 2. 833 1.25
¥Compiled from FMOH: “Health Facilities Data Base in Migeria: By State, LGA, Type and
Ownership Year 2000"
Table 1e: Health Care Facilities by Type of Ownership and Level: NORTH - WEST*
S/MN | States Ownership Type of Health Care
Private Pubhc Primary Secondary Tertiary
1 Benue 62 551 1102 &b -
Fi Plateau S4T 501 0% 43 1
k] Higer 123 HaT B26& 16 1
4 Hasarawa 151 320 634 2B 1
5 Hl:la_‘i 121 805 B34 T4 -
[] Kwara 19_5 EXE -4&5-_ TO F
TOTAL 1,799 31,735 3,772 7 5
AVERAGE 00 539167 795313 h2.833 1.25
*Compiled from FMOH: “‘Health Facilities Data Base in Migeria: By State, LGA, Type and
Owmiership Year 2000
Table 1f: Health Care Facilities by Type of Ownership and Level: NORTH - EAST*®
SN | States Chwnership Type of Health Care
[ Private Public Primary Secondary Tertiary
i Yobe 4 261 253 11 -
7 Borno 30 ECT) FIT3 £ 1
3 Adamarra 7] 246 ER L 14
4 Gombe 36 211 231 15 1
5 Bauchi Fi G&0 645 17
3 Taraba 125 5 B07 3 -
TOTAL 263 7,164 Z.471 E 1
AVERAGE 47667 364 411 833 15.833 1
*Compiled from FMOH: ‘Health Facilities Data Base in Nigeria: By State, LGA, Type and
Ownership Year 2000"
Table 1g: Health Care Facilities by Type of Ownership and Level: FCT®
[S/M | States Owniership Type of Health Care
Private Public Primary Secondary Tertiary
1 FCT 111 122 223 10 -
TOTAL 111 122 723 10 -
AVERAGE T 122 ik 10 -

*Compiled from FMOH: “Health Facilities Data Base in N
Ownership Year 2000"
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Organisational Structure of PHC

The organisational structure of PHC has
implications for human resource requirements
and performance of the PHC system. This
structure will determine roles and
responsibilities and therefore, human resource
requirements in terms of numbers, categories,
qualifications and relationships. It will also
determine the efficiency of use of available
human resources. In Nigeria, the PHC system
has three levels:

(1) the health district at the level of the
ward where a District Development
Committee (DDC) with responsibility
for health among other “social’
responsibilities exists

(i)  the Village / Neighbourhood at the
level of the village or part of an urban
area at which a Village 7/
Neighbourhood Development
Committee also with responsibility for
health among other “‘social’
responsibilities exists and

(i)  the local government at which the
work of the other two levels are
coordinated by the LGA PHC
Management Development Committee.
To function effectively, each of these
levels must not only have the relevant
health personnel the relationships
between them must be effectively
coordinated. A major problem for HRH
for PHC at this level is that the PHC
structure is yet to be institutionalized.
This means that some element of
adhocism exists when it comes to
determining HRH requirements and
deployment.

Requirements, Availability and Distribution
of HRH for PHC

The availability and distribution of health
personnel for PHC has major implications for
the performance of not only the health
personnel but the PHC system as a whole. For
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this reason, a key concern of HR policy in health
is the availability and distribution of health
personnel. For example, the Draft National
Human Resources for Health Policy 2006
(NHRHP) provides for planning the current and
future needs and requirements at all levels.
The result of such planning will be the
determination of the numbers, categories and
quality of health personnel required in the right
mix and distribution. This also indicates that
evaluations of the human resources situation
at any of the levels of the health system must
flow from analysis and comparisons of what is
required with what is actually available. This
is crucial because the performance of health
professionals in PHC is largely determined by
the degree to which the right number and
mix of personnel are available in the right
quantity, quality and places.

On the basis of the existing PHC structure,
Ogundeji (2000)° has suggested that a minimum
of 167 health workers in eight different
categories supported by 80 TBAs / VHWs are
needed at the local government level. Given
the fact that there are 774 Local Government
Authorities in Nigeria, this translates to some
129,258 health workers and 61,920 TBAs
excluding the requirements for the Federal
Capital Territory, Abuja. We consider the
number provided by Ogundeji to be too small
especially in the area of medical doctors.
Moreover, the calculation is based upon a ten
ward structure per local government. It also
does not take into account the number of
primary health facilities actually on the ground.
Finally and perhaps most seriously, it does not
take account of the minimum prescribed by
WHO which provides for one doctor per 10,000
of the population. If the WHO standard is used,
then Nigeria would need 14000 doctors for its
estimated 140 million people. This would
translate to 18 doctors for each of the 774
LGAs in the country. Assuming a distribution of
the doctors among the tertiary, secondary and
primary levels of the health system in the
proportion of 40%, 35% and 25%, this would
provide that at least four doctors are located
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in the PHC system at the LGA level. If this
revision is made then the number of doctors
needed for the PHC system would be a
minimum of 3096 medical doctors and more
than 142,184 professionally qualified health
workers with another 68,112 TBAs. These
figures do not provide however for other
essential members of the health team such as
pharmacists, laboratory scientists, and medical
records officers. The question that arises from
this set of statistics, no matter how tentative
they may be, is how well is the PHC system
staffed in relation to these requirements?

Unfortunately, it is impossible to indicate the
actual number of health personnel in the PHC
sector in Nigeria. Firstly data on some
categories of HR for PHC do not exist at all or
where it exists is, sometimes, inaccurate.
Secondly, the data for HRH is usually in
aggregate form and does not provide
specifically for PHC. Thirdly, different sources
of HR health statistics often provide conflicting
data. There is no easy solution to any of these
problems. One of the solutions adopted here
iIs to assume that some categories of health
personnel are expected to function specifically
at the PHC level; therefore national data on
these categories are taken as being indicative
of the HRH situation in PHC for these
categories. A second solution is to use the
different but often conflicting data sources
together so that the gaps in one source of
data can be filled by data from the other
sources. However, where there are clear
conflicts, the data from the different sources
are provided together. Although WHO
(2006b)*° figures indicate that there were less
than 200,000 health workers in Nigeria in 2004,
the National Human Resources for Health Policy
(NHRHP, 2006) estimates that there were some
403,457 professional health personnel in
Nigeria as at December, 2006. Community
health practitioners, nurses and midwives
accounted for more than 50% of this number
with doctors also showing a fairly strong
presence in this number. The large number of
community health practitioners can be taken
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to be indicative of their presence in the PHC
system. These observations need to be strongly
qualified however by the admission of
government that the figures presented above:
“are for some health professional categories
registered by Nigeria’s professional medical/
health regulatory professionals who are not
practising in the country or may not be
practising health care at all.”

bodies as in 2006. They include health workers
in both the private and public health sectors,
and, very likely, health The admission indicates
firstly that (i) not all categories of professional
categories may have been captured by the
data; (ii) certain categories of health
personnel, such as administrative or support
health personnel were not included at all; and
(iii) the figures include health personnel who
‘are not practicing in the country or may not
be practicing health care at all.” Given the
problems that are raised by these
qualifications, we present three additional sets
of data on the availability and distribution of
HR for PHC in Nigeria. These are the data from
(1) National Human Resources (2000) Health,
and (iii) HRH data for PHC compiled by
Ogundeji,
“Records available in most states
lump doctors and dentists together,
as well as nurses and midwives. It
does not bring out clearly the
distribution and availability of some
very essential cadres. In some states
midwifery training is a requirement
for employment into the public sector
for all registered nurses. It is however
difficult to differentiate between
nurses who have had additional
professional training in midwifery and
are practicing as such from those
who are still engaged in general
nursing. There are very low numbers
of some members of the medical care
team such as radiographers and
medical laboratory scientists in some
states. There is evidence of rural/
urban disparities in the distribution
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of health staff. Some states are better
endowed with health professionals
than others. Some states are however
noted for having rules and regulations
that unfairly discriminate even against
essential and critically needed health
professionals that are not indigenes.”

As can be seen from the data, the figures are
for the professional health personnel at the
level of the states. They thus exclude health
personnel at the tertiary level but include
those at the secondary and primary levels of
care. There are 16,572 doctors at this level
for all the states and FCT. Using the LGA units
of 774, this translates to about 21 doctors per
local government. This number does not
indicate the actual number of doctors
operating at the PHC level as many of this
cadre of health officers may actually be
serving at the secondary level of care.

A better picture may be obtained by reviewing
the number of Community Health Officers
(CHOs) and Community Health Extension
Workers (CHEWSs). The data indicates that
there are 19, 268 of such officers. This
translates to an average of 25 health officers
in this category per local government in
Nigeria. If we assume an average of eleven
political wards per local government, we
obtain an average of two officers in this
category in each political ward.

In Tables 4a - 4g, the data is reorganised to
indicate the relative distribution of the health
human resources across the six geo-political
zones. Earlier, it was shown that the North
West and North Central geo-political zones had
the highest number of primary care facilities.
When it comes to the availability and
distribution of HRH, we find that the situation
is reversed. The North Central Zone (Table 4d)
is placed fifth in terms of average number of
doctors per state in the zone (145) and first in

Table 2: Number of HRH tin Nigeria by Category, 2006*

STAFF TYPE NUMBER OF
STAFF
Doctors 39,210
Nurses 124,629
Midwives 88,796
Dentists 2,773
Pharmacists 12,072
Medical Lab. Scientists 12,860
Community Health
Practitioners 117,568
Physiotherapists 769
Radiographers 519
Health Record Officers 820
Environmental Health
Officers 3,441
Total 403,457

PERCENTAGE OF NO. OF STAFF
TOTAL /100,000
9.71 30

30.90 100
20.01 68

0.69 2

2.99 11

3.19 12

29.14 19

0.19 0.62

0.13 0.42

0.20 0.66

0.85 3

98

*Source: Adapted from National Human Resources for Health Policy, 2006, Draft, FGN p.10*
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NHRHP Data (2006)

The NHRHP (2006) data shows the numbers and distribution of some categories of health personnel
for the majority of the states in Nigeria as at August, 2005 (Table 3). Again, before proceeding to
make use of the data it is necessary to take cognizance of the observations in the NHRHP
document that:

s o 38
2 » @ " §§ 5 £ s Do @
. E 5 =z g £ JE Eg 8 E_S3 55
N T 5 2 & s £ Bg &8 8 83 8 I1
%) H [ = a) z S = (14 as IO OO0
1 Abia 2,963,275 527 NA 1123 NA 185 8 5 238 24 262
2 Adamawa 3,254,227 89 NA 882 NA 9 4 2 116 18 1159
3 Akwa lbom 3,730,227 321  NA 6528 NA 122 3 9 142 32 224
4 Anambra 4,329,820 669 6 1395 240 239 8 11 342 22 336
5 Bauchi 4,431,424 110 5 200 330 7 4 1 73 1 524
6 Bayelsa 1,737,020 6 392 17 0

7 Benue 4,262,764 222  NA 995 305 41 5 5 163 25 748
8 Borno 3.926,764 198 20 1194 36 16 7 4 123 5 374
9 C/River 2,551,896 407 2 1642 999 39 6 7 102 58 861
10 Delta 4,010,879 470  NA 1950 NA 144 18 16 277 57 149
11 Ebonyi 2,250,677 134 NA 349 NA 30 2 10 39 28 373
12 Edo 3,363,098 399 NA 1431 NA 203 18 7 436 38 299
13 Ekiti 2,377,829 173 NA 421  NA 48 7 3 66 61 411
14 Enugu 3,289,864 1017 NA 1196 NA 266 40 32 417 20 785
15 FC.T 575,666 232  NA 913 NA 2 38 36 720 22 75
16 Gombe 2,305,771 81 NA 577  NA 16 1 5 52 9 486
17 Imo 3,848,656 914  NA 2074 NA 307 8 13 197 24 374
18 Jigawa 4,452,685 75 NA 408 17 13 1 0 28 1 337
19 Kaduna 6,094,506 610  NA 1903 NA 45 9 11 476 34 1168
20 Kano 8,997,330 234 NA 1001  NA 24 28 9 275 18 374
21 Katsina 5,811,165 146  NA 904 NA 5 7 0 59 13 187
22 Kebbi 3,202,837 91 NA 324 NA 2 6 0 19 1 187
23 Kogi 3,325,256 185  NA 1970 NA 27 1 4 112 26 860
24 Kwara 2,397,533 843 NA 1691 NA 30 24 10 48 1047
25 Lagos 8,865,999 3705 NA NA NA 313 302 129 4394 66 261
26 Nasarawa 1,870,248 147 NA 476 134 12 1 2 88 17 336
27 Niger 3,749,912 69 NA 1236  NA 5 3 4 174 4 825
28 Ogun 3,613,345 698  NA 1471  NA 63 31 4 295 15 524
29 Ondo 3,483,147 265 NA NA NA 99 8 6 164 18 598
30 Osun 3,341,326 1093 NA 1765 NA 222 37 11 262 24 1198
31 Oyo 5,346,017 1366 NA 1650 NA 288 89 23 681 12 787
32 Plateau 3,258,658 102  NA 1234 NA 55 16 12 346 14 1046
33 Rivers 4,936,589 404  NA NA NA 118 10 21 448 20 786
34 Sokoto 3,297,979 154  NA 599 746 2 12 5 60 10 186
35 Taraba 2,341,448 89 NA 235 409 7 2 0 38 0 411
36 Yobe 2,167,389 72 NA 607  NA 7 3 2 21 0 149
37 Zamfara 3,209,910 68 NA 285  NA 1 1 1 15 0 225
Total 16,572 2,649 121,243 87,171 3029 769 420 12,072 820 19268

NA - Not available
*Federal Republic of Nigeria: National Human Resources for Health Policy 2006:12 -13
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terms of average number of CHOs / CHEWSs
(810) per state. The South-West Zone (Table
4c) is placed first in terms of the average
number of doctors per state in the zone (1,217)
and second in terms of the average number of
CHOs / CHEWSs per state in the zone (630).
The North-West geo-political zone (Table 4e)
is placed fourth in terms of average number
of doctors per state in the zone (197) and sixth
in terms of average number of CHOs / CHEWs
(381) per state.

The North East Zone (Table 4f) is placed sixth
in terms of the average number of doctors
per state in the zone (107) and third in terms
of the average number of CHOs/ CHEWSs per
state in the zone (517). The South-South geo
- political zone (Table 4a) is placed third in
terms of average number of doctors per state
in the zone (400) and fourth in terms of
average number of CHOs / CHEWSs (464) per
state. The South-East Zone (Table 4c) is placed
second in terms of the average number of
doctors per state in the zone (652) and fifth
in terms of the average number of CHOs /
CHEWSs per state in the zone (426). Although
the data recognises that there are variations
between the states in each of the geo-political
zones and that population statistics may also
alter the availability and distribution of HRH
for PHC between the zones and the states in
the zones, they are generally indicative of the
situation.

The HRH data from the data base at

the Federal Ministry of Health

The second set of data on HRH availability and
distribution for PHC in Nigeria is for 2006 and
was compiled from the HRH data base at the
Federal Ministry of Health. The data provides
details of the health human resources at the
level of each of the 774 local government areas
in the country. The data is aggregated from
the HRH profile of each of the LGs in the
federation as provided in the HRH database in
FMOH. This data shows that there were at least
6,433 doctors providing care at the level of
the local governments in 2007. While the data
shows that there are at least nine doctors per
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local government, the numbers are not evenly
distributed across the local governments. The
data has been aggregated, for manageability,
to represent the situation in each of the geo-
political zones (Tables 5a - 5g).

As can be seen, the data covers seven
categories of health workers and makes the
important separation between CHOs and
CHEWs. It also covers auxiliary nurses and
retired health workers. Unfortunately, the data
on the number of doctors cannot be used in
many cases because it is suspect as in the case
of Lagos State where the number of doctors
is stated to be only seven. The data indicates
that LGAs in the South-South zone (Table 5a)
have the highest average number of nurses /
midwives (1,419) while LGAs in the North -
East zone (Table 5f) have the lowest (566).
The South-West Zone (Table 5c¢) has the highest
average number of CHOs per LGA and state
(290). Again, the North-East Zone (Table 5f)
has the lowest average number of CHOs per
LGA and state (68).

The third set of data is compiled from
Ogundeji, (2000). This data covers health
personnel data for PHC in the seven states of
the North West zone, the six states in the South
West zone and two states in the South-South
zone. The data indicates that while some
states have more of some categories of health
staff than the PHC system requires, the entire
zones have less than what is required for all
the zones. The only exception is in the case
of Traditional Birth Attendants (TBAs) and
Voluntary Health Workers (VHWS) where in the
North - West zone the available number is
higher than the number expected (Table 6).

On the basis of all the data already reviewed,
a number of conclusions on the availability and
distribution of HRH for PHC in the country can
be reached. The first conclusion is that there
iIs a serious problem in terms of the HRH
information that is available. In many cases,
the data is non-existent, incomplete or
inaccurate. In addition different agencies and
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Table 4a: Statistics of Health Workers as at Dec 2005 by State of Practice - SOUTH - SOUTH

o |3 E oo [E |¢
5 [ | & =] I __'E = 5 o El -
z | & : s |z |# £ |2 |B%|E |z |¢tE|Zz |2
ao| s 2 & |& |2 T |E Zo|lg |5 |E5|5 |B
& = b1 E = % = E
£ g |5 |2 B
1 Edo 3,3-'53,0‘3_3 1599 & 1431 HA 203 18 T 436 1B 599 1,365,929
2 Delta 4,010,5_?“9 470 A& 1950 HA 144 18 16 277 5T 149 4,013,960
T | Bayeka 1,737,020 3 - 52| 17 - ] - — 1,737,475
4 Rivers 4,926, 589 404 A A HA 118 10 21 4-1-_5 20 TB& 4,938, 3%
5 Abkwa lbom | 3,730, 2_2? 321 A &h28 HA 122 3 9 14_2 iz 124 1,737,608
[ CJ River 2,551 B9% 407 2 1642 EEE] EE] [ T 102 1] B61 2,556,019
TOTAL 20,329,709 | 2001 a 11,551 1291 &43 55 &0 1405 205 2319 | 20,349 347
AVERAGE 1,388 285 400. 4 2,BE7.T | 695.5 | 107.16 11 10 281 4 463 .8
2 ] ¥
Table 4b: Statistics of Health Workers as at Dec 2005 by State of Practice -SOUTH - EAST
E # o =L
5 s |z a2 |2 [5.]3
ol 8 = s bl
= | & B = e E 3 3 22| 7 b 5 | £ |
S|z E - z%|5 |E 2|2 |5
. 2 2 |5 |2 z |E 2ile |5 [E2§]g |®
= b= = . I
1 Anambra 4,119,52_(] 669 & 1395 240 1?-_‘3 a8 11 342 22 336 4,133 088
2 | Abia 2,96_3, 275 527 HA 1122 H& 185 [] 5 128 24 262 3,965 647
3 Imia 1,848,656 914 HA 2074 H& N [ 13 197 24 ?ﬂ1- 3,852 56T
4 Enugu 3,289,864 1017 | HA 1196 H& 266 40 a2 4T 20 7B 3,292 637
5 Ebonyi 2,250,677 134 HA 349 H& 30 2 10 39 28 EXE] 2,251,642
TOTAL | 16,682,252 | 3,261 | & | 6,137 | 240 | 1,027 | &6 71 | 1,233 | 118 | 130 | 156,696,581
AVERAGE 31.336.458 | &52.2 & 1.227.4 1 240 205 4 132 142 124661 236 426
Table 4c: Statistics of Health Workers as at Dec 2005 by State of Practice -SOUTH WEST
5 : g |a
5 a ' 212 |8 g
=| & z g 58 213 5|8 |3 gF (@ =
3| 2 13 gt|® s |8 |5
ol £ E E -] = | 8 L 5 5 = o
£ = - ﬁ i = =~ g
g e [= |2 |F
1 | Oyo 5,346,017 1366 | HA 1650 | HA 2188 89 13 681 12 TET 5350913
2 LE.EGG E,E&E,?‘?_‘? 705 | Ha Ha | HA 313 302 129 43'3_4 1] 261 B B75 169
3 | Coun 3 613,345 698 | HA 1471 | HA 63 ER| 4 295 15 h24 3616 446
4 | Osun 3,3:1-1 126 10932 | Ha 1765 | Ha 222 a7 11 262 24 1198 1,345 938
5 | Ondo 34831147 265 | HA Ha | Ha 99 [] [ 164 18 598 1 484 305
& | Ekiti 2,377,829 173 | HA 421 1 HA 48 T E] -3 61 411 2,379,019
TOTAL | Z7,007.663 7,300 5,307 1.053| 474 176 5.8 196 | 3,779 | 27,051,790
2
AVERAGE | 4,504,611 | 1.216.667 1.326.75 172167 | 79 | 29.33 | 977 | 31667 | 619.53
Table 4d: Statistics of Health Workers as At Dec 2005 by State Of Practice -NORTH CENTRAL
] e B W
5 " 8 g |3 L E |4 B, | £
&2 T [ =
= |3 ; (2| |3 (2 |f%|E|E |EE|E |R
= ' = =
v E z z |2 B 8 28|2 |§ E5 |2 =
£ = k=] = ;E = w = g
£ . £ -
1 Benue 4. 262,764 212 Ha | 995 305 41 5 5 163 25 T48 4,265,273
z Plateau 1,258,658 102 Ha | 1234 HA 55 16 12 146 14 1046 3,261,482
3 | Higer 1,749 912 [:E] Ha [ 1236 HA 5 E] 4 174 4 825 3,752,212
4 | Hasarawa 1,870,248 14_-? HA 4?6_ 134 12 1 2 [:1:] 17 EET] 1,871,461
B Kogi 1,325 156 1B5 Ha [ 1970 HA 27 1 4 112 6 Ba&D 3,328 441
[ Kwara 2,397,533 B43 | HA 1691 | HA 30 24 |10 4B 1047 2,401,226
TOTAL 18,864,371 | 715 843 | 5,911 2,130 | 140 56 51 893 134 4,862 18,880,116
AVERAGE 1,144,062 145 B43 | 1,182.2 | 710 28 933 |85 |148.33 | 22.33 | 81D0.32
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Table 4e: Statistics of Health Workers as At Dec 2005 by State Of Practice -NORTH - WEST
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5 g |2 |z |§)¢
o '.'?.. g ﬂ E E E o ---E =1 k= b E E EI
= = 8 £ g R & 245 E
=13 [z |8 3|z |3 |F |EE|2 |E |sg5 |
& : | E|lg |2 =9 2
g E 5
1| Kano 8,997,330 224 | v 1001 | HA 4| 18 g 175 | 18 374 B,599,293
Z_| Katsina 5,E11,165 196 | WA 504 HA 5 7 0 59| 13 187 5,E12,486
7| Kaduna £,094,506 E10 | HA 1901 | A a5 7] 11 476 | M 1168 6,098,767 |
7| Sokoto 3,297,979 154 | W& 599 | 746 7] 17 5 &0 | 10 186 3,299,751
% | Rebbi 3,202,837 o1 WA 34| HA pl 5 0 9] 1 187 3,200,367
% | Zamfara 3,209,910 &8 | HA 785 | WA 1 1 1 5] 0 L] 3,210,506
7 | Jigawa 4,452 605 75 | WA 08| 17 13 1 1] Y I EET] 4,453,565
TOTAL | 35,066,412 T38| - 5424 | 762 2| 64| 6 32| 77 7,664 | 25,077,832
AVERAGE | 5009 487 | 196857 | -| 774.B57 | 3815 | 13143 | 9143 | 3714 | 133.143 | 11| 30571
Table 4f: Statistics of Health Workers as At Dec 2005 by State Of Practice - NORTH - EAST
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1 | Bormo 3,976, 764 196 | 20 1194 73 16| 7 E] [FE! B 74 3,978 741
7 | Yobe TI67,389 72| WA 507 A il Z i [ 149 7,168,250
T | Adamawa 3,254,727 B9 | WA BEZ T 7 4 7 16| 16 1153 3,256, 506
4 | Gombe 2,305 771 81| HA 577 HA 16| 1 5 52 E 486 1,306 9%
& | Bauchi 4,431 434 110 5 200 330 7| 4 1 73 1 524 4,431 679
& | Taraba 2,341,448 B9 | HA 235 409 7| = 0 38 [V 41 1,342,639
TOTAL | 140,500.25 CEEN 3,695 775 BZ| 21 EF? FeE) EE] 3.10% | 140,509,049
9
AVERAGE | 7900052 | 1065 125| 615833 | 758833 | 10333 | 35| 2333 705] 55| 517167
Table 4g: Statistics of Health Workers as at Dec 2005 by State of Practice -FCT
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TOTAL 575 666 232 HA EAE Ha& 2 L 70 |22 75 577,704
AVERAGE | 575 666 232 HA M1 Ha& z I8 )36 T30 |22 75
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departments in the health sector are generating
various forms of HRH data that cannot be
aggregated easily. It is thus difficult to state
with any degree of accuracy the actual human
resources situation in PHC. In spite of this
problem, a number of inferences may be made
from the available data. One is that the North
- East zone which has the least number of
primary care facilities also tends to be the
most disadvantaged in terms of the number of
human resources. The situation in the North-
Central and North West zones is also a matter
of concern. The high number of primary health
care facilities in these zones is not matched
by an appropriate level of health personnel.
This indicates that most of the facilities may
not be appropriately manned. The best
situation tends to obtain in the South-West
geo-political zone where there is a high
number of health personnel of the various
categories in relation to the number of existing
primary care facilities.

