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INTRODUCT I ON

Nigeria, like many other developing countries, has a medical system
committed to providing preventive and curative medicine for everyone
in the country. These commitments have to be made within the
constraints of the country's resources and inadequate data, thus
making the health and disease situation in the country a difficult

task to curtail by the doctors.

This is due to the vast differences between the rural population of
over 80 per cent and the small proportion who live in the major
urban cities; and also, for example, the settled nucleated
villagers, small bush hamlets and the migratory herdsmen. In many
rural communities, distance and travelling costs prevent the
effective utilisation of the existing medical facilities (Ajaegbu et
al, 1975) and poor environmental sanitation in both rural and urban
communities (Obediji and Aboyade, 1967) increase the incidence of

disease.

The medical facilities are inadequate in manpower in this rapidly
developing country. Disease is an ever present threat to the

working efficiency of the population in both rural and urban areas.

Westernised medicine is fastly creeping into the areas covered by
traditional medicine. This can help or hinder the health progress.
This is because every community has its own system of health values

and beliefs. Traditional attitudes and practices exist in all walks



of life. It is not restricted to developing countries alone; for
example, the idea of blood transfusion to save a life may be
accepted or rejected, depending upon the prevalent attitude in the

community.

Into this system of beliefs and values, the health education programme
will bring in new concepts and approaches to the community. This
should be to provide new information and skills, and change of
attitudes. These health programmes should help the doctor to reduce
the incidence of diseases, because this will improve the quality

of life in any community and improve the welfare of the women and

children and increase the physical and mental health of the families.

According to Tones (1980), health and education are 'Humpty Dumpty'
words; this is because it is very difficult for anyone to agree on
their definitions. This paper defines health education as a "'means
to develop knowledge, attitudes and behaviour which are conducive to
the attainment of personal and community health. It seeks to ensure
that the community accepts health as a valid asset and to equip
individuals with knowledge and attitudes that will help them to

protect their own health and solve their problems' (Bandaranayke,

1979). This definition is used because, as mentioned earlier,
Nigeria has both traditional and westernised medicine. Both services
are used by the population. The people will therefore have to under-
stand new concepts that will make them participate actively in the

community's health programme.



Therefore, the purpose of this paper is:

1) To develop a health education curriculum for any
medical school in Nigeria, so that the products
will use health education in the performance of

their duties among the urban and rural community.

2) To promote, integrate and co-ordinate the development
and application of relevant health education principles
in pre=clinical and clinical years in a medical school,

and therefore increase the amount of teaching hours.

The Ahmadu Bello University in Zaria, Kaduna State, will be mentioned
and referred to in this paper. Hence, in the presentation, efforts
are made to give meaningful information that will provide the
planners in the medical schools, researchers and others with valid

points of reference for further activities in health education.

Chapter One gives a brief description of Nigeria's general charac-
teristics and demographic data which also includes the population
pyramid. General assessment of health includes mortality and
morbidity trends that are valuable indices for evaluation of health

status of a population and gquidelines for health education.

Chapter Two gives a brief description of the health administration
systems and the Nigerian Health Service panel report with their

recommendations about the existing health situation. There is also



a brief description of the programmes in the health centre,
dispensaries, and the role that teaching hospitals could play

in them.

Chapter Three deals with health manpower and development in

Nigeria. The health models in Britain, China and Tanzania are
presented.

Chapter Four presents the health education aims in Nigeria. The
models used in health are also described. The implementation of

behavioural sciences into the medical school is presented, followed
by a brief and concise description of the key areas in behavioural
sciences. The co-ordination of health education into the pre-

clinical and clinical years is given favourable consideration.

Chapter Five presents the curriculum in the Faculty of Medicine,
Ahmadu Bello University, the Department of Community Medicine, and
the Institute of Health, all in Zaria, Kaduna State. These are
presented to show the amount, or if any health education is

included in their programmes. The next step is the outline of the
health education curriculum which includes the philosophy, aims,
objectives (examples only), weekly programmes, methods, assignments,
resources, evaluation and reading list, for health education for the

Part |, Il, 11l and V, M.B.B.S. medical students.

Chapter Six tries to summarise and to bring out the importance of

health education and includes recommendations.



It is hoped that the information in this paper will positively add

some contribution to the field of medicine.



CHAPTER  ONE

NIGERIAN BASIC CHARACTERISTICS




GENERAL CHARACTERISTICS

Nigeria is a large country (area approximately 923,773 square
kilometres) situated on the West Coast of Africa {see Figure 1).
It became independent on the 1st October, 1960, after 100 years

of colonial rule.

Nigeria has a long coastline with sandy bays, lagoons and
mangrove swamps. Tropical rain forests and swamps in the south
are contrasted with woodland and savannah in the north. The
Central Plateau reaches a height of 2,000 metres. There are
numerous rivers, the principal ones being Niger and Benue (see

Figure 2).

It is made up of 19 states and a proposed new Federal Capital
Area. The present capital is Lagos and the principal towns
are Kaduna, Kano, Maiduguri, Illorin, Enugu, Onitsha, Port

Harcourt, Ibadan, Aba and Abeokuta (see Figure 3).

CLIMATE

There is climatic variation between the north and the south,

the south being mostly tropical rain forests. Temperatures
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FIGURE 3

POLITICAL MAP OF NIGERIA SHOWING THE 19 STATES, MAJOR TOWNS, AND

THE NEW FEDERAL CAPITAL TERRITORY OF ABUJA

Source: Nigeria Year Book (1970)
Federal Ministry of Information, Lagos.
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are higher in the north which borders on the Sahara, where they
rise to over 40°C much of the year. Humidity is higher in the
south. A cooling Harmattan season in the north keeps the
temperature and humidity down to 6°C between December and

February. (Harmattan means cool, dry, and dusty season).

COMMUN I CAT 10N

Transport

Murtala Muhammed Airport, lkeja, is located 25 kilometres from
Central Lagos. The other international airport in the north is
Kano. It has many internal airports and services to them are

offered by the Nigerian Airways.

Roads are the key to inter-state commerce. The roads cover
over 100,000 kilometres. Main routes are tarred and a motor

way was opened in 1978 linking Lagos with Ibadan in the south.

Railways cover 3,500 kilometres and consist of two main routes,
Lagos-Kano and Port Harcourt-Enugu-Kaduna. The main sea ports
are Lagos-Apapa, Lagos-Tin Can Island, Port Harcourt, Warri and
Calabar. The petroleum ports are Bonny and Burutu. The main
Nigerian shipping fleet is the Nigerian National Shipping Line

Limited.
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MEDIA

Television and Radio

Both are government owned. The radio broadcasts in English and
sixteen Nigerian languages. The twelve stations are all part

of the Nigerian Broadcasting Corporation (N.B.C.). There are 18
television stations and they are managed by the Nigerian Television

Authority (N.T.A.).

There are a score of daily and many Sunday papers. English

periodicals are abundant. There are also business papers.

DEMOGRAPHIC AND VITAL STATISTICS

The last population census in 1963 revealed a total population of
55,700,000 with a growth rate of 2.5% per annum, This growth
rate is attributed to the high infant and child mortality. The
major towns are densely population; for example, the unofficial
population estimate in Lagos is six million. In the north,

Kano's population is 295,432 and Kaduna's is 149,910.