Overall, it can be concluded that the
distribution of health personnel is uneven and
that while shortages of certain categories of
staff may be acute in certain areas like the
North East, North Central and North West
zones, there may be an excess in other parts,
especially the South West. The South-South
and the South-East zones have a mixed picture
with the situation in the South-East generally
better than that for the South-South. Although
direct statistics are not available, it is also
the case that, the available HRH is ‘mal-
distributed between urban and rural areas of
the country’ (NHRH 2006:30). It can also be
concluded that while the situation in some
states may be better than in others, the

Chapter 4: Human Resources for Primary Health Care Sercives in Nigeria

59



Table 5a: HRH FOR PHC BY GEO POLITICAL ZOMES IN NIGERIA COMPILED FROM LGA DATA: SOUTH-50UTH#®

5/H STATE DOCTORS | NURSES/ CHO CHW AUXILLARY | RETIRED HURSING OTHERS | TOTAL
MIDWIVES HURSE HEALTH STUDENTS
WORKERS
1 Edo 399 1,427 T8 [t 4 320 ek 0 2761
2 Delta 480 1,949 101 520 0 0 4] 4] 3050
3 Bayelsa LY
4 Rivers 267 1,001 250 [ 1,886 10 T FER 0 3781
[ Akwa-Ibom 321 2,311 251 1,267 63 116 489 [1] 4928
& Cross-River EE] ElG] 262 0 [1] 70 436 0 1270
TOTAL 1,560 7,087 942 [ 3,673 77 692 1,74% 0] 15,740
AVERAGE M2 1,41% | 188.4 715 15.4 138.4 3498 0
Table Sb: HRH FOR PHC BY GEOQ POLITICAL ZOMES IN NIGERIA COMPILED FROM LGA DATA: SOUTH-EASTY
5N STATE DOCTORS | HURSESY CHOD CHW AUXILLARY | RETIRED HURSING OTHERS | TOTAL
MIDWIVES MURSE HEALTH STUDENTS
WORKERS
1 Abia 0 a7 149 97 1,152 440 Th2 0 4446
H Anambra 443 1,214 108 | 1,410 471 144 468 - 4214
k] Imo 14 2,074 06 | 1,385 1] 525 2,596 0 7780
4 Enugu [¥] [¥] 1] [1] Pl 246 [FE] [1] 1166
] Ebonyi 130 199 45 590 150 T W67 0 1752
TOTAL 1,493 4,458 606 | 4,337 2,020 1,426 5,016 0] 19,358
AVERAGE 238.6 B3.6 | 1M.6| B&AT 4 404 2B5.2 1,003.2 0
Table 5c: HRH FOR PHC BY GED POLITICAL ZOMES IN NIGERIA COMPILED FROM LGA DATA: SOUTH-WESTY
5N STATE DOCTORS | MURSESS CHO | CHW | AUXILLARY | RETIRED HURSING OTHERS TOTAL
MIDWIVES HURSE HEALTH STUDENWTS
WORKERS
1 COryo G500 1,650 B09 [t 0 518 FE6 [t 4543
2 Lagos 7 651 176 17 7 30 [1] [1] 1208
3 Ogun 0 SEB 165 | 1,129 483 137 295 [1] 3197
4 Osun EET) 1,428 241 1,812 ErFd 184 EET] [1] 4T80
] Ondo NSA
[] Ekiti 109 421 7B [1] [1] 118 171 [1] B97
TOTAL 1,053 5138 | 1,452 | 3,279 887 987 1,829 0] 14625
AVERAGE 210.6 1,028 | 290.4 | 655.8 177.4 1,974 3658 0
Table 5d: HRH FOR PHC BY GEOQ POLITICAL ZONES IN NIGERIA COMPILED FROM LGA DATA: NORTH - CENTRAL®
5N STATE DOCTORS | MURSESS CHO | CHW AUXILLARY | RETIRED NURSING OTHERS | TOTAL
MIDWIVES NURSE HEALTH STUDENTS
WORKERS
1 Benue 47 EEl 152 2,154 154 114 413 [¥] 4129
2 Plateau 194 1,165 138 2,021 69 B3 B2 - 3852
E] Higer 0 1,192 188 2,504 444 159 106 - 4593
4 Hasarawa 6 397 110 1,429 1 EE] 60 - 2146
] Kogi 166 1,219 185 2,133 751 308 1,445 - 6207
] Kwara 19 361 101 443 330 113 71 - 1538
TOTAL 522 5329 | 974 10,684 1,749 1,030 2177 0] 21,760
AVERAGE 7 BEE | 162.3 1,781 1915 172 162.8 0
Human Resources for Primary Health Care Sercives in Nigeria

Chapter 4:

60




Table S5e: HRH FOR PHC BY GEQ POLITICAL ZOMES IN NIGERIA COMPILED FROM LGA DATA: MORTH - WEST*

SN STATE DOCTORS | NURSES/ | CHO CHW | AUXILLARY | RETIRED | NURSING | OTHERS | TOTAL
MIDWIVES HURSE HEALTH STUDENTS
WORKERS
1 Fano 75 1,001 37| 3,254 776 457 E5E — | <oos
Fl Katsina 146 504 156 | 3,514 314 357 1,583 | e974
] Kaduna 610 1,239 5EE | 2.18B 59 475 596 - eass
3 Sokoto 129 351 BO| 1,064 77 EX] 177 1909
5 Fiebbi B 324 3| 1,009 40 63 100 0| 1680
3 Ti 58 241 54| 1,182 76 79 (3] | 1832
7 Zamfara &1 FEF] o 1,112 53 57 127 | 1733
TOTAL 1,310 4,292 1,238 | 13,356 1,495 1,519 3,282 0| 26,491
AVERAGE 187142 §12 | 176.857 | 1,908 13571 27 468857 1]
Table 5f: HRH FOR PHC BY GEO POLITICAL ZONES IN MIGERIA COMPILED FROM LGA DATA: NORTH - EAST®
S/N | STATE DOCTORS | MURSES/ CHO | CHW AUXILLARY | RETIRED | NURSING | OTHERS | TOTAL
MIDWIVES NURSE HEALTH STUDENTS
WORKERS

1 Bomo 159 1,190 EE] B90 794 109 [EH - 3376
Fl fobe i 759 a7 505 719 42 176 - 1238
] Adamawa E9 B0 a7 | 1,739 77 &0 5z - 2959
4 Gombe 139 577 T 590 B3 57 EET] 1] 7362
5 Bauchi i 56 3 ] a7 30 pl 12 178
5 Taraba B 506 08| 1,950 101 172 EEE] - 3311

TOTAL 3E8 3,390 309 | 6,004 B19 10 1,737 12| 13424

AVERAGE 78 E6b | 68167 | 1,012 136 55 7895 &
Table 5g- HRH FOR PHC BY GEO POLITICAL ZOMES IN NIGERIA COMPILED FROM LGA DATA: FCT*
SN STATE | DOCTORS | NURSES/ | CHO CHW AUXILLARY | RETIRED NURSING | OTHERS | TOTAL

MIDWIVES HURSE HEALTH STUDEMNTS
WORKERS

1 FCT 7 735 6B 360 178 45 113 1526

*Compiled from HRH Diata base at Planning and Research Department, FMOH
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Table 6: Expected versus Available HRH for PHC in some zones*

Category of health personnel North - West Zone Six South-West States, Edo, Delta

Doctors

Expected 186 180
Available 88 105
Adequacy % 47.3 58.3
CHO / SN / Mw

Expected 7448 7888
Available 1525 3972
Adequacy % 20.5 47.1
Environmental Health Officers

Expected 2418 2460
Available 768 2122
Adequacy % 31.8 86.0
CHEW

Expected 8184 7888
Available 6144 4453
Adequacy % 74.7 56.0
TBAs / VHWs

Expected 8486 24,009
Available 8944 6968
Adequacy % 105.4 29.0

*Compiled from Ogundeji (2000, pp.77-81)
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available health personnel is generally
inadequate in relation to the actual needs of
PHC in the country. These conclusions are
supported by the interview data obtained in
the course of this work. Thus, two top officials
in the planning department of FMOH who were
interviewed were of the view that:

“PHC is understaffed by as much as 50%. In
some cases, you have more than are needed
given the workload. In some places, you
have less than are needed based on
workload. In some cases, the quality is poor.
There is inequitable distribution of health
workers between zones and between urban
and rural areas. In some cases the skill mix
is poor. Problems of quality and number are
more pronounced in the North, especially
North - Central.

Composition of PHC Teams

The composition of health teams for PHC at
the ward and village levels has major
implications for the performance of health
personnel. The current situation in Nigeria is
that the composition does not provide for
pharmacists, dentists and laboratory
technicians. This means that every
complicated case of ordinary diseases will end
up in the referral system. The composition also
undermines the policy objective that “‘primary
health care shall provide general health
services of a preventive, curative and
promotive, rehabilitative nature to the
population as the entry point of the health
care system’ (FMOH, 2005, Revised National
Health Policy:13)*. Providing health services
of a ‘curative’ nature requires at this level
the inclusion in the health teams of health
personnel who, for example, can provide some
laboratory and dental services.

Motivation of Health Personnel

The morale and motivation of personnel have
major implications for their performance. The
motivation and morale are affected by several
factors that include levels of remuneration,
availability of facilities for health service
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delivery, opportunities for career progression,
training and development opportunities, the
conditions existing in the immediate
environment where the health facility is
located and the overall work climate. While
many of these conditions are inadequate at all
levels of health care delivery, they tend to be
worse at the PHC level. Indeed, as the National
Human Resources for Health Policy 2006 has
pointed out, ‘there are gross disparities in
remuneration packages and schemes of service
for health workers at different levels in the
public sector especially for nurses, midwives.
The disparities are more pronounced between
staff on federal payrolls and their colleagues
in the states and worse in the local government
systems’ (FGN, 2007:17)’. It is acknowledged
therefore that morale and motivation among
health personnel, especially at the primary
health care level are low. One major
implication of poor motivation is the tendency
for health personnel to migrate either to other
parts and levels in the system or to other parts
of the world. It is estimated that 2,855 Nigerian
doctors of different specialties were
registered with the American Medical
Association in 2003 here’. Of this number, 44%
were specialists in internal medicine, while
surgeons (12%), paediatricians (15%) and family
/ general practitioners (10%) accounted for
another 37%. The situation in the case of nurses
IS even worse. Thus the number of nurses
trained in Nigeria but seeking employment
outside Nigeria was 5,619 in 2004 and 5772 in
2005 indicating an increase in the trend.
Indeed, a look at the attrition rate among core
health professionals, shows that the rate
among nurses and midwives exceeds that of
their reproduction (Table 7). The place of PHC
within the overall population health system
indicates that the attrition rate among nurses
and midwives will tend to affect the PHC system
more adversely than other levels.

Training and Development of Health
Personnel

Opportunities for training and development
have major implications for the performance
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of health personnel in general and in the PHC
system in particular. The data on attrition rates
in relation to the production of new graduates
that has been reviewed is indicative of the
general situation in the training and
development of health professionals for the
health system in general and for the primary
health care system in particular. While the
category of doctors is important, the PHC
system tends to rest more on the other cadres

they have obvious implications for the
performance of members of the team.
Collaborative and mutually supportive
relationships will lead to more productive
outcomes than those that are based upon
competition and conflict. It has been
observed, for example, that the various health
teams involved in PHC in Nigeria are
characterised by ‘wrangling’ caused by several
factors that include ambiguous jurisdiction and

?Jbl'%e?a'Fﬁ%dBE%ﬁ%%’ﬂﬂlﬂuéHSl%oﬂa H%”%r??h!public sector*

Staff Category Increase from new graduates (%) Attrition rate (%)
Doctors 16.50 2.34
Nurses and Midwives 1.14 1.43
Laboratory staff 3.42 1.26
Pharmacists and Technicians  3.56 2.16
CHOs/CHEWSs 3.25 1.44

*Source: FGN, NHRHP, 2006:19)

midwives, CHOs, CHEWs and TBAs. Available
data shows that whereas there were 69 health
training facilities for nurses across FCT and the
36 states of the federation in 2006, the number
of such facilities for midwives was 62,
Community Health Officers, 13 and Community
Health Extension Workers, 63 and Health
Record Officers, 30. Many states had no
facilities for training and developing CHOs and
Health Record Officers. The states with the
lowest number of training facilities were
Adamawa which only had one institution each
for the training of nurses, midwives and
CHEWs; Bauchi, Gombe, Jigawa, Katsina,
Kebbi, Nasarawa, Taraba, Yobe and Zamfara.
The paucity of facilities for training health
professionals in these states indicates that they
cannot produce the numbers of health
professionals in the different categories
needed to operate the PHC system.

and midwives will tend to affect the PHC
system more adversely than other levels.

Relationships between Members of the
Health Team

The relationships among members of the
health team is central to HRH concerns because
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guidelines, the exclusion of certain cadres from
some forms of professional training, the
existence of ‘parochialism” among several PHC
coordinators, the attempt by members of
some health professional groups to exercise
absolute power over other groups and absence
of training for members of health teams in
the appropriate management skills such as
conflict resolution skills (AdeyeOluwa, 1997;
Ogundeji, 2000). One implication of this
conflict is that health teams would be
frequently immobilized. Another is that
communication among members and levels
would be compromised to the detriment of
the communities of patients that they serve.

Distribution of Costs on PHC Elements

While it has been generally observed that
funding for health in Nigeria is not only poor
but lags behind the levels attained in a number
of other sub Saharan African countries (lyayi,
2007):, the distribution of the financial
resources available on the various PHC
elements is also a human resource concern.
These elements include, of course, human
resources, drugs, health facilities and
equipment. It is currently estimated that
between 70 - 80% of the financial resources
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available to PHC are expended on human
resources. This leaves about 20 - 30% of
financial resources available to the other
elements. One obvious implication of this is
that even where health personnel are
available, the material resources needed for
their work may be unavailable. The effect of
this may be a large pool of health personnel
idle for most of the time. This problem poses
a major challenge for several reasons. On the
one hand, as has been shown, HRH availability
and distribution in PHC is inadequate when
placed against requirements. Secondly, even
the available HRH is characterised by a low
level of motivation that is partly caused by
poor remuneration and working conditions. On
the other hand, however, a larger part of
available financial resources is expended on
the ‘inadequate numbers’ of health personnel
with the obvious problem that this poses for
the availability of the other elements needed
for the PHC system. It is obvious however that
this dilemma cannot be resolved by reducing
staffing levels or the financial entitlements of
personnel. Some improvement will occur by a
more rationale use of the staff available;
however, the main solution will be to increase
funding to primary health care in particular
and other levels of health care in general.

Political Factors

The performance of health personnel for PHC
iIs compounded by political factors. In an
appropriate political environment, it will be
possible for surpluses in any category of health
personnel in one part of the country to be
attracted to other parts where there are
shortages. In addition, it will be possible for
the indigenes of any state where there are no
facilities to be trained in other states where
such facilities exist. As the NHRHP 2006
correctly observes, ‘Considering the large
number of capital outlay required in setting
up and operationalising training institutions,
the short term solution should not be the
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replication of programmes in all states (NHRHP
2006:11).” However, political considerations
prevent states from collaborating in the
development, attraction and retention of
critically needed health professionals. Thus
‘some states are noted for having rules and
regulations that unfairly discriminate even
against essential and critically needed health
professionals that are not indigenes’ (NHRHP
2006:15). Political factors also affect attitude
to work, morale and performance of health
professionals at the PHC level. A key
respondent at FMOH narrated a case where a
health worker in a primary care facility in one
of the northern states refused to show up for
a scheduled meeting with officials of FMOH
to review the performance of the PHC facility
because ‘he had gained his position through
the traditional ruler in the area and did not
feel accountable to any one else’.

Leadership, Coordination And Supervision
The leadership, coordination and supervision
of the work of health professionals have
implications for the performance of the health
system at all levels. In Nigeria however, the
management structure through which the
linkages between the different levels of care
are to be maintained has been acknowledged
to have problems (FMOH, 2004, Health Sector
Reform Program). It is recognised that there
iIs no effective coordination between the
ministries of health in the states and the
Federal Ministry of Health. Yet, it is through
this relationship that primary health care goals
are expected to be driven because under the
new health policy the state governments have
responsibility for providing supervision to the
Local Government Health Authorities through
their states Primary Health Care Development
Boards. Ineffective linkages among levels in
the system have obvious implications for the
quality of supervision of health service
delivery at the local government level. The
quality of supervision is a major human
resource input in PHC as, indeed, in the overall
public health system.
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Community Participation

The Revised National Health Policy is clear
about the overall goals and management
structure of the public health care system.
Based as it is on PHC, the policy envisages
that communities will be adequately mobilised
to participate in defining not only health needs
but how those needs are to be met. Amobilised
community is one in which every member
becomes an active and conscious health
worker. In Nigeria’s predominantly extended
family system, the existence of such a state
would mean that a lot of the health problems
in the communities would be addressed at the
family setting long before they became matters
that needed the attention of professional
health workers. As at today, the major
government health policy documents (Revised
National Health Policy, 2005; NHRHP, 2006)
acknowledge that communities are yet to be
adequately mobilised for them to participate
effectively in the PHC system.

HRH Challenges for PHC
This review of HRH for PHC in Nigeria indicates
several challenges.

- First is the urgent need for a
comprehensive data base on the HRH
situation in PHC. Although some effort
is being made in this regard at FMOH,
there is no doubt that the desired results
are far from being attained.

Another challenge is the
implementation of the elaborate
provisions set out in NHRHP 2006. On
the one hand, it is clear that the NHRHP
2006 is expected to benefit from the
programme of health sector reforms
that were initiated in 2004. However,
not only is the level of success of these
reforms still a matter that needs to be
established it has also been established
that public sector reforms that are
driven by the logic of liberalization and
deregulation do have serious negative
consequences for HRH for the public
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health system in general and for PHC in
particular (Lethbridge, 2004) 4.
Thirdly and more fundamentally, it is
also clear that the implementation of
the policy provisions in the NHRHP 2006
document will depend upon the
existence of accurate data on the HRH
situation in PHC as much as upon the
actual situation of HRH currently existing
in PHC.

The current HRH situation indicates that
the availability and distribution of HRH
for PHC is far from being adequate, with
the existence of large disparities among
local governments in the same state,
among states in the same geo-political
zone and the different geo-political
zones in the country. The challenge in
this regard is how to achieve an
equitable balance between the various
parts of the country.

A fifth challenge is the need to mobilize
communities to get them to take
ownership of primary health care
delivery and its maintenance. There is
also no doubt that while motivational
and morale problems exist at all levels
of the public health system they tend
to be most acute at the PHC level where
the additional problems of training and
development and politics in the
assignment of staff and duties also tend
to be at their worst. These problems
pose a special challenge for the
effectiveness of PHC in Nigeria. Finally,
the question of the appropriate mix of
personnel suitable for addressing the
health problems at the PHC level and
their coordination with other levels of
care remains a major HRH challenge in
Nigeria. It is clear that to address these
and other HRH problems for PHC, major
measures are needed.

Dealing with the Challenges: Experience
from Other Countries
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There is no doubt that the federal government
has recognised the HRH challenges of the public
health system in general and for PHC in
particular in Nigeria. The various policy and
reform documents issued by government
through the FMOH are clear indications that
the challenges have indeed been recognised.
Moreover, both the Revised National Health
Policy and the NHRHP 2006 provide for
adequate policy measures that, when
implemented, should deal with the identified
problems. However, even then, it is necessary
to look beyond the provisions in the health
reform and policy documents to the experience
of other Third World countries that appear to
have done much better than Nigeria. This is
particularly necessary because the failure of
various public sector programmes in Nigeria
has usually been in spite of, rather than for
lack of, enabling and robust policies.

In doing so, it is also clear that no HRH
programme in any Third World country has all
the needed features to provide an all-round
system of ‘best practices’. Different countries
have areas of ‘best practices’ that other
countries could learn from. A good example in
this regard is the system of categorizing and
providing for the personnel mix for primary
health care facilities. In Jamaica, this system
(Table 8) has five different levels of primary
care units with each ascending level having a
mix of personnel that enables it to deal
comprehensively with the health problems of
the community as envisaged by the Alma Ata
Declaration. The system also reduces pressure
on the secondary and tertiary levels of care
and ensures that most of the health needs of
the community can be met at that level. It is
believed that the adoption of this system in
Nigeria will increase the effectiveness of PHC.

At a broader level, the example of Mali (Maiga
et al, 2003)*® shows how the key elements of
an effective HRH for public health delivery in
general and PHC in particular are established
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and sustained following programmes of

reforms. The Malian case shows that:
The health reform process must have
the wholehearted commitment of
‘principal participants’ - politicians,
health professionals, communities and
external partners. In the case of Mali,
‘politicians maintained a favourable
attitude (during the reform) process.
In particular, they signified their support
for a policy of decentralization and of
responsibility and involvement of the
community in the health sector. The
Bamako Initiative and the government’s
declaration were both formally adopted
by the government through the Council
of Ministers. Health professionals at all
levels of the Ministry of Health were
involved and contributed at each stage,
particularly through numerous working
committees... Certain communities had
amply demonstrated their commitment
by constructing health centres and
paying salaries for support staff... (WHO,
UNICEF, USAID, the World Bank, Fonds
d’Aide et de Cooperation Francaise and
various local NGOs) supported the
efforts of national health professionals
(at different) stages...” (Maiga et al,
2003:10, 11).

The announcement of the health policy
document must constitute a major
event; its contents must be informed
by past experience and must reflect all
the debates and participation that
produced it. It must also become and
function as an instrument ‘for mobilizing
and coordinating interventions in pursuit
of a national ambition’ (Maiga et al,
2003:15) that is shared by all those who
produced it.

HRH concerns must be at the heart of
the policy. Such concerns must provide
realizable targets in the areas of
training, motivation and retention of
health personnel, motivation of health
personnel.
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Table 8: Jamaica - Different Types of Personnel Mix for Different Levels of
Primary Health Care Centres in Communities®

Health

Centre

Level of Personnel

Services Provided

Type 1 Midwife, Community Health Aide Matermal & Child Health and Hame
visits

Type 2 Public Health Hurse, registered | Maternal & Child Health, Dental care,
Hurse, Public health Inspector, | Curative, Enwvironmental Preventative
Doctor and Visiting Dentist and Promotive.

Type 3 Dhctar, Dentist, Hurse | Maternal & Child Health, Dental Care,
Practitioner, Public Health Murse, | Curative, Preventative and Promotive.
Public Health Inspector, Registered
Hurse

Type 4 Dctar, Dentist, Hurse | Maternal & Child Health, Dental Care,
Practitioner, Public Health Murse, | Curative, Preventative and Promotive
Public Health Inspector, Registered
Hurse

Type & Dactar, Dientist, Hurse | Maternal & Child Health, Dental Care,
Practitioner, Public Health Murse, | Curative, Environmental Health
Public Health Inspector, Registered | Preventative and Promotive and
Hurse Specialist services

* Source: Dr. Sheila Campbell-Forrester, Chief Medical Officer, Ministry of Health- Jamaicalb
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The policy must be established,
continually renewed and implemented
with the active participation of the
LGAs and their constituent communities.
Such participation will include training
for health personnel at this level in the
identification and prioritization of
health needs with the drawing up of
‘health maps’ that formed the basis for
resource allocations (human, material
and financial from the centre).

Experience from Ghana and South Africa
indicates that the production and training of
health care personnel can be improved
through promotive and preventative health
interventions that focus on public and
community health with emphasis on
developing health staff categories such as
‘medical assistants, clinical officers,
community health staff and traditional healers’
(EQUINET and MEDACT, UK, 2007:28)'. The
training aims to equip the categories of health
personnel with skills that can enable them
intervene more effectively in providing care
at the PHC level. Thus in the case of Botswana,
the training equips nurses to prescribe
medication in the absence of a doctor
(Physicians for Human Rights, 2003)%. In
Tanzania, a special category of health
personnel, ‘medical licentiates’ are trained in
basic health sciences, obstetrics and surgery
and are widely used in district hospitals’
(EQUINET and MEDACT, 2007:29). In Malawi,
health surveillance assistants who are the
largest and most widely used group of health
workers receive training in six weeks that
prepares them for their health roles (Huddart,
J, Picazo, A.O. et al (2003)*. These categories
of staff require less periods of training and
are also less likely to brain drain.

Other measures that have been adopted to
motivate and retain health personnel especially
in rural areas have included the establishment
of a prize fund in Ghana to reward and
recognize outstanding performance by
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individuals and groups; the provision of
‘generous end - of - service payments,
subsidized house owning schemes and car
ownership’ in Namibia (Martineau, T., Decker,
K. and Bundred, P. 2002)%°. Other measures that
have helped attract and retain HRH for PHC in
different African countries have included ‘the
location of training institutions, the
introduction of recruitment quotas to ensure
that the most peripheral (or rural) areas are
represented among medical students, and
making rural field experience during medical
training compulsory’ (EQUINET and MEDACT,
2007:29). Some countries such as Indonesia
have also used the opportunity for specialist
training and continuing medical education to
attract and retain doctors in rural areas. While
some of these measures are already in
operation in Nigeria (for example, medical
students do undertake part of their training in
rural areas), there is need to experiment with
schemes that produce health personnel who
are not doctors that can provide a variety of
services at the PHC level.

A major problem that still needs to be
addressed is the existing dearth of statistics
on vital elements of HRH for PHC. Although
the FMOH has recognised this need, urgent
action needs to be taken to deal with the
problem. Finally, there is need to recognise
that a lot of the measures needed to address
the existing HRH problems in PHC have a
political character. For example, there is need
to ensure that existing legislation in some parts
of the country that discriminates against non -
indigenes in employment is reviewed. Again
as the Malian example has shown, the adoption
of a national health policy which will articulate
HRH issues makes much greater impact if it is
celebrated as a national event that involves
various interest groups and seeks to realize ‘a
national ambition’. It is expected that the
Nigerian National Health Policy will receive
this kind of reception.

HRH for PHC in Nigeria: Needed Measures
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The Nigerian experience and the experience
of other countries that have been reviewed
indicate some of the measures that need to
be undertaken to improve the performance
of HR in PHC in Nigeria.
The starting point is filling the evident
gaps in the current National HRH policy.
The most important of these gaps is the
lack of specification of the complement
and mix of health professionals that
should be involved in PHC. This policy
needs to indicate not only the
categories of personnel that should be
involved in PHC but also, taking into
consideration the disease burdens in
different areas of the country, the
minimum numbers of each category of
health professional in a primary health
care facility. On this basis, it will be
possible to indicate the numbers of
personnel required in each category and
determine the extent to which existing
HRH levels match requirements. It is
expected that FMOH will address this
issue in the shortest possible time.
Another gap in the existing policy is the
failure to provide for different types
of health care centres. As the Jamaican
example shows, providing for different
types of health care centres has
implications for the determination of
the mix of health personnel required
and the services to be provided by the
health personnel in the health care
centre.

Following the needed policy review,
there has to be a major effort to
develop a robust and comprehensive
data bank that provides information on
various aspects of the HRH situation in
PHC. To accomplish this, FMOH will
need to set up a dedicated team with
clear terms of reference and timelines.
This can be completed within a year
and thereafter annual updates of the
data base can be undertaken. Indeed,
it will be necessary to set up a system
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that enables changes in the HRH
situation to be captured and
documented as soon as such changes
occur. As at now, a large part of the
HRH information available on issues such
as the level of motivation, work
attitudes and levels of collaboration
within and between the members of
the health teams in PHC is based upon
the perceptions of officials in FMOH or
PHCDA. Such perceptions need to be
grounded in empirical research that
generates information on actual
conditions. A major part of the effort
to create an HRH data base for PHC must
include sponsored research into a
number of the prevailing HRH conditions
in PHC.

It is clear from our review that a number
of measures are needed to attract and
retain health personnel at the PHC level.
The experience of other countries that
were reviewed indicates the nature of
some of the needed measures. Working
conditions will need to be improved
especially in the rural areas. A good
example is that of Indonesia where as
was reported, the opportunity for
specialist training and continuing
medical education was used to attract
and retain doctors in rural areas. There
may also be need to provide a special
package of incentives for health
workers in rural areas with difficult
terrains such as motor vehicles, boats
and other means of transportation.
Special allowances could also be paid
to such health workers. In most African
countries health professionals are paid
from a common pool and staff on
analogous grades with similar
qualifications are placed on the same
pay irrespective of the administrative
level at which they operate. This
creates additional incentives for health
professionals to want to work at any
level of the health system. While the
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system may be difficult to adopt in
Nigeria because of several factors, such
as arguments about the federal structure
of the country, differences in the ability
to pay at the different levels, the
already high proportion of HRH costs in
relation to other elements and resources
that are needed by the system, it does
suggest the direction in which future
thinking and action on remuneration for
health professionals should proceed.

Conclusions

Human resources constitute the most important
element in the effectiveness of any health
system. The situation in different parts of the
Third World and especially in Nigeria shows
that there are major problems in the HRH
situation for public health generally and for
PHC in particular. In the case of HRH for PHC
in Nigeria, data is not easily available and
where available tends to be incomplete and/
or contradictory. The distribution and
availability of HRH for PHC is also a major
concern in most parts of Nigeria. The poor
distribution and inadequate number of the
various health personnel required for an
effective PHC in Nigeria is compounded by
the brain drain, poor motivation among health
personnel and inappropriate policies among
others. Although the Federal Government and
the FMOH have recognised the problems,
examples from a number of other Third World
countries within and outside Africa indicate
how some of them may be overcome. Among
all the challenges however, the greatest and
most important remains that of developing an
appropriate HRH data base that can, in fact,
indicate the degree and scale of the problems
of HRH for PHC in Nigeria.
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Chapter 5

FINancING PRIMARY HEALTH CARE IN NIGERIA

ABSTRACT

Healthcare financing refers to strategies for
paying for healthcare expenditures and these
are for services and goods whose primary
aim is to promote health. It provides the
resources and economic incentives for the
operation of health systems and is a key de-
terminant of health system performance in
terms of equity, efficiency, and health out-
comes.

This chapter focuses primarily on both the
Nigerian as well as the global experience with
financing of PHC. It seeks to identify cur-
rent sources and trends in health expendi-
ture levels for PHC in Nigeria and the issues
and challenges of resource mobilization for
that level of care in Nigeria. Case studies of
proven innovative approaches and best prac-
tices in developing countries and particu-
larly in sub-Saharan Africa and in Nigeria are
also presented.

The review showed that the main healthcare
financing functions are revenue collection,
pooling of funds and purchasing/payments.
The PHC programmes are also grossly under
funded and the main sources of funds for
financing them are governments including
deficit financing, donor financing (both na-
tional and international) and various forms
of health Insurance. Others are the drug re-
volving funds and out-of-pocket payments
which is the most common source of
healthcare financing in Nigeria and in many
sub-Saharan African countries..

The review concludes that achievement of
the health-related MDGs is a dream if PHC
system is not well financed and structured

for better healthcare provision and consump-
tion. Nigeria can learn from both the suc-
cesses and the failures of other countries'
health financing efforts.

Practical and specific recommendations for
improving resource availability and
sustainability for PHC in Nigeria are made
and it is hoped that the review will facilitate
broad policy discussions about the choice and
design of financing systems best suited to Ni-
geria

INTRODUCTION

Healthcare financing refers to strategies for
paying for healthcare expenditures and these
are for services and goods whose primary aim
IS to promote health. It is one of the major
factors that drives health care delivery gen-
erally and primary health care in particular.
Healthcare financing provides the resources
and economic incentives for the operation of
health systems and is a key determinant of
health system performance in terms of equity,
efficiency, and health outcomes. It involves
the basic functions of revenue collection, pool-
ing of resources, and purchase of interven-
tions (George, et al, 2006). The sources of
finance of the health sector as well as the
mechanisms used to allocate those resources
within the health system directly affect poor
people's access to health services, and thus
the final health outcome (Sida, 2002).

The financing of health care in African coun-
tries remains difficult and often contentious.
Cost-recovery in form of user fees for public
sector facilities, through direct out-of-pocket
payments (OOPs) was very common in devel-
oping countries in the 1980s and 1990s. How-
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ever, there have been calls for its removal in
response to evidence of their regressive im-
pacts and their role in enhancing social exclu-
sion particularly at primary care level (Gilson
& Mcintyre 2005). Given the limited resources
available in most African countries, free
healthcare programmes and social protection
strategies remain inequitable and are not sus-
tainable. The consensus has grown that pre-
payment health care financing, whereby people
contribute regularly to the cost of health care
through tax payments and/or health insurance
contributions, provides greater financial pro-
tection to households and is, therefore, pref-
erable to out-of-pocket health care financing
(World Health Organization, 2005a).

In addition, health care provided by the pub-
lic sector is constrained by annual health bud-
gets ranging from less than $20 per capita in
parts of sub-Saharan Africa to about $50 per
capita in the more affluent countries of south-
ern and northern Africa (Dare & Reeler 2005).
Thus, in meeting the health-related MDGs,
adequate funding system is required that would
be equitable and efficient as well as sustain-
able.

The aim of this chapter is to focus the reader's
attention primarily on Nigerian experience
with financing of PHC as well as the global
experience. It seeks to identify current sources
and trends in health expenditure levels for PHC
including issues and challenges of its resource
mobilization in Nigeria. Case studies of proven
innovative approaches and best practices in
developing countries and particularly in sub-
Saharan Africa and in Nigeria are also pre-
sented. Practical and specific recommenda-
tions for improving resource availability and
sustainability for PHC in Nigeria are made. It
Is hoped that the review will facilitate broad
policy discussions about the choice and de-
sign of financing systems best suited to Nige-
ria.

The following approaches were used: review
of the literature, which included electronic
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searches of peer-reviewed journal articles,
publications identified on web sites, includ-
ing those of WHO (www.who.int/
health_financing/en/), the World Bank
(www.worldbank.org/), Partnerships for
Health Reform (www.phrplus.org), id21
(www.id21.org/health/index.html) and ELDIS
(www. eldis.org/healthsystems/financing/). A
review of relevant Nigeria Policy documents
was also done.

HEALTHCARE FINANCING FUNCTIONS
The main healthcare financing functions are:

Revenue collection, which concerns the
sources of funds, their structure and the means
by which they are collected. For example,
out-of -pocket payments (OOPSs), co-payment,
voluntary pre-payments, mandatory pre-pay-
ment, indirect and direct taxes

Pooling of funds, which addresses the
unpredictability of illness, particularly at the
individual level; the inability of individuals to
mobilize sufficient financial resources to cover
unexpected health care costs; and, conse-
quently, the need to spread health risks over
as broad a population group and period of time
as possible. For example, through private in-
surance companies, NGOs, public insurance
agencies, central governments and local gov-
ernments.

Purchasing/payments, which covers the trans-
fer of pooled resources to health service pro-
viders in such a way that appropriate and ef-
ficient services are available to the popula-
tion. For example fee for service, capitation,
budgeting and salaries.
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[ The main healthcare financing functions are \
Revenue collection, which concerns the sources of
funds, their structure and the means by which they
are collected; Pooling of funds, which addresses the
unpredictability of illness, particularly at the indi-
vidual level and the inability of individuals to
mobilize sufficient financial resources to cover
unexpected health care costs; Purchasing/
payments, which covers the transfer of pooled re-
sources to health service providers in such a
way that appropriate and efficient services are

available to the population

\§ J

MAIN MECHANISMS OF HEALTH CARE

FINANCING

The main mechanisms for financing health care
are:

1. Government funding

Government budget allocations come from
general tax revenues, both direct (personal
income taxes, corporate profit taxes, and
property taxes) and indirect taxes (general
sales taxes (GST), value added taxes (VAT),
excise taxes (tobacco and alcohol), import and
export duties). In Africa, the health sector share
of government expenditure is less than 10% in
60% of countries (Mcintyre 2007). This is de-
spite the Abuja declaration in 2001 to devote
at least 15% of government expenditure to
health (OAU, 2001). Table 1 below shows per
capita expenditure on health in developed and
developing countries. It also shows the fund-
ing of health in Nigeria compared with spend-
ing in other countries. Comparing these fig-
ures shows great disparity in government
spending on health between developed and
developing countries with more countries in
sub-Saharan Africa having very low expendi-
ture per capita including Nigeria.

Studies have shown that low-income countries
have a smaller tax base and that their govern-
ments are less able to collect taxes. The
amount allocated therefore depends on the
extent to which revenues can be collected
and on the importance given to health in com-
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parison with other sectors (Ha Noi, 2003). The
key concerns about tax-based financing is the
low level of funding which may be available
from this source and the fact that frequently
a relatively small share of the total govern-
ment budget is allocated to health care
(Bennett and Gilson, 2001). Low-income coun-
tries often have large rural and informal sec-
tor populations, limiting the ability of their
governments to collect significant taxes (Preker
and Carrin 2004).

Indirect taxes are mainly progressive in low-
income countries because in such countries,
basic foodstuffs are often exempt from VAT
and GST. In addition, poor households subsist
on home-grown crops or food purchased in
local markets that are beyond the rays of VAT
or GST (Mcintyre 2007).

Government funds may also accrue from defi-
cit financing, whereby domestic or interna-
tional loans are secured to fund government
activities over and above those funded from
general tax revenue alone.

Donor Funding

Donor funding, from bilateral or multilateral
international organizations, may take the form
of loans, which have to be repaid along with
interest charges, or of aid grants, which do
not have to be repaid. There is heavy reli-
ance on donor funding by African countries
exceeding about a quarter of health care fund-
ing in 35% of countries (Mcintyre 2007)

Health insurance
There are several types of health insurance.

Mandatory health insurance

Mandatory health insurance often called "so-
cial health insurance" (SHI), is a form of man-
datory health insurance but one that covers
the entire population, including individuals who
have not personally contributed to the scheme
and is based on the principle of social solidar-
ity. Mandatory health insurance can have an
equitable health care financing mechanism,
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particularly where it achieves universal cov-
erage (UC) by using tax revenue to subsidize
the contributions of lower income groups, ei-
ther fully or partly.

employment-based, i.e. company employees
join a health insurance scheme and contribu-
tions to the scheme are shared between em-
ployees and employers, although membership
may be open to anyone who chooses to con-
tribute. A form of voluntary health insurance
that in recent years has become widespread
in Africa and Asia is community-based health

Voluntary health insurance

Also called "private health insurance", volun-
tary insurance has historically been the pre-
serve of higher-income groups. It is frequently
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insurance (CBHI), sometimes called "mutual
health insurance”, "community-based prepay-
ment schemes”, "community health funds" or
"micro-insurance” (Bennett et al., 1998). These
schemes exist within localized communities,
most often in rural areas: members make small
payments to the scheme, often annually and
after harvest time, and the scheme covers
the fees charged by local health services. Ac-
cording to (Bennett et al., 1998), CBHI tends
to place a burden on those least able to pay
and may end up as a mechanism whereby "the
poor simply cross-subsidize the health care
costs of other poor members of the popula-
tion"

It has been argued that health insurance has a
great potential to generate considerable re-
sources for health care as opposed to taxes.
This is so because community members may
be more willing to contribute to health insur-
ance knowing fully well that their contribu-
tions will produce a direct entitlement to
health services, whereas for taxes, payers are
often not sure what the tax revenue will be
used for and therefore show great opposition
to its collection.