14

POPULAT ION STRUCTURE

It is estimated that more than 45% of the population is below

the age of 15 years. There are very few old people and there is
no significant difference between the number of males and females
in the population. These facts are illustrated in the population

pyramid (see Figure 4).

The population lives in small villages and hamlets ranging from
one family settlements to some containing a few thousand people.
These settlements are scattered and isolated, thus giving the
rural areas a very low population density, probably below 15
persons per square kilometre. These rural populations display
low spatial mobility, although the recent drought in the northern
parts of the country has tended to change this pattern (Shehu,
1976) . The urban areas are densely populated and some parts are
slums, with poor environmental sanitation (Okediji and Aboyade,
1967). These people are derived from over 100 ethnic groups.
The four largest of these are Hausa, Yourba, Ibo and Fulani and
their languages are widely spoken. Each tribe or ethnic group
has its own language. English is the official and commercial
language and it is widely understood in the larger towns (New

African Year Book, 1979).
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GENERAL MORTALITY

This is extremely high and the main causes of death are
communicable diseases, like Malaria, gastro-enteritis, meningitis,

pneumonia and measles, as well as malnutrition (see Tables, I, 11

and 111).

The mortality rates are:

i) Infant mortality rate - about 150 per
1,000 live births
ii) Crude death rate - about 25 per 1,000

(Shehu, 1976)

In 1976 and 1977, the maternal mortality rate in Zaria hospital

in Kaduna State was 10 per 1,000. This is fifty times as high

as in Western Europe (Harrison, 1978). The major causes of
maternal death in developing countries are, for example, anaemia,
prolonged labour, parity, age, health and reproductive history

prior to each pregnancy. The other factor is environmental, for
example, housing, sanitation, water supply, communication, cultural
factors, religion, lack of health education, ignorance and supersti-

tion and socio-economic status (Oyakhire, 1980).

Maternal mortality rate is expressed above as the number of deaths
occurring in pregnancy during childbirth and for six weeks post-
partum per 1,000 of total live births (live and still). It is an
index of the standard of the health services and the socio-economic

status achieved by the society (Oyakhire, 1980).
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GENERAL ASSESSMENT OF HEALTH

Major Health Problems

The major causes of morbidity and mortality in Nigeria, as in
most developing countries, are infectious and parasitic diseases
and malnutrition. Maternal morbidity and mortality are also
included in this problem. Poverty linked diseases account for
about three quarters of all deaths, while the diseases common in
the developed countries, such as cancer and heart disease, are

relatively unimportant.

Table | shows the leading causes of death in a hospital in Kaduna
State. Diseases of the urinary system are the number one cause
of death in this hospital. These are reflections of Kaduna

State and the table is used as an example for the country.

Table 11 shows the distribution of death by age and sex in a

hospital in Kaduna State.

Table |1l gives the major causes of death from notifiable diseases
in Nigeria for the year 1978. Generally there is gross under-

reporting of deaths from notifiable diseases in Nigeria.

Table IV shows the morbidity pattern in a hospital in Kaduna State.
This shows that infective and parasitic cases hold the leading

position among all other causes of diseases.



TABLE |

DISTRIBUTION OF DEATHS BY CAUSE IN MALUMFASH] GENERAL HOSPITAL,

KADUNA STATE, 1976

Disease Proportion in per cent

Nutrition Deficiency
including Kwashiorkor

and Avitaminosis 18.18
Diarrhoeal Diseases 9.96
Pneumonia 17.75
Typhoid Fever 6.06
Meningitis 5.63
Anaemia 2.16

Respiratory
Tuberculosis
Bronchitis, Emphysema and Asthma .86
Malignant Enoplasms 0.43

Other diseases of the urinary
system* (1.C.D. No. 591, 593,

595-599, 601-607, 612-929) 24 1%
Other forms of heart disease®
(1.€.D. No. 508, 510-512~514,519) 0.43

Other diseases of the nervous
system* (1.C.D. No. 321-333,

341-344-346-358, 370-373, 376-380) 1.73
111-defined 2.60
n = 232

* Will be listed in the Appendix

(Source: Annual Report, 1976, Ministry of Health and Social
Welfare, Kaduna State, Nigeria, p.57)



TABLE 11

DISTRIBUTION OF DEATH BY AGE AND SEX, MALUMFASHI HOSPITAL,

KADUNA STATE, 1976

19

vears  neme % nowe ¥ Totan M3
-1 27 23.23 19 16.38 46 19.83
1«4 18 15.52 35 30.17 53 22.84
5 - 14 1 h9 .48 13 11.21 24 10.34
15 - bk 48 1.38 38 32.75 86 37.07
b5 + 12 10. 34 1 9.48 23 9.91

(Source: Annual Report, 1976, Ministry of Health and Social
Welfare, Kaduna State of Nigeria, p.57)

TABLE 111

FEDERAL REPUBLIC OF NIGERIA, MAJOR CAUSES OF DEATHS FROM

NOTIFIABLE DISEASES IN NIGERIA IN 1978

Notifiable Number of Deaths
Diseases 1978

1 Measles 936

2 Meningitis
Septic 2,151

3 Pneumonia 653

h Tetanus L83

5 Malaria Lk

6 Tuberculosis 287

Key : (Mid 1976 Estimated Population of Nigeria 76,610,500

Source: National Bureau, Lagos)

Prepared by: Medical Statistic Division, December 1979,
Federal Ministry of Health



TABLE 1V

DISTRIBUTION QF MORBIDITY, KADUNA, AHMADU BELLO UNIVERSITY

‘GENERAL HOSPITAL BY SYSTEM 1976

System NU?EEQSOF Percentage
Infective and Parasitic . . 3,772 33.44
Respiratory = _ o 1,751 - 15.52
Injuries o . 864 . 7.66
111-defined - _ 798 7.08
Nervous | B 752 6.67
Perinatal Morbidity | | 678 6.01
Endocrine, Nutr. and Metabolic | 563 - k.99
Digestive ' | 374 3.32
Skin and subcutaneous tissue . 2258 1.99
Blood and Blood Forming Organs _ 210 1.86
Musculo=-Skeletal : 155 | 1.37
Neoplasms ' - . 152 C1.35
tong. Anomalies _ : ‘  320 ' _‘ 2.84
Circulatory . ' 320 2.84
Mental . 7? o 2.84

Total : : 11,279 100

{Source: Annual Report, 1976, Ministry of Health and Social
Welfare, Kaduna State of Nigeria, p.27)



TABLE V

FEDERAL REPUBLIC OF NIGERIA, MAJOR CAUSES OF MORBIDITY FROM

NOTIFIABLE DISEASES

Notifiable Disease

Number of Cases

1978
1 Malaria 1,144,559
2 Dysentery (all types) 248,490
3 Measles 175,141
L Pneumonia 93,135
5 Gonorrhoea 71,514
6 Whooping Cough 38,276
. Chicken Pox 31,874
8 Filariasis 24,256
9 Schistosomiasis (all types) 24,256
10 Tuberculosis 16,518
1 Meningitis 13,169
12 Onchocerciasis 11,231
13 Infective Hepatitis 8,354
14 Trachoma 8,185
15 Viral influenza 5,364
16 Leprosy 5,196
17 Syphillis 4,592
18 Ophthalmia Neonatonum 4,065
19 Tetanus 2,875
20 Food Poisoning 1,562
Key : Mid 1976 Estimated Population of Nigeria 76,610,500

Prepared by:

Medical Statistics Division, December 1979
Federal Ministry of Health

21
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As can be seen in Tables IV and V, very few people are lucky
enudgh to enjoy good health for long periods of time because
of the prevalence of numerous communicable diseases. In
fact there is a tendency for them to suffer from multiple

infections and infestations.