4. Out-of-Pocket Payments (OOPs)

These are direct payments made by a patient
to a health care provider. They include fees
paid directly by patients when they seek treat-
ment, e.g. consultations, traditional medicine,
and pharmaceuticals. In Africa, out-of-pocket
payments range from less than 10% to more
than 80% with disproportionate government
spending on health as shown in figure 1 be-
low.

Direct payments/user fees are easy to admin-
ister and are an important source of revenues
for health facilities and providers. However,
people who cannot afford to pay are denied
access to care. In addition, user fees and di-
rect OOPs foster inappropriate utilization of
health services. (Ha Noi, 2003). Another form
of OOPs consists of co-payments made by mem-
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bers of a health insurance scheme, which re-
imburses only a portion of the cost of a health
service paid by the members. Finally, OOPs
are also made to private providers by indi-
viduals not covered by any form of health in-
surance.

There is considerable evidence that OOPs are
the least progressive form of healthcare fi-
nancing (Mcintyre et al 2005). In fact, accord-
ing to a WHO estimate, every year 100 million
people become impoverished and more than
150 million individuals in 44 million households
face financial catastrophe as a direct result of
having to pay for health care (WHO 2005b).
Because of the catastrophic effects of OOPs
on households, some sub-Saharan countries like
Uganda and South Africa have removed part
or all user fees charged at public health facili-
ties. This led to increased access to healthcare
by the poor in Uganda for example. (See Box
1). ). In Kenya, the provision of Insecticide
treated nets (ITN) free of charge to children
resulted in a dramatic increase in ITN cover-
age (See Box 2)

FINANCING HEALTHCARE IN NIGERIA

The public heath sector in Nigeria is financed
with allocation from the federation account's
general revenue allocated to the various lev-
els of government based on an agreed rev-
enue allocation formula. The general mecha-
nism for mobilization of revenue includes roy-
alties and fees from the oil sector (the largest
source of revenue for government); general
tax revenue, including a value added tax and
general sales tax, social health insurance; cost
recovery, including user fees in some public
health facilities; and external aid in terms of
loans, donations and grants.

The budgetary provisions for healthcare ser-
vices ranged from 3.25% to 5.91% from 2001
to 2005 (National Bureau of Statistics 2005).
Thus, government healthcare funding was al-
ways less than 0.2 percent of GDP as against
the 1 percent benchmark set by the commis-
sion on macroeconomics and health and 15
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Figure 1: Out-of-pocket and general government expenditure in Africa

Source: Mcintyre D (2007).
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[ Box 1: Case study: Removal of user fees in \
Uganda
Uganda introduced user fees on a nationwide basis
in 1993. Although revenue from user fees was
relatively low (generally less than 5% of health care
expenditure), it was an important source of funds
for supplementing health workers' salaries, main-
taining health facilities, and purchasing additional
drugs. However, the use of health care services
declined dramatically and there were growing
concerns about the impact of user fees on the 46%
of the Ugandan population who live on less than US$
1 per day. In March 2001, user fees were abolished
at public sector facilities, except for patients in
private wards. In addition, the government provided
US$5.5 million buffer fund to offset the potential
shortage of drugs likely to result from loss of fee
revenue combined with increased service use. There
was an immediate, dramatic surge in the use of
health services with utilization of health services
increasing to as high as 77% two years after the
abolition. The national immunization coverage also
increased from 41% in 1999-2000 to 84% in 2002-
2003. The poor showed the greatest benefit from
abolition of fees: In addition, the move away from
donor funds for projects to donor sector-wide
approach (SWAp) support to the Ministry of Health
doubled the Ministry budget in real terms between
1999-2000 and 2002-2003. Thus, the removal of
user fees combined with increased government
funding contributed to the positive changes in

patterns of health service use. Source: Mcintyre
2007

percent of annual national budget stipulated
in the Abuja 2001 declaration on roll-back ma-
laria program. This amounts to $2 healthcare
subsidy per capita whereas the ideal healthcare
expenditure per capita is $15 (Ichoku and
Fonta, 2006).

According to the World Bank, the public spend-
ing per capita for health in Nigeria is less than
US$5 and can be as low as US$2 in some parts
of the country (Petu, 2005). Indeed, at its low-
est point in 1996, federal health expenditure
was 77 percent less in real terms than it had
been at the height of the oil boom in 1980
(ADB, 2002).

At the state level, financial resources for pub-

lic health services are mostly derived from
state government budgetary allocations. Nomi-
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nal revenue is generated from user charges at
health facilities, sanitary inspection and licens-
ing fees. Revenue generated from user charges
provides additional resource for the procure-
ment of drugs, medical supplies and mainte-
nance.

The poor provision and delivery of public
health services and the attendant user charge
for almost every item of treatment in the pub-
lic health system has encouraged the explo-
sion of private medical practice in Nigeria. In
some states, private provision of health fa-
cilities constitutes over 75 percent of total
heath facilities in the state (Ichoku and Fonta,
2006; Ichoku, 2005). Healthcare is paid for on
a cash and carry basis. The federal Ministry of
Health (FMOH, 2003) estimates that over 70
percent of healthcare payments in Nigeria are
made out-of-pocket.

Beyond budgetary allocations, another concern
in funding the health sector in Nigeria is the
gap between budgeted figures and the actual
funds released from the Treasury for health

\

Gox 2: Case Study: Provision of free ITN in Kenya
A study of annual changes in Insecticide Treated
Nets (ITN) coverage among a cohort of 3,700
children aged 0-4 y in four districts of Kenya
annually between 2004 and 2006 was undertaken.
The results show that ITN coverage was only 7.1%
in 2004 when the predominant source of nets was
the commercial retail sector. By the end of 2005,
following the expansion of heavily subsidized clinic
distribution system, ITN coverage rose to 23.5%. In
2006, a large-scale mass distribution of ITNs was
mounted providing nets free of charge to children,
resulting in a dramatic increase in ITN coverage to
67.3%. With each subsequent survey socioeconomic
inequity in net coverage sequentially decreased.
The free mass distribution method achieved highest
coverage among the poorest children, the highly
subsidised clinic nets programme was marginally in
favour of the least poor, and the commercial social
marketing favoured the least poor. This shows that
making the intervention free to clients will ensure
equitable access among those least able to afford
even the cost of a heavily subsidized net Source:
Noor et al. 2007
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activities. In some cases, the actual amount
released from the budget is as low as 30- 40%
in ayear. This has further heightened the need
to support the development and refinement
of a national health account to track the
sources and flow of funds to and within the
health sector (Petu, 2005).

FINANCING PRIMARY HEALTHCARE IN NIGERIA

Primary Health Care in Nigeria

Primary Health Care (PHC) involves essential
and appropriate healthcare made universally
available to all citizens irrespective of socio-
economic status, geographic location, gender
etc. It is the fulcrum of Nigeria's health policy
and system and it originated from the Alma
Ata declaration in the late 70s. Nigeria is one
of the few countries in the developing world
that has systematically decentralized the de-
livery of basic services in health and educa-
tion to locally elected governments and com-
munity based organizations (Gupta et al 2004).
In the 1999 constitution of the Federal Repub-
lic of Nigeria, health is on the concurrent leg-
islative list and by implication, the three tiers
of government are vested with the responsi-
bilities to promote health. PHC is the respon-
sibility of local government authorities. Ac-
cording to the constitution, federal, state and
local governments shall support in co-coordi-
nated manner, a three-tier system of health
care via: (a) Primary Health Care - Local Gov-
ernments (b) Secondary Health Care - State
Governments (c) Tertiary Health Care - Fed-
eral Government (Adeyemo, 2005).

Therefore, PHC shall provide general health
services of preventive, promotive, curative
and rehabilitative nature to the population at
the entry point of the health care system. It
implies therefore that the provision of health
care at this level is largely the responsibility
of local governments with the support of states
ministries of health and within the pivot of
national health policy (Adeyemo, 2005; Petu,
2005).
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The PHC programmes are grossly under funded
leading to low performance of the PHC deliv-
ery facilities (Omoleke 2005). There is also
decreased funding from LGAs. Thus the cur-
rent weak PHC financing structure will con-
tribute very little to the achievement of the
health-related MDGs

Current Sources of funds

In Nigeria, the financing of PHC come from
different sources and from different financing
agents (See Figure 2 and table 2)

Government Financing

In the 1980s, financial constraints were im-
posed upon public spending in health follow-
ing a fiscal crisis and decline in the country's
oil revenues. However, due to the oil boom
that occurred after that, the spending on pri-
mary health care increased substantially in
general. Funding for the National Programme
of Immunization (NPI) for instance, went up
from N9 million in 1998, to close to N7.5 bil-
lion in 2001. Allocations for programmes to
control diseases such as malaria, guinea worm
and so on increased to about N165 million in
the 2001 budget. (World Bank, 2001). Revenues
of Local Government Areas (LGAs) that are pri-
marily responsible for public spending on pri-
mary health care, has increased from an aver-
age of 5.0% of GDP between 1990 and 1998,
to over 10% of GDP in 2001 after the oil price
increase in 1999 (IMF, 2001).

The federal government also provides budget-
ary allocation to PHC department of the Fed-
eral Ministry of Health and National Primary
Health Care Development Agency (NPHCDA) -
an agency charged with the development of
PHC system in Nigeria . In addition, there are
budgetary allocations to various PHC activi-
ties in the country. These include malaria con-
trol programme, immunization programme,
HIV/AIDS control programmes and a host of
others. The actual amounts allocated by the
Federal Government to all the various PHC
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Figure 2: Total Health Expenditure by Sources (2002)

Total Health Expenditure by Sources for 2002
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Table 2: 2002 NHA Matrix: Sources of Financing A gents (Naira, million)
ﬁnancing Sources
| agents _ _ _ _
Federal State Local Firms Househol | Donors Totals
Governme | Governme | Governme ds
nt nt nt
Federal 34,538.73 3,615.00 | 38,153.73
_J".-'Linistries _ _ _ _
State 20,513.64d 3,856.00 | 24,369.00
| Ministries _ _ _ _
LGA Health 146,79 B0,012.71 3,615.00 | 8,774.50
Departmen
ts
Health 13,836.3 13,836.39
_In SUrance 9 _ _
Out of 3,981.52 | 183,098.3 187,579.8
Pocket 7 9
HGOs 6,018.00 | 6,018.00
Total 34,538.73 | 20,666.43 | 50,012.71 17,817.9 | 183,598.3 | 17,104.0 | 278,732.1
1 7 0 5
Sawrcer Sopibo of al 2007
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activities in the country are difficult to dis-
cern because of the absence of a National
Health Account.

Financing of day-to-day health facility func-
tioning is largely provided by local govern-
ments. However, the National Health Policy
provides general guidelines to all three tiers
of government to prioritize resource alloca-
tion in favour of preventive health services
and primary health care, which is the corner-
stone of the national programme. In this spirit
of prioritization, the federal and state gov-
ernments are expected to provide logistical
and financial assistance to the LGAs, primarily
for programmes of national importance such
as the National Programme of Immunization,
or controlling the spread of HIV/AIDS. The fed-
eral budget in recent years has included
programmes of construction of PHC facilities
in local governments through the NPHCDA.
However, there are no established rules or poli-
cies for the provision of financial assistance
from the higher tiers of government, and it is
not clear how well any assistance that is forth-
coming is coordinated with LGA budgets and
plans for PHC services.

Local Government expenditure responsibilities
are financed largely through statutory alloca-
tions from the federation account, with LGAs
regularly receiving about 20% of total federal
resources in the divisible pool. Since oil rev-
enues are part of the federation account, LGAs
receive substantial revenues on account of this

Table 3: Government Revenue (Naira, Million)

statutory allocation. LGAs are also entitled to
a share of federally collected VAT and GST rev-
enues (outside of the federation account). In
addition, LGAs are supposed to receive statu-
tory allocations from state government rev-
enues, but the rules related to this are less
strict and not always enforced. LGAs also have
recourse to significant own tax bases, although
studies have shown that these have not been
explored to full potential, and that internally
generated revenues are a small proportion of
total LGA revenues (IMF, 2001).

In general, the mechanism for mobilization of
revenue for the Nigerian government includes
royalties and fees from the oil sector (the larg-
est source of revenue for government); gen-
eral tax revenue, including a Value Added Tax
and General Sales Tax as well as non tax rev-
enue (Table 3)

Within the country, there are inter state and
LGA variations in the allocation received. In
addition, there are also variations in the fund-
ing of PHC by the various LGAs, which de-
pend on both revenue base and political will
as shown in Box 3 . Within the PHC institu-
tions, the distribution of spending often raises
problems. In many situations, staff salaries ac-
count for a high proportion of the recurrent
budget leaving little resources for drugs and
other supplies.

Description 2001 2002 2003 2004 2005

Total Government | 2,231,532.9 |1,731,837.5 | 2,575,095.9 | 3,901,400.0 |5,161,112.1
Revenue

Total Tax 1,016,662.9 | 781,604.6 1,130,200.0 | 1,690,200.0 |1,706,726.4
% of total revenue | 45.6 45.1 43.9 43.3 33.1

Mon tax revenue 1,214,870.0 |950,232.9 1,444, 895.9 | 2,211,200.0 | 3,454,3185.7
% total revenue 5.4 54,9 B6.1 B6.7 &6.9

Soufce: Notrondl Bureau of Statistics &
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€OX3 : CASE STUDY: Funding of PHC in Lagos and\
Kogi states, Nigeria

Amongst government agencies, the LGA is the main
source of financing of primary health service deliv-
ery at the facility level. Staff salaries, facility
building construction and maintenance, supply of
drugs, equipment and other medical commodities,
bre all predominantly provided by local governments
in
Lagos State. However, in Kogi, community-based
organizations and facility staff are the main source
of drugs (for 28% of facility respondents), medical
supplies (31%), and building maintenance (57%). It
is surprising to note that as many as 15% of facili-
ties
in Kogi indicate staff personal funds as the main
source of facility resources, which if accurate
probably implies that staff compensate themselves
Ifrom facility revenues. In Lagos, for the majority of
facilities
(over 85%) resources were either provided by the
LGA or indicated as not provided at all in the last
fwelve months. Staff salaries are almost exclusively
provided by local governments in both states. Local
governments in Kogi are overwhelmingly dependent

n statutory allocations from the federation account
or their revenues, and receive almost nothing from
the state government. Revenue sources of local
governments in Lagos are more diversified-bulk of
Eheir revenues comes from two sources, the Federa-
ion Account and the VAT, but a significant amount is
also internally generated from local tax bases. This
lis as one would expect given that Lagos State is the
Lirban centre of Nigeria, while Kogi is a largely rural
state. The consequences for basic health service
delivery between the two states is therefore clear-
services in Kogi are more vulnerable to external
shocks that affect oil prices, which is why, perhaps,
communities in Kogi take a more active role in
maintaining basic health services. Bulk of LGA
health expenditures are allocated to staff salaries-
in Kogi in 2000, LGAs on average spent 78% of
health expenditures on salaries, while in Lagos,
LGAs spent 65% on average on staff salaries.

\ Source: Gupta et al. 2003 /

Some countries have achieved universal cov-
erage - defined as all citizens having access
to adequate health care at an affordable cost
(Carrin and James, 2004) through tax funding.
Sri Lanka for example, has a universal tax-
funded health system with a well-organised
public health infrastructure that is within reach
of the rural populace. Access to tax-funded
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health care is extensive at the hospital level
with 94% of inpatients being treated in public
sector hospitals and 55% of outpatients con-
sultation provided in the public sector (Russel
2005; Withanachchi & Uchida 2006).

Donor Financing

Donor funding, from bilateral or multilateral
international organizations, may take the form
of loans or of aid grants.

Debt relief attached to financing of
programmes for achieving the MDGs which is
a form of donor funding has also contributed
greatly to the financing of PHC in Nigeria as
shown in Box 4. Other donor funding include
local donor funding and private altruistic do-

éox 4: Case study: benefits to the health sector\
of debt relief in Nigerialn 2005

Nigeria negotiated a debt relief agreement with the
Paris Club amounting to US$18 billion, equivalent to
a 67% reduction of the face value of the country's
external debt. Among Nigeria's justifications for the
operation was the fact that many of the loans it had

|received previously had been granted during the rule

of corrupt military dictators. The Paris Club was also
persuaded that Nigeria, with a wide-ranging eco-
nomic reform programme in place since 2003, had
changed. By June 2006, the external debt had been
reduced to US$ 4.8 million. The commitment made
by the Nigerian government under the debt relief
initiative was that freed-up resources would be
devoted to poverty reduction, including increased
government spending on health, education, water,
housing and agriculture.Some of the funds released
from the debt relief agreement were spent on
purchasing 3 million insecticide-treated bed nets for
distribution to pregnant women and children under
five. In addition, Nigeria purchased over 5 million
doses of artemisinin-based combination anti-
malarial drugs and is distributing them free of
charge to children under five throughout the
country. The overall health budget for 2007 is 14%
greater than it was for 2006. In the Nigerian
context, where less than two percent of
government expenditure is devoted to the health
sector and out-of-pocket payments account for
nearly 80% of all health care expenditure, the in-
creased government spending on malaria
prevention and treatment made possible by debt
relief will be of great value to the Nigerian
population. Sources: Global Policy Forum, 2005;

\ Government of Nigeria, 2006 /
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nor programmes. However, the reliance of
countries on donor funding have raised the
issues of long term stability and sustainability
of such funding (Mcintyre et al. 2005)

Health Insurance

Mandatory or Social Health Insurance (SHI)
The National Health Insurance Scheme (NHIS)
which is a form of mandatory or Social Health
Insurance (SHI) was first broached in 1962 as a
compulsory scheme for public service work-
ers. Since 1999, the scheme has been modi-
fied to cover more people. This scheme of
mandatory and payroll deductions, introduced
by the NHIS Act 35 of 1999, allows each in-
sured person to decide which health facility
to register with. Amonthly contribution is paid
to the health facility.

The basic objectives of the scheme are to
ensure that every Nigerian has access to ad-
equate health-care services; protect families
from financial hardship due to huge medical
bills; limit the rise in the cost of health-care
services; ensure efficiency in services; and en-
sure the availability of funds to the health sec-
tor for improved services, amongst others. In
the NHIS, each contributor (along with his
dependants) will register with only one pro-
vider and shall be entitled to comprehensive
health care benefits, subject to a 'waiting pe-
riod' of five months. Benefits include personal
preventive services, ambulatory and in-patient
care, maternity and family planning services,
diagnostic services, drugs, limited dental and
optical services as well as prostheses. Hospi-
talization in a private facility shall attract a
10 percent co-payment; while hospitalization
in a public facility will not involve cost-shar-
ing in order to encourage the preferential use
of public services.

At present NHIS covers only 5% of the popula-
tion and the conditions for NHIS are not fa-
vorable to success due to this low share of
population in formal sector and the difficulty
to collect taxes (Makinen, 2007). However, the
NHIS is said to be progressive because contri-
butions are calculated as a percentage of in-
come rather than a fixed sum and there is no
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cap, or ceiling, on contributions. Ghana is one
of the sub-Saharan countries with a success
story in mandatory health insurance (See Box
5). A unique arrangement is that it has from
beginning included both the formal and infor-
mal sectors as opposed to only formal sector

[ Box 5. Case Study: Ghana's Mandatory Health \
Insurance
Ghana introduced the Mandatory Health Insurance
in 2004 as a result of increasing public discontent
and request for an alternative healthcare
financing system for its PHC. Prior to this, there
were informal community and private trials of
various Health Insurance Schemes. For example,
by 2003 just before the introduction, there were
at least 67 district-wide schemes and 159 MHOs
run by communities, schools, NGOs and churches
that eventually collapsed into the National Health
Insurance Scheme (NHIS). It permits the operations
of three types; District-Wide Mutual Health
Insurance scheme; Private Mutual Health Insurance
scheme and the Private Commercial Health
Insurance scheme. However, the NHIS would only
financially support District-Wide Mutual Health
Insurance Schemes. A unique arrangement was that
the formal and informal members combine to form
the districts scheme. It is compulsory for all
residents in Ghana to belong to at least one of the
schemes and the objective is to enrol about 60% of
Ghana residents within 10 years of starting the
scheme. Community participation is encouraged
and government collaborates by providing central
fund to bridge the gap that may result from unex-
pected contributions levels.Funding of the
programme is from 2.5 % contribution of workers,
2.5% VAT levy of selected goods and service,
minimum premium of 72,000 cedis (7.74 U$) per
annum from informal workers and vote from
parliament and donations. Children under 18 years,
indigents, those aged over 70 years and government
pensioners are exempted. By the end of 2005, the
national coverage was 27 %. As at December 2006,
the coverage had risen to 38% and is currently 41%.
The coverage vary between 19-54 % depending on
the region.Source: Akazili et al. 2007; Mcintyre,

\ Gilson & Mutyambizi 2005 /

in Nigeria

The private/corporate bodies insurance is an-
other form of mandatory insurance and is just
developing in the Nigerian market. It covers
10% of the population and it is for employees
(families and dependants). Currently, there are
four wholly private companies marketing
health insurance plans in the country- three of
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these are based in Lagos and one in Enugu.
The companies offer primarily group plans and
cover employees in the highly commercial and
industrial regions of the south (www.jsi.com/
intl/init/inspap.htm - 11k). The contribution
of private health insurance looks negligible,
but it is growing steadily. It grew from the
least proportion of 1.79% in 1998, rising to
2.38% in 1999, 3.45% in 2000, 4.47% in 2001
and to the highest value of 4.96% in 2002
(Soyibo et al. 2007)

Voluntary Health Insurance

There are different forms of voluntary health
insurance operating in Nigeria. These are the
private voluntary health insurance schemes
that are for individuals covering about 5.0%
of the population and the Community-based
Health Insurance (CBHI) for the informal sec-
tor covering about 5.0% of the population.