The following are incidences of some diseases which have been

conducted in surveys in Nigeria.

¥ Schistosomiasis: U5% to 80% of schoolchildren in the

northern parts of Nigeria suffer from this disease.

2 Malnutrition: 50% of children attending clinics have

evidence of this condition.

5. Malaria: 40% of children attending clinics.

b, Roundworms: 20% to 30% of all people in the rural

areas have ova in their stools.

5, Anaemia: 20% of all the population have some degree

of anaemia.

It can be seen that many of these infectious diseases can be
prevented and eradicated by a health education campaign in the

communities. The general purpose of health education should be:
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- to make health a valued community asset

- to promote the development and proper
utilisation of health services

- to help the people to achieve health by
their own actions and efforts

(Shehu, 1976)

When dealing with the community, a Chinese aphorism should be

remembered:

"If | hear | forget
If | see it | remember

If 1 do it | know"

Therefore, the more the community is involved in the prevention

and eradication of infectious diseases, the more permanent the

change would be in the rural and urban communities.

THE ENVIRONMENT

Housing conditions are very poor with most dwellings made of mud
and grass in the rural areas. There is also overcrowding and

often human beings live under the same roof with domestic animals.



Water supplies are inadequate in quantity and poor in quality.
The usual sources of water consist mainly of rivers, streams,
ponds and shallow wells and are usually heavily contaminated with
human and animal waste. Considerable amount of effort goes into
fetching water particularly during the dry season in the rural
areas. There is pipe-borne water in the small towns and the

main cities.

There is usually no organised system for the collection and
disposal of wastes and indiscriminate defaecation in the bush is

the order of the day in rural and some urban areas.

Because this part of the world is situated in the tropics, disease

vectors thrive and yet there are hardly any vector control

activities going on (Shehu, 1976 and Ajaegbu, 1975).

THE INTENTIONS OF THE GOVERNMENT IN RELATION TO HEALTH

As of October 1st, 1979, Nigeria returned to Civilian rule.
Previously it was ruled by the Military Government. The present
government consists of a democratic Presidential system of
government, and is continuing the health plans that were laid down

by the Military Government.

The broad objectives of the Federal Government are to:

2l



"reduce significantly the morbidity and mortality
caused by whooping cough, tetanus, and diptheria
which are common diseases of childhood, and to
maintain the eradication of smallpox in Nigeria."

(Akinremi, 1979)

The Federal Government has planned to integrate the basic health

service of Nigeria by placing the family health activities, maternal

and child health services and the primary health care into the
general health services. A total of two million naira (£ = 1.25
kobo) has been set aside for immunisation. Adelokiki (1979)
stated that by 1930 all children in the country would be immunised.
Dr. Ogbang, Federal Commissioner of Health, said that the nation's
primary health care was discerned to bring health to all by 1990,
ten years before the World Health Organisation (W.H.0.) target.

He said that a comprehensive health unit would cover 50,000 people

and there would be 800 of these units.

In response to the W.H.0.'s resolution, Dr. Ogbang said that the
Federal Military Government was determined to bring health to all
the people at their door-steps. He said that they had embarked

on this programme since 1975. The commissioner observed that in
developing countries, of which Nigeria is one, between 60% and 80%
of the infant fatalities occurred between the ages of one month and

one year.

The New Nigerian (July 1979) stated that the Federal Military
Government was to invest about 35 million naira into the promotion

of basic health service in each local government area of the

25
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federation that financial year. The government has also given
training of staff for the Basic Health Service as a priority
(this health scheme will be described in Chapter Three). The
following has been in training, community health officers,
supervisors, assistants and aids in various health institutions

to bridge the gap in the health manpower.

Akinremi (1979) stated that the Federal Government was committed
to the provision of adequate health care for all the citizens in
Nigeria by the year 2000 A.D. He stated that in addition to the
six medical schools, seven more would be established, together

with 19 more Schools of Technology.

In continuing its support for proper health care, the government,
between 1975 and 1977, contributed to the following extra

budgetary research on Tropical Medicine.

i) Special Regional Account of Bio-Medical Research
Centre in Ndola Zambia
and

ii) Malaria Eradicating Special Account of

Africa Region World

In an address at a workshop in Ibadan, the Medical Director of
the University of Ibadan (1979) stated that there had been little
improvement in the general health status of the nation in the last

decade. However, the Federal Government has been aware that
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onchocerciasis has been in Nigeria for many years. The officials
have now decided to organise a nationwide onchocerciasis control

programme. The preliminary phase was to be started in early 1980.

Secondly, tuberculosis is still a disease of concern to the public
health officials in Nigeria. This disease is one of those to be
controlled by immunisation. The B.C.G. vaccination will be given

to all children in schools and infants born in hospitals.

Thirdly, the neuro-psychiatric hospitals have been taken over by
the government and they have established management boards. One
of these centres has also been designated as an International Centre

for Service and Training.

Lastly, the Environmental and Occupational Health Unit of the
Federal Ministry of Health and Social Welfare is being revamped.
The government is therefore trying its best to improve the health

situation in Nigeria (Akinremi, 1979).

ECONOMIC DEVELOPMENT

The Gross National Product (G.N.P.) for 1976 was $29,320 million
(World Bank, 1976). The G.N.P. per capita (1976) was $380:00.

The national reserves (April, 1978) were $3.768 million (1.M.F.).
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The currency used is called a naira and is divided into 100 kobo.

£(British) is equal to 1.25; $1.00(U.S.A.) is equal to 0.64.

Nigeria exports the following:

Major agriculture (including forest) products are cocoa,
cotton (raw), groundnuts, hides and skins, palm oil, palm kernels,

rubber (natural), timber (logs and sawn) and coffee.

Mineral products = columbite, petroleum (crude)

Manufactured and semi-manufactured (both agricultural and tin
metal) = their total export as of 1977 was 8,673.5 million naira

(New African Year Book, 1979).

Inflation rate in 1977 was 21.4%. The total import for 1977 was
7,296.8 million naira. According to King (1970), it is impossible
to provide basic health service "on any but the most minimal scale
when the annual G.N.P. per capita income is less than about £25:00."
This is not the case in Nigeria; their G.N.P. is £380:00 per capita.
One can also look at the Intentions of the Government in Relation to
Health Situation on paper and see the efforts the government is making
to improve the basic health services in the country. 1f all the
economic realities in the country were properly taken into considera-
tion and the goals of the plans for 1990 are realised, that is, if all
the staffs are trained and do not migrate to other lands, then the.

objectives will be realised.
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EDUCATION POLICY

Nigeria's objectives for education as stated in the Third National
Development Plan (1975-1980) and endorsed as the necessary

foundation for the National Policy on Education, are the building of: '

i) Free democratic society
ii) A just and egalitarian society
iii) A united strong and self-reliant nation
iv) A great and dynamic economy
v) A land of bright and full opportunities for

all citizens.

Nigeria's philosophy of education, therefore, is based on the
integration of the individual into a sound and effective citizen
and equal educational opportunities for all citizens of the nation
at the primary, secondary and tertiary levels, both inside and

outside the formal school system,

In consequence, the quality instruction at all levels has to be

orientated towards inculcating the following values:

i) respect for the worth and dignity of the
individuals
ii) faith in man's ability to make national

decisions



iii) moral and spiritual values interpersonal
and human relations
iv) shared responsibility for the common good
of society
v)  respect for the dignity of labour, and

psychological health of all children.

(Federal Republic of Nigeria Policy on

Education, 1977).

Pre-Primary Education

Pre-Primary education is for children between two years and about
five years of age. State Ministries must provide for the
maintenance of standards in the Koranic School. Their status
should be examined on pre-primary education and be amended to suit

the recommendation of the Blueprint.

Primary Education

Primary education consists of six years of schooling from five to
eleven years of age. The aim in the Blueprint is a "broad-based
education with emphasis on permanent and functional literacy and
effective communication'. Health Education and Physical Training
are included in the curriculum. Adapting the American system, the
Blueprint comments that continuous assessment should be the system

for evaluating the progress of a child.
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Secondary Education

Secondary education is divided into Junior and Secondary Stage,
which is both pre-vocational and academic and a Second Stage
which will be comprehensive in its curriculum (West Africa,
November 1979). The Nigerian School Health Association in a
resolution adopted, called upon the Federal and State Goverpments
to establish a Joint National School Health Council and State
School Health Committee to see to the needs of the students. The
Association also recommended the introduction of standardised and
subsidised school meals. On child upbringing, the Association
called for parents and teachers to influence the lives of their
children through examples rather than precepts. It also called
on government to reintroduce Health and Physical Education as
compulsory subjects in Grade Teacher's Certificate Examination

(West Africa, January 1980).

Higher Education

Higher education includes the professional education and this
covers the post-secondary section which is made up of the following:
13 Universities and Polytechnics and the Colleges of Technology.
Further to these are the Teacher Education Colleges and these
include the following:
i) Grade 1l Teacher's Colleges
ii)  Advanced Teacher's Colleges

iii) Colleges of Education
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iv) Institutes of Education
v) National Teacher's Institutes

vi)  Teacher's Centres

Health and Physical Education is included in the Teacher's Colleges

(Federal Rep. of Nigeria National Policy on Education, 1977).

There is Diploma in Physical and Health Education in most Universities.
The course at the University of Ibadan is run in conjunction with the

W.H.0.

There are also education programmes for adults and vocational training
for workers. The priority in these rests with mass literacy pro-
grammes in adult education. The vocational training would provide
in=service, on=the=job training and professional training for

different categories of workers and professionals in order to improve
their skills. There is also special education for children and adults
who have learning difficulties because of their different sorts of

handicaps (Fed. Rep. of Nig. Policy on Ed., 1977).

THE ROLE OF HEALTH EDUCATION IN DIFFERENT GOVERNMENT AGENCIES IN

NIGERIA

The planning and provision of medical and health care services are .

the responsibility of the government in Nigeria in both rural and
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urban areas. They have stated their goals for 1990; these are
to improve the medical and health care in the country and also the

quality of life of the population.

Preventive medicine is vital to the life of the population.
Therefore, the government has to have an efficient public health

system.

The government should see that the Public Health Department deals
properly with environmental sanitation, food inspection at all
eating premises, inspection of houses, infant welfare and the
proper control and reporting of all infectious diseases in both
rural and urban areas. The causes of death and morbidity pattern
can be improved by health education and through the efforts of the
Federal Government, i.e. building of dispensaries, more schools,
better roads in rural areas, dams for better water supply, public

latrines, and protection of water supply.

At present, health education is provided at Federal and State
levels in some schools, hospitals and health centres. But this is
still not enough. Health education should be made compulsory by

the Ministry of Education in all primary and secondary schools.
The Ministry of Agriculture should have its extension officers
teach the proper methods of irrigation and storage of crops, so

that the people will have more food to eat all the year round.

Health education is absolutely fundamental to all aspects of work



in this country. It would appear that health education is not
only the responsibility of the Ministry of Health, but also needs

the co-operation and dedication and a sense of commitment from the

Ministries of Education, Economics, Social Welfare and Agriculture.

It should be disseminated to all levels of people in this society

by the above mentioned agencies.
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CHAPTER TWO

AN OVERVIEW OF THE

NIGERIAN HEALTH ADMINISTRATIVE

SYSTEM
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Each of the nineteen states is self-governing in matters of

health, education, and social services. The Federal Ministry

of Health is responsible for all matters relating to International
Health which concern the country as a whole, including epidemio-
logical reporting, sanitation control at ports and airports and

the relationship with other International Agencies and co-ordination
of the health activities through the National Council of Health,
which comprised formerly all the Ministers of Health (but now
consists of all the Permanent Secretaries and Controllers of

Medical Services of the nineteen states).

The States' Ministries of Health are responsible for the health
services in their states, These are the professional and
administrative divisions of Hospital (Curative) Services and
the preventive health services. Each State Ministry of Health

has provincial and divisional units.

The health situation in Kaduna State is similar to the health

situations in the rest of the country. There are 663 existing
different health institutions besides hospitals which form the
basis of health care delivery system in the rural areas of the

State (Osuhor, 1971).

A panel was set up to review the health situation in Nigeria.



THE NIGERIAN HEALTH SERVICE PANEL (N.H.S.P.) - The Interim Report

The Nigerian Health Service Panel (N.H.S.P.) submitted an Interim
Report to the Head of State on hth March, 1977, containing three
major parts which viewed the existing health situation in Nigeria
(Chapter One), the principles of the present organisation, and
the envisaged structure of the health services based upon those

principles. These are presented.

Existing Health Situation

The country's major health problems were identified by the Panel
as:

- “infectious and parasitic diseases

- poverty (below subsistence level)

" uncontrolled population growth

The Panel went on to enumerate on the common diseases found in
Nigeria (see Mortality and Morbidity Tables 1, Il, LIl and IV
in Chapter One) and it can be seen that about 95 per cent of the

ill health and deaths in the country are preventable.

As regards health facilities, the Panel revealed that over 70 per

cent of the population have no access to modern medical care and
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are dependent on the traditional natiye doctors. The Panel noted
that there is a shortage of doctors, nurses and all other para-
medicals in the health services. Hospital capacity is critically
poor and what is available is inequitably distributed, resulting
in acute shortage within and between states. Table VI shows

the health establishments and bed distribution by states.

Principies on which restructuring was based

The Panel's major concern was to strike a balance between stifling
centralisation and wasteful decentralisation. It quoted case
studies by W.H.0. to show that impressive gains had been made in
countries with strong central policies executed by decentralised

organisations.