The growth of private health insurance has
been limited by a myriad of factors, including
the lack of public confidence in the insurance
industry, limited technical capacity for under-
writing this class of risk, poor knowledge of
the nation's private medical care market, high
prevalence of fraud on existing schemes, and
the absence of reinsurance backup. In some
instances, claims have grown much faster than
premium incomes, threatening the viability of
private health insurance schemes. This is
largely the result of fee-for-service (FFS) pay-
ment arrangements (with no fee schedules)
and the absence of effective cost-sharing for-
mulae. Mechanisms for monitoring the quality
of care rendered by providers are weak and
the market is not expected to witness signifi-
cant growth in the foreseeable future
(www.jsi.com/intl/init/inspap.htm - 11k

Community Based Health Insurance

While the NHIS is designed for the formal sec-
tor, the current effort at financing reform fo-
cuses on community-based financing schemes
with the hope that the various existing
schemes can be subsequently pulled together
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for the benefit of the populace (Petu, 2005).

CBHI has been implemented in some Nigerian
communities (See Box 6). Members make small
payments to the scheme, often annually and
after harvest time, and the scheme covers
the fees charged by local health services. Al-
though there is very limited empirical evi-
dence about the ability of CBHI to generate
sufficient revenue to improve access to health
services and to ensure adequate financial pro-
tection for members, it has a potential for
wider reach and improving quality of health
services. The schemes' main weaknesses are
the low volume of revenues that can be mo-
bilized from poor communities and, the fre-
guent exclusion of the very poorest from par-
ticipation in such schemes without some form
of subsidy. Others include the small size of
the risk pool, the limited management capac-
ity existing in rural and low-income contexts,
and the isolation from the more comprehen-
sive benefits often available through more
formal health-financing mechanisms and pro-
vider networks (Preker et al, 2004).

There are also local communities cooperative
systems involving regular contributions - par-
ticipants can borrow from the fund.

Drug Revolving Fund (DRF):

The DRF mechanism within the Bamako Initia-
tive was a strategy adopted for sustainable
financing of drugs supply at the local govern-
ment level in Nigeria (FMoH, 1994). Through
it, local government areas (LGAs) are expected
to use a percentage of their subventions from
the federal government as 'seed’ money to
purchase an initial supply of drugs and send
them to primary healthcare centres. The health
centres were expected to sell these drugs to
patients at more than the cost price to pro-
vide funds to replenish stocks, to improve the
quality of the centres like building toilets, pla-
centa pits, renovation of buildings etc. These
drugs are then sold to the public at a profit
(user financing). This profit was supposed to
be used to buy back the initial stock of drugs.
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[ Box 6. Case Study: Community-based Health \
Insurance in Anambra State
NigeriaCommunity based health insurance which is
a form of social health insurance was set up to
salvage the state of health in Anambra State in
2003. This was in response to dwindling healthcare
delivery in Anambra State and budgetary constraints,
Health workers in Anambra State for example did
not receive their salaries for more than a year as
aresult of an industrial action that lasted for one
year and all the public health facilities were closed
down. Utilization of public health facilities and
immunization coverage are low. Emphasis is placed
on the provision of adequate maternal and child
services both at primary and secondary health care
facilities with the development of effective referral
system and medical records, evaluation and
statistics. Membership is by individuals and house-
holds in a community with a minimum of 500
persons required to form a user group. The
individuals pay a flat rate monthly, or yearly or in
convenient instalments. A participant who defaults
in payment of monthly contributions must pay all
outstanding contributions before being allowed to
re-access services. The government refurbished and
equipped the health facilities involved in the
scheme, and the households enrolled in the scheme
pay premiums into the CBHI fund and the scheme
pays the government for the use of the facilities
and the healthcare providers offer health care ser-
vices to the scheme members. The government also
makes matching contributions to the premiums paid
by the households to the scheme. Non members of
the scheme also have access to the health facilities,
but pay some user fees directly to the health care
providers to access care. In addition, government
provides subsidy to health care providers in form
of salaries. An evaluation of the planning and
implementation process of the scheme showed
improved service delivery infrastructure. The
poorest and the least poor are enrolling equally
and those enrolled are having access to good
quality treatment. There is visible community
involvement. However, management problems
exist and the poorest should enrol more than the
least poor.Source: Health Policy Research Group

\ (HPRG) Newsletter July 2007 /

However evidence shows that this had led to
over prescription of drugs, non-optimal
behaviours and practices among health work-
ers and inequity in the utilization of malaria
treatment services (Uzochukwu and
Onwujekwe, 2004; Uzochukwu, et al. 2004;
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Uzochukwu and Onwujekwe, 2005).
Out-of-Pocket payments (OOPS)

This is the most common source of healthcare
financing in Nigeria and in many sub-Saharan
African countries. It is important to note that
out of pocket health expenditure is partly for
modern medical care but also partly for tradi-
tional remedies and increasingly for faith based
treatment including the search for miracles.
The Federal Ministry of Health estimates that
over 70% of healthcare payments in Nigeria
are made out-of-pocket (FMOH 2003). Further-
more, Nigeria has one of the highest OOPs
payment as a percentage of healthcare ex-
penditure and one of the lowest percentage
government expenditure on health compared
to Namibia which has lowest OOPs payment
and high government expenditure on health.
(See figure 3) Spending is about US$ 22.5 per
capita, which accounts for 9.0% of total house-
hold expenditures in Nigeria (Federal Office
of Statistics 2004). It is sometimes inequitable
as the poor may not receive healthcare and it
increases burden of payment. On average,
about 4.0% of households are estimated to
spend more than half of their total household
expenditures on healthcare and 12% of them
are estimated to spend more than a quarter.
The out-of-pocket burden is the result of high
private provider utilization, cost recovery at
public facilities, the absence of clear and tar-
geted exemption mechanisms even for high-
Impact preventive services, and of pre-paid
instruments. It is crucial that the out-of-pocket
payments made by patients at the time of ser-
vice are not so high that they reduce access
to care, or expose individuals to serious fi-
nancial risks. Thus, efforts should be made to
mitigate the impact of OOPs on the house-
hold especially among the disadvantaged. This
should be in form of deferral and exemption
schemes. This has been shown to work in some
countries. (See Box 7).
However, according to a health insurance re-
port (Asoka 2007) exemption schemes have
been unsuccessful in Nigeria because they lack
a sustainable source of funding. They have
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been funded mainly from a certain mark-up
on drug sales linked to DRFs at facility level.
This tends to de-capitalise the DRFs when
there is massive default in deferred payments
or where the proportion of people needing
exemptions are high. There is also evidence
that the affluent benefited from exemptions
more than the poorer populations.
(Uzochukwu et al. 2004).

The insurance report concluded that for these
schemes to become a sustainable mechanism
for financial risk protection for the poor, they
must be financed separately either as govern-
ment targeted subsidy for the poor and vul-
nerable or from pooled funds as in the Ghana's
Sector Wide Approach (SWAP). In addition,
efforts should be made to plan, implement and
monitor it properly.

Box 7. Case Study: \
The impact of user fees exemption on service
utilization and treatment-seeking behaviour in
Sudanin Sudan, an experimental study was under-
taken to assess the effect of different levels of
exemptions 25%, 50% and 75% from health centre
user fees on health service utilization and treat-
ment- seeking behaviour for malaria by a high risk
group of Pregnant women and children under five
years. These are groups in need of special medical
attention to prevent progression of the disease into
complicated or severe malaria. Sinnar State, one of
Sudan's highly endemic malaria regions was selected
to be experimental area. Exemptions were intro-
duced for one year in six health centres, two centres
for each exemption levels and a further two health
centres without exemptions were studied. The
results showed that exemption from user fees
increased health services utilization, improved
treatment-seeking behaviour and promoted early
diagnosis. The changes during the experimental
year were the largest in the centres with the largest
exemptions. Source: Abdu Z et al. 2004 )

Fig 3: Out-of-pocket payments as a percent of health care expenditure in Africa

Source: Mcintyre 2007

Chapter 5: Financing Primary Health Care in Nigeria

Source: Mcintyre 2007
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CONCLUSIONS
There is no single road toward health financ-
ing of PHC. An explicit objective of Nigeria's
health sector reform is to broaden financing
options, to expand and improve access to af-
fordable and adequate health care to a ma-
jority of Nigerians.

There are many reasons why government fund-

ing of the PHC system should increase. These

include

1. Most services delivered through the PHC
system are of public health importance and
bedevilled with market failure, limiting
private provision.

2. The basic services delivered through the
PHC system are essentially those needed
to achieve the MDGs.

3. PHC is the fulcrum for reducing disease bur-
den and achieving the MDGs in Nigeria.

4. The third thrust of the Nigerian health re-
form programme (Reduction of the Disease
Burden) should be funded and delivered
through the PHC system for sustainability,
efficiency and equity

Government should therefore finance PHC ac-
tivities, subsidize the poor and low-income
people, subsidize risk pooling schemes for in-
suring against catastrophic health expenditures;
recognize the importance and opportunities
of the private sector and devise ways to im-
prove quality of healthcare.

The PHC system is almost comatose, largely
due to poor funding and most common health
problems could be tackled through a well func-
tioning PHC system to ensure the achievement
of the MDGs. Achievement of the health-re-
lated MDGs will remain a dream if the PHC
system is not well financed and structured for
better healthcare provision and consumption.
Nigeria can learn from both the successes and
the failures of other countries' health financ-
ing efforts which have been outlined in this
report.

However, government alone cannot finance
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PHC because of inadequate funds. Partnerships
with communities, private sector, civil soci-
ety organizations and developmental partners
are essential.

There is also & need to move away from the
traditional supply side financing of healthcare
to the new demand-side approach. This new
approach allocates money more directly into
the hands of the people and can either be
through cash or a voucher. It ensures that there
iIs equity in healthcare financing and the
needed healthcare goods and services are paid
for.

Current spending levels and revenue mobili-
zation efforts need to be assessed in terms of
whether available resources (public, private,
domestic, and external) are sufficient to pro-
vide a basic package of essential services and
assure financial protection in an efficient, eqg-
uitable and sustainable manner (Yanick and
Parris, 2006).

As noted by Di McIntyre "A health care financ-
ing mechanism should provide sufficient fi-
nancial protection, so that no household is im-
poverished because of a need to use health
services. One way of providing such protec-
tion is by incorporating a risk-sharing plan in
the health care financing mechanism, whereby
the risk of incurring unexpected health care
expenditure does not fall solely on an indi-
vidual or household". (McIntyre 2007)

RECOMMENDATIONS

To improve resource availability and

sustainability for PHC in Nigeria to achieve

the MDGs:

1. There should be promotion of pubic-pri-
vate partnership (PPP) in PHC. There is
now a window of opportunity to use the
implementation of public/private partner-
ship to expand the delivery of health ser-
vices, catalyze and sustain reform of the
health sector. But carrying out substantial
reform of the health sector (of which pub-
lic/private partnership is a part) requires
a lot of political will on the part of the
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state government. PPP can be a strong ve-
hicle to produce innovative strategies with
positive consequences for well-defined
public health goals. This is important since
about 60% of Nigerians patronize private
sector providers

2. In line with the African Union recommen-
dation 15% of budgets at all levels of gov-
ernment should be to health. And 50% of
health budget at all levels should be de-
voted to PHC and basic services. This is
important because the basic services de-
livered through the PHC system are essen-
tially those needed to achieve the MDGs
and if a good percentage of the budget is
allocated to PHC, this will produce desired
results.

3. Local governments and states should de-
vote 10% to 15% of their total budget/ex-
penditure to PHC. This will be needed to
expand services and provide subsidies/ex-
emptions for drugs in the drug revolving
scheme. This will significantly reduce out-
of-pocket expenditure for those unable to
pay.

4. Community financing should be motivated
and linked up to and facilitated by the gov-
ernment in form of government-commu-
nity partnership. This way, the government
will be fulfilling its social responsibility as
well as creating a safety net for those un-
able to pay for services.

5. Social health insurance should be linked up
to PHC and should involve both the formal
and informal health sector as it is pres-
ently done in Ghana.

6. Private health insurance should be encour-
aged while avoiding conflict of interest.

7. Direct financing of PHC from the federa-
tion account - as obtains in Universal Basic

KA health care financing mechanism should provida
sufficient financial protection, sothat no household
is impoverished because of a need to use health
services. One way of providing such protection is
by incorporating a risk-sharing plan in the health
care financing mechanism, whereby the risk of
incurring unexpected health care expenditure does
not fall solely on an individual or household".

\ (Mclntyre 2007) /
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Chapter 6

MaTeRIAL REsources For PHC : INFRASTRUCTURE, DRUGS, EQUIPMENT
AND SUPPLIES

ABSTRACT:

Effective and efficient delivery of PHC ser-
vices not only requires technical capability
but functional physical infrastructure, equip-
ment and uninterrupted supply of quality
essential drugs and consumables. Strength-
ening these material resources for PHC is vi-
tal to the capacity for delivery of health care
on a broad basis, expansion of which has been
phenomenal. This chapter reviews material
resources for PHC, it examines the status of
physical infrastructure, equipment and drug
supply at primary health care level, current
thrusts and achievements at revitalizing PHC.
It analyzes the challenges relating to PHC in-
frastructure, equipment and drugs supply and
makes recommendations for strengthening
the PHC infrastructure.

In Nigeria there have been three remarkable
attempts at improving PHC material resources
for health. The first attempt was in 1976 dur-
ing the implementation of the Basic Health
Services Scheme (BHSS). Ten years after, the
focus was district health system with the
devolution of responsibility of PHC to the
LGAs. The period between 1992 and 1999,
witnessed wide spread dilapidation of PHC
infrastructure and a near total breakdown of
the its services. The third attempt, there-
fore, is the current Ward Health System
(WHS) initiative which started in 2001 with
the construction of model primary health
care centres in selected wards to serve as a
focal point for provision of health services in
political wards. In addition, over these peri-
ods, there also has been establishment of a
large number of privately operated health
facilities providing primary health care and
related services in many communities. De-

spite all these, the Nigerian health system
has continuously performed below expecta-
tion due to lack of adequate planning, poor
policy formulation, implementation and moni-
toring, lack of enough political will, misman-
agement of the limited resources and issues
around stewardship. On infrastructural de-
velopment, 71% of households are within five
kilometre of a PHC facility. The proportion
is highest in the South East and South West
(over 80%), compared to the South-South and
the Northern regions (around 65%). This is
more prominent in urban areas. The main
reasons for the increased shortages of mate-
rial recourses for health include: Political
demagoguery, inefficient allocation of funds,
pervasive inefficiencies in selecting, procur-
ing, storing, prescribing and using drugs. It
also includes the requirement by state and
local governments that drug sale proceeds
be centralized, which loosens accountability
and control, so that funds are often used for
purposes other than to replenish drug sup-
ply. Even when retained by the facility, funds
are often used to meet costs other than
drugs. More successful experiences are those
where local governments and accountability
have been strengthened overall, particularly
with community involvement.

The chapter concludes with recommendations
of unified state health system under one au-
thority, integration of both PHC and second-
ary health care. To effectively cater for
health materials need every LGA should pre-
pare a priced annual health plan that is
funded from joint State/LGA funds. While a
national data base for health infrastructure
Is suggested there is an urgent need to ex-
pand the role of NPHDA to cover supervision,
and control of PHC health facilities there-
fore would enhance the agency's stewardship
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role.

INTRODUCTION

The forerunner to the development of people
oriented health care system containing the el-
ements of what became primary health care
was the Basic Health Services Scheme of 1976.
Therefore, a form of primary health care can
be said to be avaialable in Nigeria before 1978.
The Alma Ata Conference however gave con-
siderable impetus and direction to the pro-
cess.

Though Nigeria was one of the 187 countries
that adopted primary health care strategy in
1978, it was only after the meeting of African
Health Ministers in 1986 at Bamako, Mali, that
the country adopted the idea of Triple Phase
Health Development Scenario (TPHDS) which
informed the development of the nation's
maiden Health Policy in 1986 based on a three
tier health delivery model with PHC as the
cornerstone. This development gave impetus
to LGA focused acceleration of primary health
care programme implementation and the sub-
sequent devolution of responsibility for oper-
ating the primary health care system to the
LGAs. The three tiered health care delivery
model was found to be administratively con-
venient for Nigeria with its three tier admin-
istrative structures, namely LGA, state and fed-
eral levels.

Primary Health Care approach became more
visible from1986 and several measures were
undertaken to establish and operate primary
health care system. The result was the estab-
lishment of health districts, expansion of PHC
infrastructure and provision of essential drugs
among others. Huge success was attained in
the implementation of PHC such that by 1990,
universal child immunization (UCI) target of
80% was attained and the prevalence of Vac-
cine Preventable Diseases (VPD) declined.

The main components of the PHC that need
to be developed and integrated to improve
the performance of the system are:

1. Physical infrastructure including equipment

and maintenance,

2. Management issues including generation and
application of evidence, procurement and
distribution, human resource management
and sustainable financing, and

3. Management of relationship; stewardship
and leadership development, role of de-
velopment partners, health education and
communications and community mobiliza-
tion and empowerment.

PHYSICAL INFRASTRUCTURE AND EQUIPMENT
FOR PRIMARY HEALTH CARE IN NIGERIA
Overview of PHC Infrastructural Development
Effective and efficient delivery of PHC ser-
vices not only requires technical capability but
functional physical infrastructure, equipment
and uninterrupted supply of quality essential
drugs and consumable. Strengthening the ba-
sic infrastructure of healthcare facilities is vi-
tal to the capacity to deliver care on a broad
basis. Low income countries in Africa face the
daunting challenge of improving the perfor-
mance of their health care systems, upgrad-
ing their health services to a level that will
enable them to deliver services that are ef-
fective, efficient and equitable. They need
to build capacity in a systematic manner de-
spite financial constraints. The expansion of
primary health care infrastructure in Nigeria
has been phenomenal. There have been three
remarkable attempts at improving PHC infra-
structure in Nigeria.

The first attempt was in 1976 during the imple-
mentation of the Basic Health Services Scheme
(BHSS). The BHSS was introduced during the
third national development plan period 1975 -
1980. The programme sought to increase ac-
cess by 40% to appropriate health services by
the end of the plan period, focusing on pre-
vention and health promotion, through con-
struction of Basic Health Units (BHU). One BHU
consisting of one comprehensive health cen-
tre at the apex, four primary health care cen-
tres and twenty health clinics was to be built
in one LGA with target population of one hun-
dred and fifty thousand(150,000).
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The second attempt was between 1986 and
1992 when Nigeria adopted the district health
system and the LGA focused acceleration of
primary health care programme with the devo-
lution of responsibility of PHC to the LGAs.
This period was the most remarkable as the
country witnessed tremendous expansion of
public PHC infrastructure nationwide. Start-
ing with the "model LGA" project in 52 Local
Government Areas in 1986, the federal gov-
ernment provided the enabling environment,
guidance and support to other LGAs such that
by 1992, PHC was well established and opera-
tional in all the 450 LGAs.

As a result of combined efforts at all levels of
government, the number of primary health
care facilities improved significantly. From a
study done by the defunct National Director-
ate of Food, Roads and Rural Infrastructure
(DFRRI), by 1992, Nigeria had about 100,000
villages and autonomous communities; and
10,711 health establishments at the primary
health care level. This meant there were
roughly 24 facilities in each of the 450 LGAs
and an average of one facility for every 10
villages and communities.

The period between 1992 and the advent of
democratic governance in 1999 witnessed
wide spread dilapidation of PHC infrastruc-
ture and near total breakdown of the PHC ser-
vices. In 2000, the new administration recog-
nized the centrality of PHC to health devel-
opment and poverty alleviation and commit-
ted itself to the revitalization of that system.

The third attempt is the current Ward Health
System (WHS) initiative which started in 2001
with the construction of model PHC centres
in selected wards to serve as a focal point for
provision of health services in political wards.

In addition, over these periods, there has also
been establishment of a large number of pri-
vately operated health facilities providing pri-
mary health care and related services in many
communities. Despite all these, the Nigerian

health system has continuously performed be-
low expectation due to lack of adequate plan-
ning, poor policy formulation, implementation
and monitoring, lack of enough political will,
mismanagement of the limited resources and
issues around stewardship.

Categorization /Distribution of PHC Facilities
and Access to PHC Services

Categorization of PHC facilities in Nigeria is
currently based on the National Primary Health
Care Development guideline which is predi-
cated on the recommendation of the National
Council on Health (1991). The recommenda-
tion is: Type 1 or Health post for every vil-
lage, Type Il or Health Clinic, Dispensary or
Maternity for a group of villages below the
ward, and Type Il or Primary Health Care Cen-
tre in each Ward. Suffice to note that the
typing of health facilities is in line with the
World Health Organization standardization cri-
teria.