The Panel saw the need for community participation which increases
awareness of the health needs of the population. The ideal system
is the control and administration of health care delivery by the

community it is designed to serve.

To appreciate the structure recommended by the Panel it is necessary

to consider the aims of restructuring as the Panel understood them:

i) To provide a platform for achievement of a
high standard of medical practice and delivery

of allied health services
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HEALTH ESTABLISHMENTS AND BED DISTRIBUTION BY STATES

TABLE VI

39

s - (RIE jeih’ M o
Establishment

Anambra 3.6 million 240 4208 7.4
Bauchi 2.4 million 357 625 3.6
Bendel 2.5 million L52 4883 7.5
Benue 2.4 million 113 1220 6.8
Bornu 3.0 million 377 1109 8.2
Cross River 3.5 million 286 L624 8.7
Gongala 2.6 million 322 1402 7.5
lmo 3.7 million 518 6256 7.3
Kaduna L.1 million 630 3053 8.9
Kano 5.8 million 437 2289 6.7
Kwara 1.7 million 312 2167 6.0
Lagos 1.4 million 234 4839 7.3
Niger 1.2 million 286 763 8.0
Ogun 1.3 million 408 3683 1.9
Ondo 2.7 million 3 3139 1.8
Oyo 5.2 million 353 5635 5.9
Plateau 2.0 million 35k 1540 7.9
Rivers 1.0 million 179 1699 1:5
Sokoto L.5 million 459 1040 6.0
Source: Extracted from Federal Ministry of Health (F.M.H.)

Statistical Document updated to 31st July, 1975, Lagos.



ii) To ensure that the health needs of the
whole population are taken into account

in providing health care

iii) To give new impetus to an attack on the
high incidence of i1l health throughout

the Federation

iv) To ensure that the rampant dissatisfaction
among health care professions is eliminated
through the pursuit of policies which pay
due regard to the dedication, hard work and
crucial importance to the nation of all who

work in the health sector

v) To produce ACTION in all health fields which

are considered currently to be unsatisfactory.

(Nigerian Health Service Panel

1977)

The aims above encase the triology of curative therapy, preventive

measures and high morale among health workers.

Lo
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The Nigerian Health Service Panel Recommendations

The Panel's recommendations can be jooked at under four headings:

1)

Basic Structural Proposals

The Panel proposed the establishment of one Basic
Health Unit (B.H.U.) which will consist of the
following:

(i) A comprehensive health centre

(i1) Some health clinics

(iii) Some mobile health clinics

The B.H.U. will serve a target population of about
100,000 varying according to local conditions. It

will be supported by about 20 health clinics which will
provide first level of health care to the population,
i.e. about 5,000 will have health clinics, so that

about 15,000 such clinics would be required for a
population of about 75 million. - Then there will be
provision for five mobile clinics with similar functions
as the health clinics but designed to take health care
to the remote corners. Another set of four health
centres would be constructed within the B.H.U. system.
Their function would include extended services, higher
levels of treatment and together with the health clinics

will offer primary health care to the community.




The B.H.U. will have one comprechensive health centre
which will provide a higher degree of sophistication

and professional expertise.

Administrative Structure

The Administrative Structure of the restructured health
services system is based on a two tier system consisting
of
(i) State Health Management Board (S5.H.M.B.)
and

(ii) District Management Team (D.M.T.)

The S.H.M.B. is easy to visualise as it corresponds
with the political structure of the 19 states, thus
reversing what had looked like a constitutional
surgery. The apex of the system is now located in
the states as shown in Table VI. This shows the
varying population density from 5.8 million in Kano
State to 12 million in MNiger State. The D.H.T. will
work with the S.H.M.B.s to get inspiration from the

State Commissioner of Health.

Implementation

The Panel considered that the states would not carry the
financial burdens of the new proposals and recommended
that the funding should be borne by 60 per cent of the

Federal Grant.
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Membership of New Bodies

The Panel recommended the membership of new bodies
(i.e. District Management Team and State Health

Management Board)

For the D.M.T. there would be a twelve member team

comprising of the following:

Doctors L
Nurses and Paramedics 3
Administrators 2
Community Representatives 2

Voluntary Health
Institutions 1

For the S.H.M.B. there would be a fourteen member

board whose Chairmen -

"should be mature, educated and
dedicated men of proven honesty and
integrity. They should be seen to
have succeeded in life through hard
work and honesty.  They should hold
office on part-time basis and shouild
be ordinarily resident in the state
concerned. They may or may nor be
medical doctors."

(Nigerian Health Service Panel
1977)

The rest will consist of five members representing the

public including a woman and a trade unionist, three



doctors, two paramedicals, the Permanent Secretaries
of Health and Finance in the State and the Board's
Chief Executive who should be a professional or
administrative officer with demonstrable managerial
capability. No qualifications were stipulated for

other members.

The Teaching Hospital

The role of the teaching hospital was clear. It was
recommended that Management Boards should be set up

for teaching hospitals (Agwumobi, 1979).

THE EXISTING SERVICES IN RURAL AND URBAN COMMUNITIES

The Health Centre

The health centre has a very important and permanent place in the
system for the delivery of health care to the urban and rural

areas especially. It is close to the people, and so it must not
be organised rigidly, but should continually adapt its programmes
in response to the physical, mental and social wants of the people.

It should be staffed with both professional and auxiliaries.

This should be an institution where all three branches of the health

b



hs

services - curative, preventive and promotive - are co-ordinated
and should be radiated out into the houses and community through

its own mobile teams (Shehu, 1976).

Table V11 shows the number of health centres in Nigeria. The
health centres would fill a large gap in the communities if

more were built and properly manned.

Dispensary

The dispensary is the most elementary and peripheral health post
in the system for the delivery of health care to the rural areas.
It is, therefore, closest to the people and should offer adequate
services to meet their basic needs. Some of the services which

have to be made available are:

- health education at home and in the
clinics
- immunisation

e maternal and child health

- diagnosis and standardised treatment of
minor illness and of the most prevalent
diseases in the area

- recognition of services and referral to
rural health centre

- vector control



TABLE VI

HEALTH SERVICE FACILITIES IN 1977 IN NIGERIA

Number of Health Establishments 7,163
Number of Health Centres 398
Number of Health Clinics 2,109
Hospital Beds 57,944
Teaching Hospital Beds 3,724
Maternity Beds 12,560
Neuro-Psychiatric Beds 2,367
Orthopaedic Beds 927
Opthalmic Beds 420

Population per:

Hospital Bed 1,350
Teaching Hospital Bed 2,000
Maternity Bed ’ 6,200
Neuro-Psychiatric Bed 33,000
Orthopaedic Bed 84,000
Opthalmic Bed 186,000
Source: Prepared by the Medical Statistical Division, Federal

Ministry of Health and Social Welfare (March, 1979) Lagos
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= food hygiene and water purification

= disposal of refuse and other wastes
including faeces

" collection of basic health data and their

transmission to higher up

(Shehu, 1976)

The staff should be indigenous and should be male and female.

Distribution of Health Centres and Dispensaries

As in some other developing countries, not only have the basic
heal th centres been generally inadequate to meet the needs of the
people, but they are also concentrated in a few areas. There
have also been considerable difficulties in annual per capita
expenditure on health services and dispensaries in various

districts.

The ratio of doctors or beds to population is often used to
measure quantitative adequacy. The hospital/bed/population
ratio in 1977 was 1:350, in teaching hospital 1:21,000,
maternity bed 1:600 (Medical Stat. Fed. Min, 1979) (see Table
Vil). Owen (1967) summoned a total of 1912 dispensaries and
dressing stations in Nigeria. The ratio of health centres to

population varies from district to district.
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Medical care in Nigeria is generally free at the point of
delivery. Hospital charges do not constitute a barrier to
access to health services. There can, however, be other
barriers, for example, distance and the cost by bus to get to

the clinics.

Figure IV looks at the integrated health care system. This
integrated service should be operated on a team-work basis
by division of labour so that the greatest possible use of

professional skills could be made in any developing country.

DISEASE PREVENTION

The prevention of disease is regarded by the Federal and State
Government as vital to the efficient development of medical
and health services in the country. Health education is
provided at Federal and State levels in schools, hospitals

and health centres.

Smallpox has been irradicated and measures are being taken for
the control of Malaria. Birth registration is compulsory in
Lagos and all babies born in hospitals receive B.C.G. vaccination.
International regulations are required for all passengers in
Nigeria to possess valid certificate of vaccination against

smal lpox.
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FIGURE 1V

A TECHNICAL INTEGRATED HEALTH CARE SYSTEM

Teaching Hospital

P/SH Provincial Specialist P/SH
Hospital (P/SH)

| 1 ' | |
C/DH C/DbH Cottage/District C/DH C/DH
Hospital (C/DH)

{ 1
R.H.C. Rural Health Centre R.H.C. R.H.C.
(R.H.C.)
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Dispensary
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Source: W.H.0. Regional Office of Africa (1970)
AFRO Technical Paper, Nos. t and 6



It appears, therefore, that the aim of the government is not
only to provide services, but also to educate the people to

make the maximum use of them.

It will take time for all the government's programwe to show

any progress, remembering that "Rome was not built in a day".

The important thing is that progress, though it appears to be

slow, is being made in the prevention and control of diseases.
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CHAPTER  THREE

MANPOWER AND DEVELOPMENT
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Rutmen (1968) stated that medical auxiliaries or primary health
workers are easier to recruit and much cheaper to train and
employ than physicians. They work more effectively in rural
areas than those with university education,. This is the
problem that faces many developing countries. The "brain
drain'' on these countries affects both the economy and the

health system.

According to Morley (1977)

"during a recent visit to a developing
country, a doctor expressed the view

that all their 'best' doctors left for
industrialised countries. Such a view
measures 'doctors' values' by their

clinical ability in diagnosing and

managing unusual conditions and incidence
of a failure to appreciate that universities
and medical schools have a responsibility
for moulding attitudes.

Surely the 'best' doctors will appreciate
that their skills are part of the capital
investment and assets of their country
achieved by a general and medical education
supported directly or indirectly by their
nation. When they leave through the

‘brain-drain' syndrome these assets are
being squandered, by selfish reasons."

Shehu (1976) stated that in Nigeria the fact that there is an
acute shortage of all categories of health workers in the
country, but more particularly in the professions like medical
doctors, dentists and nurses (see Table VI11), means that for

the foreseeable future Nigeria will have to put a lot of reliance

on auxiliary personnel to provide the much needed health services
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to the neglected rural communities.

In order that the positions in the rural areas may be improved,
there should be re-deployment of existing staff who are mostly

concentrated in the urban areas.

The long term solution lies in a number of measures being taken.

(i) More Training Institutions should be
established in the country, some of
which should be located in the Rural

Areas,

(ii) Conditions of service of Health Workers
in the Rural Areas should be improved
by giving them certain incentives, for
example, housing, prospects for advance-
ment, continuing education, facilities

for the education of their children.

(Shehu, 1976)

The University of Ife in Oyo State in Nigeria has been attempting
to train doctors in smaller district hospitals. The Ahmadu Bello
University, Kaduna State also has been training their Part V
medical students in a rural area. They have te do a five week

programme in a rural hospital.
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HEALTH MANPOWER [N NIGERIA 1970 - 1978
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Parameter 1970 1975 1976 1977 1978

Registered Medical

Practitioners 2,683 4,248 4,876 5,657 7,552

Registered Nurses 13,04 17,904 19,129 20,852 22,501

Registered Midwives 13,232 19,179 20,035 21,984 23,433

Registered Community ' : - e

Nurses 227 £7s 650 726 795

Registered Public

Health Nurses {Health

Sisters) 119 188 208 247 279

Registered Pharmacists 870 1,482 2,162 2,379 2,540
Registered Medical o

Laboratory

Technologists 113 413 Loy 586 913

Registered Dentists 95 168 182 213 277

Radiographers 70 168 174 200 250

Physiotherapists 57 8o -89 102 117

Dental Therapists 37 68 78 92 102

Source: Prepared by the Medical Stat.

Division Fed. Ministry
of Health and Social Welfare, March, 1979, Lagos.
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TABLE 11X

" HEALTH MANPOWER PER POPULATION IN NIGERIA 1970 - 1978

Parameter 1970 1975 1976 1977 1978

Mid-Year Population ' ' :
Estimate (1,000s) 64,000 74,000 76,000 78,000 80,000

Population per -
Medical Practitioner 24,000 17,000 16,000 1%,00¢ 11,000

Nigerian k6,000 24,000 22,000 19,000 15,000
Dentist - 674,000 440,000 418,000 366,000 289,000
Nigerian 422,000 679,000 589,000 523,000 44,000
Registered Nurse 4,900 i, 100 k.,000 3,700 3,600
Registered Midwife h,800 3,900 3,800 3,500 3,400
Psychiatric Nurse 196,000 129,000 117,000 107,000 101,000
Public Health

Nurse 538,000 394,000 365,000 316,000 288,000
Pharmacist 74,000 50,000 35,000 33,000 32,000
Medical Laboratory _

Technologist 566,000 179,000 188,000 133,000 88,000
Radiographer : 914,000 440,000 437,000 390,000 320,000
Physiotherapist 1,123,000 871,000 844,000 661,000 526,000

Dental Technician 1,684,000 925,000 854,000 765,000 684,000
Dental Hygienist 1,730,000 1,088,000 974,000 848,000 784,000

Source: Prepared by Hedidal Statistical Division, Fed. Ministry
of Health and Social MWelfare, March, 1979, Lagos
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One should not forget that Nigeria has a population of about
80 million people and less than 7,552 doctors of which 2,082

are non-Nigerian (Table VI1i1).

Both Tables VIII and IX show that there is an increase in the
number of personnel annually and a decrease in the manpower
population ratio, but the need is still great and trained
auxiliaries are filling the gap in many of these areas

(0suhor and DeLeon, 1979).

In the Third National Development Plan, the Federal Ministry

of Health has set for itself the task of promoting, protecting,
restoring and improving the health of all the people of Nigeria.
This is in recognition of the right of every citizen to a better
health, through providing equal opportunity for all to obtain

health care (Shehu, 1976).
The Ministry has itself set up a number of objectives.