Data on health facility number are perhaps in-
complete, but the available information pro-
vides a good picture of the patterns. Overall
numbers of primary health care facilities in
Nigeria suggest reasonable availability. Accord-
ing to Federal Ministry of Health (FMOH) data
in 2000, there were over 13,000 public sector
PHC facilities and almost 7,000 private PHC
facilities. The overall population to facility ra-
tio of around 5, 000 suggests reasonable avail-
ability of PHC services. Table 1 shows Popu-
lation- to- Facility Ratios (PFR) in the country.
PFR are highest in the North East, North West,
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Table 1 (Population per health facility,
Nigeria, 2000

ZONE POPULATION PER FACILITY
North Central 3,205
North East 6,234
North West 7,170
South East 5,437
South-South 6,854
South West 5,585

Note that the regional differences are not
great, largely due to the large number of
public sector PHC facilities in the north.

Relatedly, data on availability of PHC fa-
cilities from the 1999 NDHS also provide
further evidence. Table 2 shows the esti-
mated proportion of households living
within 5 km of PHC facility.

Table 2 (Health facility availability, Nigeria,
1999 (% of households)

URBAN RURAL OVERALL

PHC facility

with 5km 80 66 71
North Central 57 60 63
North East 80 63 65
North West 86 85 67
South East 79 58 84
South-South 80 77 62
South West 87 82 83

and South-South zones.

It indicates that, overall, 71% of households
are within 5 km of a PHC facility. The propor-
tion are highest in the South East and South
West (over 80%), compared to the South-South
and the Northern regions (around 65%). In ur-
ban areas, 80% of households are within 5 km
of a PHC facility, compared to 66% in rural
areas. In urban areas, the north central zone
unexpectedly has the lowest proportion (57%),
while availability in other regions is similarly
high. In rural areas, the South west zones have
the highest proportions of households within
5 km of a PHC facility, over 80%. Availability

in rural areas of the South-South and Northern
zones is comparable, around 65%.

Minimum Equipment Package

Equipment is an essential element of any
health care service delivery. To deliver effi-
cient services, basic equipment must be avail-
able in a facility. The 2001 NPHCDA health fa-
cility survey in 202 LGAs measured the avail-
ability of a minimum package of equipment
(defined by the researchers) in a sample of
public and private sector 674 health facilities.

It found that, overall less than 25% of health
facilities had more than half of the equipment
package and this differed little by zone. The
proportion of facilities with less than a quar-
ter of the equipment was higher in the north
east, north west, and (surprisingly) south east,
reaching 45-50%.

These findings were reinforced by data from
a 2002 survey of facilities in Lagos and Kogi
states which indicate that a third of the avail-
able blood pressure gauges, antiseptics and
sterile gloves were supplied by health per-
sonnel themselves.

Another survey of obstetric care in 4,503
health facilities in 12 states in 2003 collected
data on basic obstetric care instruments. It was
reported that only about 66% of public sector
PHC facilities had basic instrument such as foe-
tal stethoscope and sphygmomanometer.

ESSENTIAL DRUG & HEALTH COMMODITY SUP-
PLY IN PRIMARY HEALTH CARE

Availability of Essential Drugs at all levels of
the health care delivery system enhances qual-
ity of care and promotes the utilization of
health services by the community. The na-
tional drug list was first drawn up and pub-
lished in 1986. It had 420 items in total, all in
generic form, about 40 of which were for use
at the PHC level and 10 for the VHW level.
Purchase and prescription of drugs was to be
guided by this list. Over the years,
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Table 3 (Equipment availability in health facilities by zone

2 (R TAAT | & THAT
FACILITIES EQUIPMENT HAYE ETW HAVEBTW | HAVE BTW | HAVEBTW | HAVE MOMWE
SAMPLED 75 - ¥05% 50 - T4% I5- 4% 1 -24%
N/ Central | 132 0.0 3.8 2.7 38.6 3.1 3.8
N/ East 135 0.0 2.2 215 31.9 16.3 8.1
NfWest | 122 0.0 2.5 20.5 27.9 45.9 3.3
5/ East 79 0.0 1.3 215 29.1 16.7 11.4
SlSouth | 90 0.0 44 122 401 75.6 78
S/ West 116 0.0 0.9 19.8 46.6 193 14
TOTAL 674 0.0 25 114 35.8 144 5.9

Drugs Revolving Funds and the new paradigm
Bamako Initiative (B. I.) programme incorpo-
rating standard drugs and financial management
procedures and social development issues bor-
dering on equity to improved access to qual-
ity health care have been established widely,
sometimes with external donor support in all
the LGAs, but have not been effective in en-
suring reliable supply.

In 1997, the federal government attempted to
centralize drug revolving funds through sup-
port from the Petroleum Trust Fund (PTF),
however, poor management, political inter-
ference and corruption led to the discontinu-
ation of this program in 1999.

DRUG SITUATION AT PHC LEVEL

The effectiveness of health services in Nige-
ria is severely hampered by the shortages of
essential drugs, the most serious constraints
occurring at the PHC level. Fragmentation and
duplication of drug systems among sectoral in-
stitutions have exacerbated the problem. Be-
sides compromising most therapies, the short-
age of drugs has caused a major decline in the
utilization of health services, a concomitant
increase in self medication, and loss of public
confidence in health services. Private sector
outlets have a more reliable supply of drugs
but at a cost too great for the poor.

Available reports indicate that drug supply is
inadequate in public sector PHC facilities. The
2001 NPHCDA health facility survey in 202 LGAs
measured the availability of essential drugs list
and drug revolving fund system.

Of 674 facilities in 202 LGAs, it was found that
around 40% of facilities had a drug revolving
fund in place, and that in most zones, this
proportion was over 60%, reaching 75-85% in
the north. The lowest proportion (27%) was in
the south west. However, the drug revolving
funds did not seem to have ensured regular
supply, 54% or over half of facilities experi-
enced a stock- out in the previous three
mouths. The exception may be the north cen-
tral zone, where 86% of facilities have a DRF
in place and only 28% experienced a recent
stock- out. The survey also found that this dif-
fered little by zone, except for the north cen-
tral zones, where stock-outs were less fre-
quent. The survey also found that essential
drugs list was available in 47% of facilities,
ranging from 33%to 67% in different zones.

In the same vein, a 2002 FMOH assessment of
36 facilities found that 90% of reviewed pre-
scriptions were for drugs on essential drug list,
however, only 24% of facilities had a copy of
the list itself. The survey also found that 7.0%
of essential drugs in stock were expired. (FMOH
and WHO,2002).
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Table 4 Status of DRF in Health Facilities by Zones

ZONE NO. OF HEALTH
FACILITIES DRF
SAMPLED
N/Central 132 85.6
N/East 135 74.8
N/ West 122 88.5
S/ East 79 84.8
S/South 90 61.1
S/West 116 26.7
TOTAL 674 42.7

Government health workers were shown to
have privatized drug supply in public facili-
ties according to a 2002 study of 252 public
facilities in Lagos and Kogi states that found
that 38% had such privately-owned stocks of
chloroquine, 39% had paracetamol, 34% had
antibiotics, 17% had oral rehydration salts
(ORS), and 32% had multivitamins (World Bank,
2003). Similarly, the FMOH assessment found
that 18 of the facilities surveyed reported that
they had not received drugs from the govern-
ment in the past two years and so staff were
purchasing and selling stocks privately.

The main reasons for the shortages include:

« Political demagoguery - practice of telling
the people that the government is in posi-
tion to provide free health services for
everybody.

e Inadequate funding. When resources are
available to local governments, salaries are
the first priority so that there is often little
for other recurrent costs, particularly drugs,
leading to "out of stock syndrome.",

= Pervasive inefficiencies in selecting, pro-
curing, storing, prescribing and using drugs

= Requirement by state and local governments
that drug sale proceeds be centralized,
which loosens accountability and control,
so that funds are often used for purposes
other than to replenish drug supply. Even
when retained by the facility, funds are of-
ten used to meet costs other than drugs.
More successful experiences are those
where local government and accountabil-

% Operating

% with % with Stock
Essential Out in the past
Drugs List 3 months

67.4 27.8

32.6 50.4

66.4 60.7

32.9 57.0

44.1 54.4

32.8 57.8

47.2 54.2

ity have been strengthened overall, par-
ticularly with community involvement.

Many methods have been tried to scale up ac-
cess to drugs for developing countries, includ-
ing large scale donations of drugs to govern-
ments, centralized procurement, reduced price
for developing countries and the use of ge-
neric drugs. Innovative approaches that en-
able non-profit health institutions to apply over
the internet for free or low cost drugs have
also been piloted. The role of public private
partnership in the management of PHC facili-
ties in Nigeria has remained largely untapped.

Management of PHC

Each health care facility requires an efficient
process for generating and using evidence in
policy making, implementing services, man-
aging procurement and distribution, organiz-
ing logistics and maintaining equipment, using
human resources appropriately, and efficient
financial management. Unfortunately, Nigeria
PHC system has performed below average for
most of these management indices due partly
to the fact that PHC services largely remain
the responsibility of the third tier of govern-
ment (LGA), where there is insufficient
programme and management capacity and
high fiscal irresponsibility.

Stewardship and Leadership in PHC

Stewardship is an essential function of the
health system that influences its other func-
tions and assures that health system goals of
equity, efficiency, and improvement in health
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outcomes are achieved. Each facility should
consciously identify its role in fulfilling the
stewardship role through integration and co-
hesion of the components of the service de-
livery system of PHC

CURRENT THRUSTS AND ACHIEVEMENTS IN THE
AREA OF PHC INFRASTRUCTURAL EXPANSION.
From the foregoing, it is evident that PHC
system over the years has been bedevilled by
inadequacies that have limited the efficiency
and effectiveness of service delivery and ser-
vices. The period between 1999 to date can
be likened to a new era of PHC Renaissance as
the system witnessed improved attention by
the federal, state and local governments in
the expansion of PHC infrastructure. This de-
velopment is as a result of the recognition of
the critical role PHC would play in improving
the national health outcomes and attainment
of the health MDGs.

The Federal Initiative

Based on the findings of the 2001 NPHCDA
Needs Assessment Survey which indicated poor
access to services, inequitable distribution of
primary health care facilities and poor com-
munity involvement, the National Primary
Health Care Development Agency on behalf of
the federal government introduced the Ward
Health System (WHS) initiative. The WHS pro-
vides PHC facilities and services to a political
ward, which is the constituency from where
a councillor is elected into a local government
council. It has a referral Model PHC Centre or
Ward Health Centre (WHC) built by the fed-
eral government which provides integrated
services to cover all PHC components as its
apex health facility. The WHC staff coordi-
nates and supervise all the health services
within the ward including those provided by
the community-based workers. Each ward is
sub-divided into sections in urban areas and
groups of villages in the rural area. Each sec-
tion or group of villages has a number of health
posts/clinics and maternity/dispensaries and
is supervised by resident JCHEW.

IMPROVING PHYSICAL ACCESS TO PRIMARY
HEALTH CARE SERVICES

Achievement Between 1999 to Date

Between 2001 and date, the federal govern-
ment in furtherance of its commitment to re-
vitalizing the nation's health care system, has
initiated the construction of 573 model ward
PHC centres nationwide. Many of the centres
have been completed and made operational
with equipment and drugs. In the same vein
some LGA owned facilities have been reha-
bilitated and equipped with the aim of plac-
ing at least one functional health centre in each
political ward in the country.

To date, 359 new model ward health centres
have been completed, provided with full com-
pliments of medical equipment, seed stock of
essential drugs and are providing the much
needed PHC services to an estimated popula-
tion of 6,000,000 living within their
catchments areas. In addition 371 existing LGA
owned PHC facilities have been upgraded to
serve as Ward Health Centres and the fulcrum
around which the Ward Health System is be-
ing implemented. The ward health centres,
constitute the operational nucleus of the ward
health system.

The States and the LGAs
In order to ensure that primary health care
services are appropriately delivered, the

Table 5: Distribution of new federal
model PHC Centres (2001 - 2006) by Zones

Zone No. Awarded No. Completed

South East 85 49
South West 100 65
South South 78 49
North East 94 57
North West 126 79
North Central 90 60
National Total 573 359
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Table 6: Equipping Existing Health Centres,
2005 by Zones

Zone No. of Facilities
South East 24

South West 33

South South 24

North East 28

North West 28

North Central 26
National Total 163

Table 7: Rehabilitation & Equipping of
Existing Health Centres (MDGs Fund, 2006)

Zone No. of Facilities
South East 31

South West 40

South South 32

North East 28

North West 44

North Central 33
National Total 208

states and the local governments have contin-
ued to play critical roles in the provision of
functional infrastructure, equipment and es-
sential drugs. While the federal support in this
regard is well coordinated and documented,
information on the efforts of the other tiers
is not readily available at the national level.
However there are evidences that several
frameworks/structures are being put in place
to enhance PHC development. Many state gov-
ernments are complimenting the efforts of the
LGAs by constructing Comprehensive Health
Care centres in the wards to serve as referral
centres for PHC facilities. Furthermore, some
states like Jigawa, Katsina and Delta have es-
tablished Primary Health Care Development
Agency.

This report is based on information on public
PHC facilities only. It suggests that the overall
population to facility ratio is reasonably bet-
ter in the northern states. However, it should
be interpreted with caution as the same re-
port reveals more private health care facili-

ties in almost all the southern states than in
the north. While Ogun state reported 424 pub-
lic PHC facilities, it also has 827 private health
facilities. Similarly, Imo state reported 460
public PHC facilities but has 650 private health
facilities, Oyo state has 677 private health fa-
cilities in addition to the 774 reported for pub-
lic facilities. Edo also has 554 private facili-
ties.

It should be noted that while the country runs
a three tiered health care model, referral isn't
effective; hence primary health care is ob-
tainable at almost all levels.

PUBLIC - PRIVATE PARTNERSHIP

In order to further one of the strategic thrusts
of the Health Sector Reform Programme i. e.
Promoting Effective Partnership and Coordi-
nation, the Federal Ministry of Health facili-
tated collaboration between the Association
of Local Governments of Nigeria (ALGON) and
the private sector to initiate the construction
of one Comprehensive Rural Health Centre in
each of the 774 LGAs. This initiative would
add 774 new high level PHC facilities to exist-
ing ones and further improve access to quality
care

KEY ISSUES

The main problems and issues of infrastructural
facilities, equipment and drugs supplies at PHC
level in Nigeria are poor policy formulation
and implementation, lack of effective moni-
toring system, limited human and material re-
sources, fiscal indiscipline and pervasive cor-
ruption, uneven distribution of health facili-
ties, poor maintenance and inadequacy of
equipment and essential drugs for providing
minimum health care package. The private
sector also play a significant role and should
be considered at all times to improve access
and ensure equity.

THE CHALLENGES
The challenges therefore are:
1. Providing suitable structural facilities for
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Tahle 8 Current Population & Number of Public Health Facilities in Selected States)

SN STATE POPULATION | NO.OF PUBLIC PHC POPULATION -TO -
FACILITIES FACILITY
RATIO

1 Ebonyi 2,300,000 286 8,041.96

2 Delta 3.927.915 326 12,048.82

3 Abia 2,945 200 359 8,203.90

4 Alkwa Ibom 3,900,000 285 13,684.21

5 Kaduna 6,066,562 731 8,208.90

& Imo 3,900,000 460 8.478.26

7 Oyo 5,569,475 774 7,185.70

8 Platean 3,100,000 601 5,158.07

9 Taraba 1,300,000 624 2,083.33

10 | Sokoto 3,700,000 56 6,654 .68

11 | Edo 3,200,000 590 542373

12 Nassarawa 1,900,000 690 2,753.62

13 Ogun 3214161 424 7,580.57
TOTAL 45,023,131 6,706 6,713.80

an effective health care delivery process
that will make available integrated PHC ser-
vices capable of realizing the goal of mini-
mum health care package at the facility
level.

2. How to enhance funding and management
capacity at the LGA and community level
to provide for the maintenance of struc-
tures, equipment and regular supply of drugs

3. To recognize the critical role of the pri-
vate sector and effectively bring it on
board in the current effort to revitalize
the PHC system.

4. Appropriate policy formulation and moni-
toring within the system

HEALTH SECTOR REFORM AND THE PRIMARY
HEALTH CARE SYSTEM

Health system in Nigeria has been undergoing
a reform process since 2003. The objectives
are to make the health system more respon-
sive, effective and equitable, so as to accel-
erate the attainment of Millennium Develop-
ment Goals. Incidentally, all the seven strate-

gic areas within which reform is to be under-
taken are directly PHC related and would boost
PHC service delivery.

The gains of the ongoing HSR on primary health
care are numerous and can be highlighted as
follows:

1. Harmonization of the operations of the Na-
tional Primary Health Care Development
Agency and the defunct National Programme
on Immunization would improve the stew-
ardship of the new agency and reposition
it to discharge its mandate in providing
technical assistance to the states and LGAs
ensuring orderly development of PHC

2. The enactment of a National Health Act
would streamline and clearly redefine the
roles and the responsibilities of all stake-
holders,

3. The on going Ward Health System initia-
tive at expanding PHC infrastructure,
equipment and essential drugs is improv-
ing access to quality health services and
strengthening/institutionalizing effective
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management at community level, hence
promoting sustainability.

4. The anticipated improvement to access and
quality of care would reduce the burden
of diseases and accelerate the attainment
of MDGs

RECOMMENDATIONS
Some of the key issues that need to be ad-
dressed are in the areas of organization, in-
frastructure, equipment and drugs supply; and
the suggestions are:

Community Management for Primary Health
Care

Primary Health Care is unique in its orienta-
tion towards the people. There are many re-
ports of community participation in PHC. The
committee system was designed to serve as
interface between the government and the
people. The development committees were
constituted years back at all levels but have
not been functional and effective. We must as
a matter of urgent national priority facilitate
their reactivation and operation so that the
communities could share the burden of put-
ting some of the facilities in proper shape.
The role of the committees transcends the
health sector. State governments must make
it mandatory for every community to form and
register its development committee. The com-
munity development organs in the states and
LGA should complement the effort of the
health sector in making the committees op-
erational. The committees' role is to ensure
that their facilities are in good shape and the
equipment and drugs are not pilfered. Condi-
tional grants could be considered by the states/
LGAs for communities that dearly guard the
facilities in their domain.

Emergency Plan for Rehabilitation of PHC In-
frastructure.

To say that PHC service delivery is encum-
bered by poor infrastructure is an understate-
ment. Service delivery is severely constrained
by the state of many facilities in our commu-
nities. The result is that health service cover-
age and utilization at many of these facilities

is generally low. Though there are already iso-
lated efforts to address this problem, it may
take long to yield the desired result. In line
with on going effort on the Teaching Hospi-
tals, the states/LGAs equally need to design a
blue print and master plan for rehabilitating
PHC Infrastructure. This option was adopted
in the post war Cambodia to address critical
issues of dilapidated health infrastructure.

Re-Organization of the Health Structure

The capacity of the LGAs to successfully man-
age primary health care, both financially and
technically has been in doubt for a long time.
The result has been poor funding and inad-
equacies in physical facilities, supplies and
health manpower. Presently, there are too
many state authorities concurrently control-
ling functions in the LGA. They include the
office of the deputy governor, the department
or Ministry of Local Government and the LG
Service Commission. Deep changes are there-
fore needed if Nigeria is to build an effective
PHC system. In line with South Africa, health
services should be integrated under one au-
thority and restructured in the states. We
should jettison the present model of three
tiered health structure which devolves PHC
to the LGAs. A unified state health system un-
der one authority is suggested. The PHC sys-
tem and secondary care should be integrated
in the state, such that the secondary care
would superintend over the primary care, with
its manpower equally conducting community
work and supervising PHC facilities. This way,
general hospitals and cottage hospitals which
are available in every LGA shall be the focal
point of PHC work and management.

Exploring Innovative Funding Mechanism

The most critical issue in the management of
the health care delivery system is funding.
Funds are required for building new health
centres, renovating existing ones, procuring
basic equipment and drugs. Financial resources
for PHC development must therefore, be made
available in an adequate and timely manner;
and in a way that would ensure efficiency.
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Investment must be systematic and not just
for capitals only. Generous provisions should
be made for recurrent expenditure including
costs of drugs, logistics and supervision. The
present system cannot cater for these needs.
Some innovation is required, such that every
LGA prepares a priced annual health plan that
is funded from joint state/LGA funds.

National Data Base for Health Infrastructure
There is a huge gap on information available
on PHC infrastructure. Attempts should be
made to put in place a system that would ef-
fortlessly allow collation and update of infor-
mation on all data relating to primary health
care from the LGAs to the states and the na-
tional. A national database for health infra-
structure would guide PHC infrastructural ex-
pansion at all levels.

Review of the Role of the National Primary
Health Care Development Agency

The NPHCDA's mandate should be expanded
to include the regulation and control of pri-
mary health care development. Though the
agency prescribes minimum standards that
cover physical infrastructure, equipment, drugs
and manpower, it is not empowered to con-
duct inspection of facilities providing PHC
services routinely to ensure compliance with
set standard. Expanding its role would there-
fore enhance the agency's stewardship role.