(1) To promote health until all people are

covered by appropriate health care services

(2) To provide personal health treatment to
individual citizens and primary health

care to the community
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(3) To remove or ameliorate pains, sufferings,

and deformities, as well as restore health

(4) To rehabilitate individual citizens to the
level of health which will enable them to
enjoy and maintain their living as well as

their rightful place within the community

(5) To plan and research into ways of attaining

good level of health of the nation.

(Shehu, 1976)

The strategy for achieving these objectives in the rural and
urban areas is based on the establishment of a basic health

service scheme, consisting of 450 Basic Health Units. Each
Basic Health Unit will have one Comprehensive Health Centre,

four Health Centres, five Mobile Clinics and twenty Health Clinics.

The total number of health establishments envisaged for the entire
scheme is 94,500 and the estimated cost is wel)l over two billion
naira. There is no doubt that if the projects were achieved,

we would see the provision of infrastructural facilities which
would be second to none in any part of the 'so called' developing
world. More trained Health Workers will therefore be needed to
man these Basic Health Units, otherwise they would turn ocut to be

empty shells which animals will make as their homes.



The basic health service programme therefore sets out the

requirements for various categories of health workers, both

professional and auxiliaries. This, in the author's view,

is the crucial

assess.

(1)

(2)

(3)

(4)

issue and the reasons are not difficult to

Insufficient number of suitable

candidates to train

Inadequacy of the existing training

institutions

Tightfistedness of the government
such that adequate funds are almost
invariably never made available even
though many training institutions

could expand their intakes

Shortage of qualified teachers. There
are, of course, constraints like
unwillingness of the trained personnel
to work in the Rural Area which will

affect their even distribution.

(Shehu, 1976)

58



In order to compensate for the shortage of doctors, a programme
has been developed by the government. It is called the Basic

Health Services Scheme (B.H.S.S.).

PRIMARY HEALTH CARE, BASIC HEALTH SERVICES SCHEME (B.H.S.S.) AND

THE TRAINING OF COMMUNITY HEALTH OFFICERS

Primary Health Care (i.e. B.H.5.5.) addresses the main health
"“"problems in the community providing promotive, preventive,
curative and rehabilitative services accordingly, and these will
include: promotion of proper nutrition and an adequate supply
of safe water; basic sanitation; maternal and child care,
including family planning; immunisations against the major
infectious diseases; prevention and control of locally endemic
disease; education concerning prevailing health problems and
the methods of preventing and controlling them; and appropriate
treatment for common diseases and injuries'" (The Federal

Ministry of Health in Nigeria, 1979).

Areas of Personal Public Health Services

Basic Health Service (B.H.S.S5.) appears new to many in Nigeria,

yet the concept is not in any way new. For nearly two decades
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or more, various community health staff, trained at the Schools
of Hygiene, produced Public Health Assistants, and Health
Auxiliaries Schools produced Rural Health Assistants. They
have been used to provide Primary Health Care for years.

There have been Health Sisters, Public Health Nurses and Community
Midwives, who have been the principal Public Health Staff used in
the provision of these personal public health services. The
Dispensary Health Assistants (D.H.A.s), also trained at the School
of Hygiene and Health Auxiliary Training School have also played
a significant part, though they have been in the employment of

the local government councils, manning the local government

dispensaries.

Py

Aims and Objectives of B.H.S.S.

At a meeting held on 25th September, 1979, at the Federal Hin?st;y
of Health, Lagos, between all the Chief Health Officials in ali

19 States of the Federation and Dr. A. B. Sulaiman, Director of
the National Health Planning Division (also now changed with the
co-ordination of the B.H.5.5.) it was stated by Dr. Sulaiman that

the aim of the B.H.5.S5. is : : o —

"To provide Primary Health Care to the
generality of the Nigerian Community in the
towns and villages where they live and work.
Further, that the B.H.S.S. necessarily forms
an integral part of the country's (i.e. each
state} existing health system of which it is
the nucleus, and each state was therefore to
implement the B.H.5.5. in the form that best
suits and accords with the state's present
level of health care develcpment.



To meet the ever increasing need to expand the health services,
the B.H.S.S. was conceived by the Federal Military Government
and is now being implemented in each state, with the following

objectives:

. to provide adequate and effective health
facilities and care for the entire
population

- to correct present imbalance in the
location and distribution of health
institutions

- to correct present imbalance belween
preventive and curative health care

s to provide the infrastructure for
all preventive health programmes, such
as control of communicable diseases,
family health, maternal and child care,
environmental health, nutrition, health
education and others

i to establish a health care system best
adopted to the local conditions and to
the level of health care development and

health technology in each state.

These B.H.5.S5. facilities, and health institutions, are to
complement the existing hospital services and health institutions

in each state, thus creating a health care pyramid with the broad



base formed by a network of Health Centres and Clinics, and the

apex represented by teaching and specialised hospitals.

Staff Development for the B.H.S.S.

To provide the necessary staff to meet the expanded health
services that the implementation of the B.H.S.S. will bring
along in the country, both the existing staff presently engaged
in the provision of personal public health care delivery, and

new staff will be needed.

(i) Community Health Aides
(ii) Community Health Assistants
(iii) Community Health Supervisors

(iv) Community Health Officers

The Curriculum consists of three Units for the Community Health

OfFicer/Supervisor.

Unit | General Health Care
1.1 Health Education
1.2 Environmental Health
1.3 Control of Communicable Diseases
1.4 Nutrition
1.5 Accidents and Emergency Medicine

1.6 Dental Care
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1.7 Community Mental Health
T.8 Use of Standing Orders
1.9 Diagnostic Services

1. 18 Health Statistics

Unit 11 Personal Health Care

2.7 Maternal and Child Health
2l sl Pre-School Child
43 9 The Schooi Child

2.1.3 Maternal Health

2.2 Occupational Health
2:3 Care of the Aged
2.4 Care of the Handicapped
Unit 111 Organisation and Management of Basic Health
Services
3.1 Supply of Drugs
3.2 Management of Basic Health Services
3.2.1 Management of Health Centres/
Clinics

3.2.2 Operation of Health Centres/
Clinics and Accounting System
3.3 Referral Services
3.4 Community Involvement in Health Care

3.5 Mobile Services



POSITION SUMMARY

Community Health Officer

This is a promotion post for some categories of senior health
staff after undergoing one academic year training at the
prescribed institution by the Federal Ministry of Health in
management techniques, legistics, technical, education and

supervisory activities.
The selection should be made from among the following categories:

- Public Health Nurse

- Community Health Supervisor

- Community Midwifery Sister

- Higher Rural Health Superintendent

- Nursing Sister/Superintendent

The Community Health Officer has the administrative and sometimes
technical responsibility (using standard orders) of the B.H.S.S.

Unit under his/her care.

In the unit where there is a Medical Officer, the Medical Officer
has only the medical responsibility, whilst the Community Health

Officer has administrative responsibility.
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Personal Qualifications

Managerial ability to guide, supervise and lead

others

Ability to foster team spirit and sustain individual

and team morals

nitiative and ability to exercise independent and
sound judgement

A high sense of responsibility, accountability and
dedication towards his/her professional activities,

the team and the community

Ability to interact with, and adjust to, the local

working conditions, traditions and beliefs of the

community

Technical Duties

Organise home-based referral programme

Interview, counsel and work with clients in the

clinic and home in keeping the family healthy

Use standing orders



Give primary care and counsel according to standing

orders

Carry out, refer to, and interpret appropriate

laboratory procedures

Take full responsibility of the child spacing and

labour room

Perform all functions (technical and administrative)

of the Community Health Supervisor, Community Health

Assistant and Community Health Aides.