Essential Drugs Programme (EDP)

Despite genuine efforts by the federal, states
and the LGAs, the drug situation at PHC level
is constrained by many challenges. There are
all manner of suppliers and unwholesome prac-
tices at this level. The defunct Essential Drugs
Programme should be revisited in the states
to streamline the procurement system and ad-
dress the challenges at this level. The
programme would make good quality drugs
available at reasonably cheap cost in all LGAs.
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Chapter 7

NuTRITUION IN PRIMARY HEALTH CARE IN NIGERIA

ABSTRACT

Nutrition is widely recognized as the central
pivot of primary health care (PHC) from in-
ception but several countries including Nige-
ria neglected this key issue in plan imple-
mentation. Despite the availability of PHC
in Nigeria, malnutrition is still a perennial
PHC.

Nutritional deficiencies contribute to the high
rates of disability, morbidity, and mortality
in Nigeria throughout the life cycle especially
among infants and young children with sev-
eral data suggesting a crisis in the nutrition
of the country. Nigeria's health vital statis-
tics is not commensurable with all the hu-
man and material resources that have been
spent before and after the magic year, 2000.
Available statistics indicate that Nigeria is not
performing well even with its neighbouring
countries (Ghana, Cameroon, Benin and Togo)
let alone compared with oil producing coun-
tries, and where PHC has been successful
(Mozambique, Nicaragua and Cuba).

The current deficiencies in the functioning
of PHCs with respect to nutrition demand for
additional inputs which will serve to correct
this situation in future. As a matter of emer-
gency, the nutrition component of PHC should
be re-designed to ensure a reduction in neo-
natal morbidity by improvement in birth
weights through better nutrition care of the
mother. A reduction in infant mortality and
morbidity through better infant nutrition
and a reduction in toddler mortality and
morbidity by promoting satisfactory growth
and finally, attention should be focused on
the emerging noncommunicable chronic dis-
eases (obesity, cardiovascular diseases, some
forms of cancers) that are on the increase in
Nigeria.

INTRODUCTION

Adequate nutrition is one of the essential build-
ing blocks for development as it supports ef-
forts to generate new resources, technologies
and to create as well as nurture new institu-
tions and partnerships to improve global wel-
fare. Nutritional status is a measure of the well
being of an individual as affected primarily by
the intake of food and utilization of nutrients
as well as access to health, care and healthy
environment Nutrition plays a key role in real-
izing the eight Millennium Development Goals
by the year 20151. Therefore, nutritional sta-
tus as a key MDG indicator of poverty and hun-
ger is an important first step in recognizing
that policies, programmes and processes to
improve nutrition outcomes have a role to play
in global development. A nutrition perspec-
tive can strengthen key development mecha-
nisms and instruments such as poverty reduc-
tion strategies, health sector reform, improved
governance and human rights, and trade lib-
eralization.

The World Health Organization realizing that
the goal, "Health for All", by the year 2000
was not attainable by most developing coun-
tries including Nigeria, came up with other
measurable goals tagged, Millennium Develop-
ment Goals (MDGs). The eight MDGs are spe-
cific and measurable. Nigeria is one of the
189 signatories to the MDGs which were
adopted in 2000. The MDGs committed both
the developing and the industrialized coun-
tries to take serious action by the year 2015
to do the following:
— Eradicate extreme poverty and hunger.
— Achieve Universal Primary Education for
all
— Promote gender equality and empower
women
— Reduce child mortality
— Improve mental health
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— Combat HIV/AIDS, malaria and other dis-
eases

— Ensure environmental sustainability

— Develop a global partnership for devel-
opment.

It is apparent that practically all the PHC com-

ponents and those set are directly or indirectly

linked to nutrition. In fact, assessing the im-

pacts of vitamins and mineral deficiency on
morbidity and mortality, from Table 1, it is
obvious that micronutrient deficiencies can
deter the attainment of MDGs1-3.

Several studies have shown that child survival,
maternal morbidity and mortality reduction,
mental and physical development, and rates

Table 1: Contribution of Improved Nutritional Status (micronutrients) to Millennium

_Development Goals (MDGs). _
Goal 1: Eradicate extreme poverty lron and iodine deficiencies are related to mental
and hunger and physical incapacity and this has implications

for learning and productivity; zinc deficiency is
associated with stunting that is related to low
earnings, vitamin and mineral deficiencies (VMD)
are interrelated with poverty and hunger.

[Goal 2: Achieve universal primary
education

Iron and iodine are closely related to cognitive
function. Anaemia is related to low school
attendance independent of cognition.

Goal 3: Promote gender equity and
EMPOWEr WOomen

The demand for child bearing, menstruation,
pregnancy, and lactation create high demands of
micro nutrients stores in women, which results in a
higher level of deficiencies for them; reducing
VMDs, improves matemnal health and productivity
and reduces disabilities such as night blindness.

Goal 4: Reduce child mortality

lodine supplements, vitamin A and zinc are proven
to reduce childhood deaths and or severe illnesses,
improving foliate status around the time of
conception reduces the risk of mortality related to
neural tube defects (MTDs)

Goal 5: Improve maternal health

Anaemia is an important cause of matermnal deaths;
several VMDs (vitamin A, Iron, iodine, foliate and
calcium) are associated with complications of
pregnancy.

[Goal 6: Combat HIV/AIDS, malaria
and other diseases.

Adequate micronutrients status may reduce
progression of HIV/AIDS and improve the quality of
life of survivors.

Goal 7: Ensure environmental
sustainability

Fortification and supplementation support
environmental sustainability compared with
consumption of animal foods; micronutrient status
in turn is dependent upon a safe environment; e.g.
soils and iodine-deficiency disorders (10Ds).

Goal 8: Develop a global partnership
for development

The micronutrient sector has facilitated a broad
range of partnership that raises the awareness and
functioning of public and private sector
development imtiatives.

Source: Sanghvi et al 2007
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of blindness have improved significantly
through nutritional interventions, as well as
related programmes in developing countriesl-
8. Thus, nutrition is not just about promoting
quality health; it is the key to achieving hu-
man survival and economic development.

Box 1.

"Freedom from hunger and malnutrition, essential
to enjoyment of the highest attainable standard of
health, is among the fundamental right of every
human being".Hiroshi Nakajima, 1991, WHO.9

The above quotation further buttresses the im-
portant role of adequate nutrition in attaining
good quality of life. The causes of hunger and
malnutrition are multi-dimensional and multi-
factorial thus requiring multisectoral and
multidisciplinary approaches at resolution and
are similar to those of poverty. Thus integra-
tion of sectoral activities are required involv-
ing the economy, agriculture, health, educa-
tion, information, women and youths amongst
others. It is therefore important to examine
each sector that impacts on nutrition status to
determine its relationship in enhancing nutri-
tional well being throughout the life cycle.

Interestingly, the promotion of adequate nu-
trition is one of the eight major components
of the activities of PHC listed almost 30 years
ago. This is consistent with the goal of the
National Health Policy which is to establish a
comprehensive healthcare system for all Ni-
gerians within the available resources so as to
achieve socially and economically productive
lives. The role of nutrition in achieving the
goal of the health policy is recognized as the
foundation of promotive, preventive, cura-
tive and rehabilitative interventions within
the five principles of primary health care. De-
spite the aforementioned as well as the avail-
ability of primary health care centres in Nige-
ria, malnutrition is still a big problem arising
from the poor implementation of nutrition
programmes within the PHC system. It is im-
portant to note that nutrition, as one of the
elements of PHC, is a major determinant of
health and growth. Nutrition and health are
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not synonymous, but without good nutrition
health cannot be optimum.

The Importance of Adequate Nutrition

The early years of life are crucial. When well
nurtured and cared for in their earliest years,
children are more likely to survive, to grow
in a healthy way, to have less diseases and
fewer illnesses, and to develop thinking, lan-
guage, emotional and social skills10. Due to
poor health, under nutrition and poor learning
environments that fail to provide enough re-
sponsive stimulation and nurture, too many
children in Nigeria are entering school late,
performing poorly at school and not achieving
their full potential. The effects reach far be-
yond the individual lives of children and af-
fect families, communities and the develop-
ment of Nigeria. Therefore, there is a need
for a paradigm shift in policy, so that macro-
economic goals can be achieved. Also, all child
care programmes would be achieved through
recommended standards for meeting children's
nutrition needs in a safe, healthy, supportive
and stimulating environment that promotes
healthy growth and development.

Current trends in child health should there-
fore inform policies and actions in early
childcare and nutrition programmes. The fo-
cus should include addressing barriers militat-
ing against children receiving nutritionally ad-
equate diets; improving the capacity of par-
ents, caregivers/gatekeepers to participate in
child-care nutrition programmes and in child
meal planning. Implementation of the rights
of women and children to adequate nutrition
will have a major impact on their well being
in the future.

Intellectual resources and not natural or physi-
cal resources are increasingly the determinants
of national power in the world today. Hence,
no nation can afford to waste its greatest na-
tional resource which is the intellectual power
of its people.
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However, the increase in low birth weight
babies i.e. where children fail to achieve their
full potential growth, micronutrient deficien-
cies that permanently damage the brain and
anaemia and short term hunger limit children's
performance at school and this translates to
loss of intellectual resources of a nation.

Adequate nutrition is essential if learning is to
occur. Therefore investing in nutrition is a ne-
cessity and not a luxury, in the world today.
Evidence of the importance of nutrition to
intellectual and educational power is summa-
rized as follows:

- Thirty six percent of children under five are
growth retarded i.e. low height-for-age.
Growth retardation is associated with a sub-
stantial reduction in mental capacity and ad-
verse school performance, and ultimately leads
to reduced work productivity.

- An estimated 1.6 billion people worldwide
are iodine deficient. lodine deficiency is as-
sociated with an average 13.5 points reduc-
tion in intelligence quotient for a population.
lodine deficiency in school children leads to
reduced cognitive power while deficiency
during foetal life can have profound and irre-
versible effects on the child's mental capac-
ity.

- Fifty-three percent of school age children
suffer from iron-deficiency anaemia. Reduced
cognitive abilities, on the order of one stan-
dard deviation (SD), are associated with
anaemia in both infants and school-age chil-
dren with similar reductions in school perfor-
mance.

- When children go to school without break-
fast, their performance goes down by about
0.1 SD but only if they are malnourished or
from poorer backgrounds.

- Indirectly, nutrition also affects school per-
formance of undernourished children (low
height-for-age). This is because they tend to
be enrolled later in school than better nour-
ished children due to their small size, which
is mistaken for being young.

Educational performance can be improved
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through nutrition if attention is given to the
child starting from conception. This is because
life in the womb as well as the first three
years of life, are the most important periods
in terms of mental, physical and emotional de-
velopment. It is during these periods that ba-
sic human capital is formed, while most growth
failure occurs between six and 24 months of
age. Preventive programmes must be put in
place to prevent early damage due to anaemia,
iodine deficiency and chronic malnutrition.
The socially constructed gender roles of men
and women interact with their biological roles
to affect the nutrition status of the entire fam-
ily and of each gender. Women's biological roles
particularly make them more vulnerable to nu-
tritional deficiencies, for example cyclical loss
of iron and during child bearing. Also, the nu-
trition status of newborns and infants is inti-
mately linked with the nutrition status of their
mother before, during and after pregnancy.

Poor female nutrition early in life reduces
learning potential, increases reproductive and
maternal health risks, and lowers productiv-
ity. With regards to health risks, malnutrition
in women contributes to growing rates of ma-
ternal deaths and this is directly related to
faltering nutritional status and growth retar-
dation in children. Children born with low birth
weight are more likely to fall sick and die (high
infant morbidity and mortality rates), adding
to health care costs and undermining the hu-
man resource potential for an economy. The
situation limits a woman's ability to gain ac-
cess to assets such as education, land, infor-
mation, credit, technology and decision mak-
ing forums, later in life. This undermines at-
tempts to eliminate gender inequalities and
as such women with poor nutrition are caught
up in a vicious circle of poverty and under
nutrition.

Inequalities in access to and control of assets
hinder women's ability to provide food, care
and health and sanitation services to them-
selves and their family. Any reduction in gen-
der asymmetries benefits the entire family
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because women's contribution to food produc-
tion, food preparation and child care are criti-
cal underpinnings for the social and economic
development of communities; however, ef-
forts in this direction are hampered by malnu-
trition.

Improvements in the nutrition status of girls,
adolescent females and women make it more
likely that the cultural constraints facing
women will be relaxed as the advantages of
investing in their human capital become ap-
parent. For example,

« girls will be able to get an education,

e they will grow up to become economically
more productive, and be aware of various
livelihood options,

= they will be empowered to make decisions
in all spheres of life especially over sexuality
related choices crucial for parenting and pre-
venting sexually transmitted diseases includ-
ing HIV/AIDS.

In turn, future generations- male and female-
will benefit from such a human capital invest-
ment through improvements in nutrition sta-
tus transmitted throughout the life cycle.
Hence, increasing the gender-sensitive nutri-
tion content of public policy that seeks to im-
prove the status of women will make such
Improvements more sustainable.

Apart from female education, another way to
indirectly improve the nutrition status of fe-
males is ensuring food security at household
level. This can be done through establishing
home gardens where fast growing crops can
be cultivated and it has the potential of en-
hancing incomes, thereby empowering women
economically and ultimately the development
of their communities.

Malnutrition is responsible for much of the suf-
fering of the peoples of the world. The case
for public action to eradicate malnutrition is a
strong one, and one that can be forcefully made
using either ethical or economic arguments.
Food and nutrition are human rights, enshrined
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in various conventions e.g. the convention of
the right of the child, 1989. Nutrition is an
excellent investment because improved nutri-
tion empowers people and it empowers com-
munities. In doing so it fuels the development
process and leads to poverty reduction.

Better nutrition improves intellectual capac-
ity, which in turn increases an adult's ability
to access other types of assets that are essen-
tial for increases in labour productivity and
has a larger set of available livelihood options.
In addition, the intergenerational cycle of pov-
erty is more likely to be broken when babies
get an adequate nutritional head start. Re-
search shows that foetal and infant under nu-
trition affects children’s later school enrolment,
educational attainment, cognitive ability and
lifetime earnings and how adults' nutrition sta-
tus affects their labour productivity. In this
way attempt has been made to capture the
economic costs of under nutrition in terms of
gross domestic product (GDP).

While improved nutrition is central to im-
proved income generation, poverty reduction
and more rapid development, the process
through which malnutrition is reduced can also
empower communities. Unlike most other
types of human capital investment interven-
tions, most nutrition programmes are commu-
nity based. As communities develop the ca-
pacity to undertake assessment, analysis and
action for nutrition interventions, they can
apply this capacity to other types of develop-
ment intervention.

Communities that are strengthened through
the community-based nutrition programming
process are more likely to access central re-
sources and are more likely to use them effi-
ciently in a wide range of activities while
bringing their expertise to bear on the devel-
opment process. There will also be less likeli-
hood of conflicts, if one of the causes, which
is malnutrition is reduced, particularly if those
reductions are achieved through a community
led process. Therefore, in an increasingly in-
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terconnected world, the premium on good nu-
trition is higher than ever.

Causes of Malnutrition

The nutrition status of an individual, including
any of the four major forms of malnutrition
(PEM, IDD, vitamin A deficiency, and iron de-
ficiency anaemia), is an outcome of complex
biological and social processes, as summarized
in the UNICEF conceptual framework as fol-
lows:

Immediate causes: Inadequate dietary intake
and disease are the immediate causes or
determinants of malnutrition. The inadequacy
may include total energy, protein, vitamins,
or minerals. Inadequate dietary intake may
increase the susceptibility to and severity of
infection; conversely, many infectious diseases
reduce dietary intake and nutrient utilization
through loss of appetite and reduced absorp-
tion.

Underlying causes: The number of possible un-
derlying causes seems almost endless and their
interrelationships complex. All, however, re-
flect a particular utilization of resources in the
past and the present. One way of grouping
these causes is to identify a set of outcome
conditions necessary for adequate nutrition or,
more precisely, for adequate dietary intake
and absence of disease. Three such conditions
can be identified: adequate access to food
(household food security); adequate care of
children and women; and adequate access to
preventive and basic health services together
with a healthy environment. Each of these
conditions is necessary but not sufficient for
adequate nutrition. If all three are fulfilled,
however, it is likely that dietary intake will
be satisfactory, disease will be controlled, and
adequate nutrition will be secured. Household
food security is an outcome of technical and
social processes in society, but it ultimately
depends on the availability, accessibility, and
use of resources.

Adequate care of children and women has only
recently been fully recognized as having an
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important bearing on the nutrition status of
mothers and children. "Care" refers to care
giving behaviour such as breastfeeding and
complementary feeding practices, food and
personal hygiene, diagnosing illnesses, stimu-
lating language and other cognitive capabili-
ties, and providing emotional support. Care
also refers to the support that the family or
community provides to members of the fam-
ily and to behaviours within the household
that determine the allocation of food supply
to members of the household. In addition, care
includes the utilization of health services and
water and sanitation systems to create a
healthy microenvironment for family mem-
bers.

Care, like household food security, is the out-
come of complex processes in society, but it
ultimately depends on the availability, acces-
sibility, and use of resources. Important causes
of inadequate child care include poor health
of the mother; lack of education and wrong
beliefs of caregivers; lack of self confidence
of the mother; inadequate social support from
community, family, and husband; excessive
workload of the mother; and mother's lack of
control of available resources. Access to health
services, together with a healthy environ-
ment, is the third necessary condition for good
nutrition. Prenatal and post-natal care, immu-
nization (particularly against measles), oral re-
hydration therapy, distribution of micronutri-
ent supplements, de-worming, family planning,
and health education are all important health
services with great impact on nutrition. Ac-
cess to water and safe excrete disposal are
prerequisites for control of diarrhoea and
other diseases influencing the nutrition status
of children. The achievement of the "health"
condition ultimately depends on resources in
the same way that the achievement of the
"food" and "care" conditions does.

Basic causes: There are three main types of
resources: human resources (people, their
knowledge, skills, and time); economic re-
sources (assets, land, income, and so forth);
and organizational resources (for instance, for-
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mal and non-formal institutions, extended fami-
lies, and child-care organizations). Resources
are available at different levels of society and
are controlled in many different ways.

At the household level, men usually control
more of the resources, which often constrain
the achievement of the necessary conditions
of food, care, and health. The use of resources
depends on the way a problem is understood
as well as on the perception and priorities of
those who control resources. Education plays
a particularly important role in determining
how resources are utilized to secure food,
health, and care for children.

Addressing these risk factors within the PHC
in an integrated manner can help reverse the
trend of poor nutritional health in Nigeria.
Nutrition is widely recognized as the central
pivot of the primary health care plan from
inception but several countries including

Nigeria neglected this key issue in plan imple-
mentation. The PHC therefore is the first level
of contact of individuals, family and the com-
munity with the national health system, bring-
ing health care as close as possible to where
the people live and work.

Despite the availability of primary health care
centres in Nigeria, malnutrition is still a big
problem arising from the poor implementa-
tion of nutrition programmes within the PHC
system primarily due to a lack of understand-
ing by health workers that its eight essential
components all have nutrition objectives that
need to be considered and targeted in their
implementation. The challenges of inadequate
staffing, equipment, and essential drugs are
consistent with the situation of PHCs in Nige-
ria. The PHC workers with inadequate capac-
ity in delivering services for nutrition and early
child care constitute a big concern.

Figure 1. Conce ptual Framew ork for Improved Nutrition Status and

Functional Consequences.

Funicticnal Consegquences:
Swrvival, Health, Educability,

Productivity

i

Hutritlonal Status )

Housshold
Food Sacurlty

Human, Economic, 8
Institwlicnal Besources

A dgpe e froes LNICEF

Chapter 7: Nutrituion In Primary Health Carea (PHC) In Nigeria

" Poremial Resources

— >

Care of Mothar
and Shilld

‘-..,‘___L_

E rnllr:-n HF'E |1|'L o

e

and - 1

Lnderlying
Capsss

Baalc
Caugeg

109



There is now a greater understanding of the
fundamental causes of malnutrition, which are
primarily of a socio-economic nature. How-
ever, there are urgent nutrition problems, af-
fecting children and mothers, which cannot
wait for socio-economic development efforts.
It is in this context that the nutrition inter-
vention at the primary health care level be-
comes essential. The Primary Health Care Ap-
proach, now being promoted and supported
by the Ministry of Health and implemented by
the Local Government Authorities, offers the
basis for successful integration of nutrition ac-
tivities into the health care system. Since PHC
is basically a health concept and a develop-
ment strategy, it should, if properly organized,
be a vehicle for effective implementation of
the health sector Nutrition Policy, which will
feed into the National Food and Nutrition
Policy for Nigeria. However, one of the key
actions for child survival- that is 'exclusive
breastfeeding' has a rate of only 17% in Nige-
ria and 21% of infant mortality is attributed to
poor breastfeeding. A reduction in neonatal
mortality and morbidity is possible if there is
improvement in birth weights through better
nutritional care of the adolescents and women
of reproductive age before pregnancy and the
lactating mother promoting exclusive
breastfeeding, and good complementary feed-
ing with continued breast feeding.

Similarly, better infant nutrition will reduce
infant mortality and morbidity; reduce tod-
dler mortality and morbidity if satisfactory
growth is promoted through monitoring, coun-
selling on feeding practices during health and
sickness; therapeutic feeding interventions
when necessary, prevention and treatment of
diarrhoeal disease, including oral rehydration,
and immunization. There is a reduction in the
prevalence of two specific deficiency diseases
namely anaemia due to iron deficiency and
vitamin A deficiency which causes blindness
and reduced immune function through educa-
tion and distribution of medicinal iron; and
periodic administration of large doses of vita-
min A. These activities need to be incorpo-
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rated into the PHC and handled by qualified
personnel to combat malnutrition.

Prevalence and Consequences of Malnutri-
tion through the Life Cycle

From birth, poor breastfeeding practices are
a major cause of neonatal and infant mortal-
ity. The WHO, UNICEF, and Nigeria's National
Breastfeeding Policy recommend that infants
be exclusively breastfed from birth to six
months and continued breastfeeding to 24
months and beyond for optimal survival,
growth and development. Unfortunately, only
17% of infants under six months of age are
exclusively breastfed in Nigeria. This means
that 83% of infants are given water, fluids,
and/or foods before the age of six months.
This harmful practice decreases breast milk
intake and exposes the infant to pathogens, a
major cause of diarrhoeal diseases and mor-
tality. Similarly, at about six months of age,
infants need to be fed adequate complemen-
tary foods. Locally available foods rich in en-
ergy, protein, iron, and vitamin A, and pre-
pared in good hygienic conditions should be
the base of complementary feeding. In our
country most young children are fed comple-
mentary foods that are inadequate in quality
and quantity. For example, two thirds of in-
fants six to nine months old are currently not
fed small quantities of foods of animal origin
like meat, fish, crayfish, poultry, or eggs, and
therefore lack in their diets essential nutri-
ents for their survival, growth, and develop-
ment. Therefore, poor breastfeeding and in-
adequate complementary feeding practices ex-
plain the progressive increase of protein-en-
ergy malnutrition levels in children, as they
grow older. It is important therefore to em-
phasize that child malnutrition starts very early
in life. By the age of 24 to 36 months all the
damage is done and there is little chance of
recovery.

Micronutrient malnutrition reduces children's
learning ability, school performance, and re-
tention rates. The consequences of malnutri-
tion on children's development can manifest
themselves even before birth. lodine is es-
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sential for the development of a child's brain
from conception. Results from several studies
show that three percent of babies born to io-
dine deficient women suffer from cretinism
and present severe mental and physical retar-
dation, 10% suffer from moderate-to-severe
mental retardation and the remaining 87% suf-
fer from some form of mental impairment. It
is also well known that in populations where
iodine deficiency is endemic, the average 1Q
is reduced by 13.5 pointsll. The damage to
cognitive development in children caused by
iodine deficiency is permanent

Nutritional deficiencies contribute to the high
rates of disability, morbidity, and mortality in
Nigeria, especially among infants and young
children1?with several data suggesting a crisis
in the nutrition situation of the country.

Evidence abound that under nutrition is an im-
portant factor in the death of many young chil-
dren. Even if a child is only mildly malnour-
ished, the mortality risk is increased. Under-
five mortality is largely a result of infectious
diseases and neonatal deaths in developing
countries. Respiratory infections, diarrhoea,
malaria, measles, and other infectious diseases
take their toll on children. 2003 NDHS revealed
that 45% of all deaths that occur before age
five are related to malnutrition (severe and
moderate malnutrition) while moderate mal-
nutrition is implicated in 77 percent of deaths
associated with malnutrition.

Numerous regional surveys portray a sorry state
of nutrition in Nigeria. In February 1990, an
anthropometric survey of pre-school (two to
five-year-old) children in seven states found
underweight prevalence ranging from 15% in
Akure, Ondo State to 52% in Kaduna, Kaduna
State; while stunting prevalence ranged from
14% in ljero-Ekiti, Ondo State to 46% in Kaduna,
Kaduna State.

The UNICEF10Check numbering for 12 had been

used study showed that nationally, under-five
stunting was 52 percent, underweight was 28
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percent and wasting was 11 percent. MICS12
also showed that nationally, 34 percent of the
under-fives were stunted, 31 percent were
underweight and percent suffered from wast-
ing. A recent surveyl3 showed that nation-
ally, 42% of children were stunted, 25% under-
weight and 9.0% wasted. The NDHS reported
38 % of under-five children to be stunted, 29
% underweight and nine percent were wasted.
All these data sources confirm that child un-
der nutrition is high and that Nigeria is far
from the targets recommended for achieve-
ment by 2015. Besides, a critical comparison
of the data indicates a little improvement in
the menace of malnutrition since the begin-
ning of the health reform in Nigeria.®

Research evidence suggests that in communi-
ties where iodine deficiency is prevalent,
mental impairment is widespread. A review
of 18 studies in different countries found that
in communities affected by iodine deficiency,
the average 1Q of children is - on a scale of
100 points - 13.5 points lower than that of
children living in communities without iodine
deficiency. (Source: Bleichrodt N. and Born
M.P. (1994) A meta-analysis of research on io-
dine and its relationship to cognitive devel-
opment. In J.B. Stanbury (ed.) The Damaged
Brain of lodine Deficiency. New York: Cogni-
zant Communication Corporation.)

The incidence of low birth weight in Nigeria
Is about 14% from 1998-2005. Both protein-
energy malnutrition and low birth weight are
considered leading causes of infant mortality.
The infant mortality rate in 1990 was 100 per
1,000 births, above average for sub-Saharan
Africa with only 17% of infants (1996-2005).
The fertility rate is quite high at 6.3, and the
maternal mortality rate is 800 per 100,000 live
births - one of the highest in the world -at-
tributed primarily to maternal malnutrition,
anaemia, and poor obstetric care. Life expect-
ancy stands low at 44 years in 2005 and 71% of
the population lives below one dollar a day
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The general relationship between infection and
under nutrition is well established. Under nu-
trition affects both the body's immunological
and non-immunological defences. As a result,
it increases the incidence, severity and dura-
tion of common childhood diseases, such as
diarrhoea, acute respiratory infections (ARI)
and measles. More than 60% of under-five mor-
tality rate in the developing countries includ-
ing Nigeria is associated with malnutrition13 .
Micronutrient deficiency is a serious nutritional
problem in Nigeria for U5 children. NCFNS
(2003)8 showed that 29.5% of children under-
five are suffering from Vitamin A Deficiency.
Vitamin A Deficiency (VAD) contributes up to
25% of infant, child and maternal mortality in
Nigeria because of reduced resistance to pro-
tein energy malnutrition, acute respiratory in-
fection, measles, malaria and diarrhoea. Indi-
viduals suffering from VAD are susceptible to
night blindness and to xerophthalmia. More
than nine million children and six million moth-
ers are Vitamin A deficient in Nigeria. Micro-
nutrient malnutrition again is seen here as more
prominent in the rural areas than in the urban.
More and sustained intervention and nutrition
education is therefore needed to combat the
problem in the rural area.

Nutritional anaemia is also a common problem
in Nigeria among children and women, with
estimated prevalence of 20-40% in adult fe-
males, 20-25% in children, and 10% in adult
males. In 1988, 39% of school children exam-
ined suffered mild anaemia. Nigeria has been
identified as having a high prevalence of io-
dine deficiency, with an estimated 24 to 36%
of the surveyed population currently suffering
from goitre.

Maternal micronutrient (vitamin A, lodine,
Folate, Iron etc.) deficiencies still constitute
major determinants of maternal mortality with
iron deficiency anaemia (IDA) being the most
common micronutrient malnutrition problem
in the world, affecting more than two billion
people while in Nigeria 24.3% of women and
35.3% pregnant women are at different stages
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of iron deficiencies13 . Consequences of ma-
ternal folic acid deficiency include maternal
anaemia, neural tube defects, low birth
weight, infection etc.

In mothers, VAD, especially in combination with
zinc deficiency contribute to intra-uterine mal-
nutrition leading to low birth weight or still-
births. VAD is a contributory factor to the high
infant, child and maternal mortality in Nige-
ria. Scientific evidence showed that adding
vitamin A or beta carotene to the diets of ex-
pecting women lowered their risk of death
from pregnancy by as much as 40 per cent.
Anaemia contributes to one in five maternal
deaths and to increased morbidity, foetal-
growth retardation, compromised mental de-
velopment, poor physical activity, and reduced
labour productivity.

On the importance of nutrition from the womb
to old age, both in health and disease, the
emerging non communicable chronic disease,
the connection between nutrition and attain-
ment of PHC and MDGs, other vital health
statistics are presented below.

[ Box 2: Highlights of Some Selected Health \
Statistics in Nigeria
Life Expectancy: 43 Disability Adjustment Life
Expectancy ranking: 163/191 countries Equity of
child survival ranking: 188/191 countries Deaths
due to diabetes are projected to increase by 52%
Overweight women 35% and by year 2010 will rise
to 49% By 2010, 5 million Nigerians would die of non
communicable chronic diseases.Infant mortality
rate: 114/1000 life birthsUnder five mortality rate:
205/1000 live birthsStunted children: 43% Under-
weight preschool children: 36%I nfant with low birth
weight: 14% Probability to surviving to age 55: 32%
Maternal mortality 948/ 100,000 live births HIV/
\ AIDS prevalence 4.4% /

It is apparent from Box 2 above that Nigeria's
health vital statistics is not commensurable
with all the human and material resources that
have been spent before and after the magic
year, 2000. In an attempt to reduce the pe-
rennial health problems of developing coun-
tries, Mahler (1976), proposed the slogan
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"Health for All by the year 2000", at the 1976
Health Assembly. The concept of PHC, as a
tool to achieving health care for all by the
year 2000 was endorsed in 1978 by 134 coun-
tries including Nigeria21l.The Declaration of
Alma Ata listed eight original components of
PHC (see chapter on PHC).

The components subsequently were increased
to 10 with the addition of oral and mental
health.

Under the number two component of the PHC,
the following goals were set to achieve "Health
for All" by the year 2000.

(1) A halving of severe and moderate pro-
tein energy malnutrition (PEM) in children
under-five;

(i) A reduction in the rate of low birth
weight to less than 10% in all countries

(111) Areduction at least one third in 1990 lev-
els of iron-deficiency anaemia in women

(iv) The virtual elimination of iodine and vi-
tamin A deficiencies22.

Indeed, the concept of "Health for All" at a
low cost through PHC was commendable.

Experience and data have now shown that the
concept in practice was difficult to achieve
even years after the target year 2000, avail-
able health and demographic data have shown
that our health care delivery is still very poor
10,18-20 (Tables 2-4).

As depicted in Tables 2-4, virtually none of
the goals set was met in Nigeria, even five
years after the magic year, 2000. It should be
noted, however, that most of the goals were
met in other oil producing countries (Kuwait,
Libya, Saudi Arabia) and in countries where
PHC system has been successful (Cuba, and
Nicaragua). The pertinent questions to raise
at this juncture are:

I. Why was it that PHC has not been success-
ful as expected in Nigeria?

Ii. Has nutrition been given top priority at the
local government level in the strategies to re-
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duce the unacceptably high infant and mater-
nal mortality rates, anaemia and PEM in Nige-
ria?

iii. What features does the National Health
and Nutrition Policies want to create for Ni-
gerians by the year 2015?

iv. How does nutrition relate to the attain-
ment of MDGs by 2015? What are the emerg-
ing non-communicable chronic diseases that
are nutritional related and their consequences?
v. What are strategies to achieving sustain-
able and cost-effective food and nutrition se-
curity through PHC?

The Features National Health and Nutrition Poli-

cies Seek to Create for Nigerians

The Federal Government has initiated health

sector reform in an attempt to correct the

lapses in health care delivery. The features
the Nigerian government wants for her citi-
zens include:

e Improvement of the nutritional and health
status of all Nigerians with particular em-
phasis on the most vulnerable groups (chil-
dren, women and the elderly).

e Reduction of under nutrition, especially
among children and the aged and in par-
ticular, severe and moderate malnutrition
among under-five by 30% by the year 2010.

e Reduction of micronutrient-deficiencies,
particularly iodine deficiency disorders
(IDD, Vitamin A deficiency (VAD) and iron
deficiency anaemia (IDA) by 50% of the
current levels by the year 2010.

e Reduce the rate of low birth weight (2.5kg
or less) to less than 10% of the current

level by 2010.

e Reduce the prevalence of infection and
parasitic diseases that aggravate the poor

nutritional status of infants and children by 25%
of the level.

e Reduce starvation and chronic hunger to
the barest minimum through increased food
intake.

= Promotion of healthy lifestyles through re-
duction of risk factors, effective routine
immunization.
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Table 2: Estimates of Prevalence of Deficiencies and Underweight for Selected Countries, Year 2000

Couptry Underweight | Vitamin A A nse min Pregnant Todime
deficiency WaER defici ency
Xerophthalmia Serum retinel Preschonl MNon-pregnant
<. Jumol’L children WalnEn
Bamin 216 L5 433 BlL%9 6.6 TL7 12.7
A0 0N FL5 11 5.1 517 FLT 454 11.7
Ghana 243 L0 458 545 397 S0.6 18.1
N'E?ria 210 L& 38.2 65.2 47.1 517 7.7
Togo 18.8 LE 347 TL7 454 S0.E 135
OIL PRODUCING COUNTRIES
B ait 54 0% 15.8 4.7 12.% 4.4
Lilwa 5.1 05 19.3 203 235 A5 10.1
Saucdhi Arabda 7.4 05 09 185 18.6 251
Tinited Arab 50 ol 13.7 L4 105 34.4
Emiraies
WHERE PHC HAS WORKED
Cuba 4.1 ol B2 il 281 35.0 BS
hioe arnbdque 17.6 LE 258 TG SLE 523 17.4
Micarsgna 12.0 o5 14.1 ] 0.6 40.1 11.0

2
Sowrce: Maron et al, 2005

Table 3: Nutrition Indicators of Under-Five Children in Selecied Neighbouring Countries Compared
with Some Selected Oil Producing Countries and those Countries where Primary Health Care (PHC)
Services has been Reported Successful ¢ 1996- 20044

Country % of infants with | % of children % of children | % wasting P stombed
low birth weight exclusively suffering
breastfed <6 from
monihs underweight
Benin 16 38 23 ] 31
Cameroon 11 21 13 5 32
Ghana 10 53 22 T 30
Migeria 14 17 ] £ 38
| Togo 18 29 25 12 22
OIL FPRODUCING COUNTRIES
Eounwait T 12 10 11 24
| Liboya T - 5 3 15
Saudi Arabia 11 31 14 11 20
Unitad Arah 15 34 14 15 17
Ermirates
WHERE FHC HAS WOREKED
Cuba fi 41 4 2 5
Micaragua 12 31 10 2 20
hMozambigue 15 30 24 4 41

Adapred from UNICEF stare af the World's Children, 2006

Table 4: Trend in Infant and Under-five Mortality Rates and life Expectancy in Selected Neighbouring
Countries Compared with some Selected Oil Producing and those Countries where Primary Health
Care (PHC) Services has been Reported Successful (1994)- 2005

Country IME I SMIE Life Expectancy MNE
15950 2005 | 1990 205 1998 2005 1 900 - 1998
Benin 185 152 111 L] 53 54 EEN]
Cameroon 139 149 | 85 57 55 46 S50
Ghana 122 112 [ 75 [ A0 57 TAD
Migeria 230 197 120 101 S0 53 1000
Togo 153 140 [ 88 TE 49 55 G40
| OIL PRODUCING COUNTRIES
Eounwait 1 12 14 10 73 7 29
Libya 41 20 35 18 T T4
[ Saudi Arabia 44 27 35 2 T2 T2 130
United Arab Emirates | 14 = 12 T T5 T8 26
WHERE FHC HAS WORKED
Cuba 13 T 11 fi Th 78 7
Micaragua [ EL] 52 31 (1] T | &0
Mozambigue 235 152 158 1104 44 432

Adapred from Siate of Children's Fund New York, UNICEF, 2006"; UNDP, 2005
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The current health situation in Nigeria actu-
ally calls for immediate and effective mea-
sures to achieve the goal and aspirations re-
quired for all Nigerians by the year 2015.

The extracts from National Health Policy of
200622 gives the current health situation in
Nigeria as follows:

— Nigeria's overall health system performance
was ranked 187th among the 191 member
states by the World Health Organization in
2000 (World Health Report).

— Preventable diseases account for most of
Nigeria's disease burden and poverty is a
major cause of there problems.

— Nigeria's maternal mortality rate (about one
mother's death in every one hundred de-
liveries) is one of the highest in the world.

— Routine immunization coverage rate that
had reached over 80% in the early 1990
has fallen to all time low by year 2000.

— Some health status statistics, such as un-
der-five mortality rate, and adult mortal-
ity rate, are higher than the average for
sub-Saharan Africa.

Available statistics indicate that Nigeria is not
performing well even with its neighbouring
countries (Ghana, Cameroon, Benin and Togo)
let alone compared to oil producing countries,
and where PHC had been successful
(Mozambique, Nicaragua and Cuba).16 It is per-
tinent to note that at the root of all the pre-
ventable diseases, poor nutrition intake is the
cause. While, the government has initiated
and supported various nutrition programmes
in Nigerial7, they have not been effective to
show marked positive change in the popula-
tion. However, none of the policies paid rec-
ognition to the emerging non-communicable
chronic diseases as they relate to nutrition.

1.2.2 Maternal and infant Nutrition

The effects of nutrition can be well illustrated
with the outcome of pregnancy and during in-
fancy. Several studies have shown that ma-
ternal nutrition, before and during pregnancy
has been an important determinant of the out-
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come of pregnancy. The high rate of low birth
weight (LBW) in Nigeria and other develop-
ing countries has been attributed to maternal
nutrition during the critical gestational period.
Malnutrition during pregnancy has been recog-
nized as one of the major factors for high
maternal mortality in developing countries in-
cluding Nigeria 2?¢ The reason for the high
mortality rate is that maternal malnutrition
worsens the other causes of maternal morbid-
ity such as anaemia, postpartum haemorrhage,
obstructive labour and infection among oth-
ers 22" |In developing countries like Nigeria,
As recognized by Ladan (2007), "There is no
single cause of death and disability for men
that comes close to magnitude of maternal
death and disability"*®

As depicted in Table 2, anaemia and vitamin A
deficiency are still prevalent among non preg-
nant and pregnant women in Nigeria, though
varying by place of residence. As indicated in
the NPC report, more rural women are stunted
and underweight than their urban counterparts
2930 Although maternal malnutrition can be due
primarily to poverty, other precipitating fac-
tors include cultural food taboos, fear of hav-
ing a big baby because of risk of caesarean
section, hookworm infestation, malaria and in-
fection.?* 'n addition to the above causes,
women exert a lot of energy on productive
activities such as farming in the middle belt
region. The cultural and traditional food ta-
boo as shown in Table 5 summarizes those food
items prohibited to infant, pregnant and lac-
tating women.

It is obvious from the above that meeting the
dietary nutrient requirements by pregnant and
lactating mothers in Nigeria will be an uphill
task considering the recommended dietary al-
lowance for women. In fact, perusing nutrient
intake of lactating Nigerian women, in Table
6, it is apparent that most of the daily re-
quirements were not met when compared to
the data of the RDA for women. If Nigerian
government is to reduce the high maternal
mortality rate by the year 2015, emphasis
should be laid on maternal nutrition before
and during pregnancy in all primary health fa-
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cilities ¥

UNICEF in 1995% reported that "hidden" rather
than overt (obvious or frank) malnutrition is
the main cause of high USMR

Indonesia, 9 million, Vietnam, 4 million, Iran,
4 million, Ethiopia, 4 million, and Philippines,
3 million.

Stunting which is one of the forms of PEM is
the most prevalent among the U5 children in
Nigeria. As shown in the Table 9 below, its
prevalence is higher in the rural areas of Ni-
geria. The trends of stunting among the under
five have not changed in the past ten years.

Exclusive breastfeeding for the first months

[ Box 3 \

“In Nigeria maternal nutrition has not been given
the prominence it deserves. This is in spite of the
fact that four of the major causes of high mater-
nal mortality in Nigeria are nutrition -related. The
issue of weight gain during pregnancy in particular

and the perception of pregnant women towards

certain food items are to receive adequate atten-
\ tion". Ojofeitimi et al, 200623 /

of life has been described to be effective
for child survival in developing countries %4
The percentage increase of exclusive in Ni-
geria. Incidentally, Nigeria was one of the 10
nations with 80% of the malnourished under-
fives with 8 million; other countries are In-
dia with 72 million, China, 24 million,
Bangladesh, 13 million, Pakistan, 9 million,

Tahle 5: Summary of Food Items Proscribed to Infants,

Pregnant and Lactating Mothers®

Fosind Them Reasons For Proscription Target Group

Milk and Bour Makes haby boo baary Pregnant mother
Cow pe 88 Makes baboy boo by Pregnant mother
Mango Produces worm Pregnant mother
Guava Canses naussa Pregnant mother
EBitter leaf Causes Dizziness during pregnancy Fregnant mother
“Ebalo™ Causes belching at delivery Pregnant mother
Pumpkin leaf Canses slit on new bom's head FPregnant mother

Bush me at Mutbon

Causes animalistic behaviour in the new
bakny

Pregnant mother

Vegetmhle oil plantain

To prevent death of the child as a esult of
cure from the slave delayed closume of
anterior fontanelle

Lactating mother

I Slippery. slimy stool Lactating mother
Snail Delayed on=et of walking Lactating mother
Cow pe 88 Stomach ache in mother Lactating mother
Cow pe 88 Camses dismhoe &, ju-:TlEesL'mn Infant=
Groundnut Causes pile Infants
Melon esed Against family tradition Infant=
Egg and meat Development of expensive tasie that may | Infants

lead to stealing behaviour
Cow milk Causes black stool Infani=
Coconut waker Makes child to be unintelligent Infant=
Cocoyam Canses haemorrhoids and infertility Intants

Sowurces: Ojafeitimi and Tendola (195007, Ojofeinimi & Tanimows (1 987 ), Mok imi er al (1982
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