Administrative Functions

In his/her role as the overall supervisor of the
B.H.5.S5. Unit, he/she co-ordinates and supervises
the activities of the various members of the health
team (Community Health Supervisor, Community Health

Assistant and Community Health Aides)

Supervise the unit through the District/Village
Health Committee meetings and informally through

contact with opinion leaders

Co-ordinate activities of the B.H.S5.S5. Unit with

the referral centres.



10.
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12.
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Manage resources, such as drugs, equipment supplies,
manpower and keep appropriate and accurate records

of all supplies and drugs.

Ensure efficient legistic support of drugs, equipment

and supplies

Organise the routine maintenance of medical equipment,

vehicles and make recommendation for change

Compile daily, monthly and yearly reports of the

B.H.S5.5. Unit activities

Periodically evaluate staff and legistic support

of the B.H.S.S.

Motivate the health team and ensure work discipline

Organise structured patient flow

Obtain information and follow-up of referred cases

Prepare and manage the accounting system of B.H.S.S.

Unit.



68

Education Functions

Identify teaching/learning needs for both clients

and staff

Organise and participate in the in-service education

of the staff

Carry out health education in the clinic and community

Teach other members of the health team to use standing

orders

Work with the B.H.S5.5. training institution in the

training of B.H.5.5. health workers.

Comnunity Functions

Maintain good information and working contacts with
the community leaders, representatives of other

agencies and other health personnel

Motivate and participate in community development
activities in co-operation with the community leaders

and representatives of other agencies,



Professional Quaiifications

i Registration with the Federal Ministry of Health

2. Maintain code of ethics of the Health Professions.

THEORETICAL PROGRAMME

General Objectives

1.1 Promote individual and community self-reliance in

health matters

1.2 Environmental Health

Identify environmental health hazards in the

community and take appropriate action

1.3 Control of Communicable Diseases

Manage and control communicable diseases

1.4 Nutrition
Assess the nutritional status of the individual
community and establish preventive and curative

services

1:5 Accident and Emergency Medicine

Recognise emergency condition, initiate treatment and

refer as appropriate
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1.6

1.8

Bental Care

Screen for dental problems, perform preventive and

first aid services

Community Mental Health

Recognise psychiatric emergencies, take appropriate
action and supervise the management of patient under

specialist care

Use of Standing Orders

Use standing orders to manage the common and emergency

conditions, and refer the more complicated and those

. needing further attention to a doctor or Senior

Community Health Officer

Diagnostic Services

Supervise a clinic laboratory and ensure the proper

running of laboratory services

Health Statistics

Prepare a plan for keeping records, registers and reports

for clinic administration and evaluation.

HEALTH EDUCATION PROGRAMME

Unit 1

General Objective

Promote individual and community self-reliance in

health matters.
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Instructional Objectives

Objective 1.1.1 Demonstrate Proficiency in the Following

Techniques of Communication:

(a) Non=verbal communication, especially by gestures
and expression, e.g. sympathetic listening,

welcome, concentrate attention

(b) Verbal communication, especially voice techniques
and structure of message for:
= face to face discussion
- small group informal discussion
- panel discussion

= address to an assembly of elders

(c) Audio-visual techniques, especially song and dance,

integrated verbal, non-verbal message for small groups:

- use of facial expression and body movement
- role play
- flannel graphs

- blackboard or posters

- slides

= puppets

- audio-tapes, radio and redifusion services

- story telling



Objective

'Barriers'
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1.1.2 Demonstrate Knowledge of 'Facilitators' and

to Communication

1.1:2.1

Identify at least five facilitators and five barriers

to effective communication that may occur among health

members in the clinic/community setting.

1.1.2.2 Identify at least five facilitators and five barriers
between health team members and patients/common members.
1.1.2.3 lIdentify in the clinic or community situation, a specific
barrier to effective communication and make a plan of
action to overcome or eliminate that barrier.
1.1.2.4 Identify at least three examples of cultural background.
Objective 1.1.3 Demonstrate Knowledge of Basic Learning
Principles
1.1.3.1 Identify techniques by which a teacher can help the
learner to acquire
(a) new health knowledge
(b) new health behaviours
13,2 Identify the following factors as influencing the

learning and its translation into behaviour, using

an observed teaching session



(a) Use of repetition and reinforcement
(b) Active participation of the learner in

the development of ideas

(¢) Reinforcement of the learner by peers
(d) Simplicity of the message
(e) Use of role-models (patients who have changed

behaviours)
(f) Demonstration of new behaviours

(g) Money and time needed to practise.

Objective 1.1.4 Demonstrate the Community Health Officer's/

Supervisor's Teaching Role in Helping Others Learn

Instructional Objectives

At the completion of this unit, the Community Health Officer/

Supervisor will be able to:

1.1.4.17  Describe the basic learning principles, e.qg.

(a) adult learning differs from learning in
children

(b) cultural and social conditions that affect
learning

1.1.4.2 Demonstrate the use of objectives in teaching, learning

and evaluation



Objective 1.1.5 Maintain a clear and courteous communication

with patients as manifested by:

(a) Welcoming
(b) Helpfulness
(c) Explaining treatments, procedures, the

nature of disease, etc. to the patient
in language easily understood by him/her

(d) Checking the patient's understanding (by
some other way than asking "'do you

understand'')

Objective 1.1.6 Demonstrate the application of Communication

and Teaching Techniques to Planning and Presentation of a Learning

Session for a Selected Skill or Topic

(a) Identifying target groups (specific learner group)

(b) Defining objectives

(c) Selecting relevant content

(d) Selecting appropriate method of presentation
(demonstration, discussion, lecture, etc.)

(e) Organising ahd presenting sessions

(f) Selecting and applying evaluation tools.



Objective 1.1.7 [dentify the Teaching Opportunities in Contacts

with Patients, Staff Members, Trainees and the Community

Instructional Objectives

At the completion of this unit, the Community Health Officer/

Supervisor will be able to:

% % Identify and utilise the past experience which learners
bring to the learning situation, for their own learning

benefit and for the benefit of the total group

1.1.7.2 Share responsibility for teaching with other staff.

Evidence of this sharing can be recognised by how the

trainee:

(a) Recognises and makes use of particular staff
and patients as role-modeis and persons from
whom new behaviours may be learned

(b) Communicates, during trainipg programmes, to
the clinic staff what learners are involved
in learning

(c) Delegates teaching activities appropriately
to other members of the health team, such as
the driver of the mobile team, the Village
Health Worker, the Traditional Birth

Attendant, etc.
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Objective 1.1.8 Identify the Learning Needs in Students,

Patients, Staff Members and the Community

instructional Objectives

At the compl!etion of this unit, the Community Health Officer

will be able to:

1.1.8.1 Identify the initial level of knowledge and skill
which the learner brings to the learning process, in
both formal and informal situations, with students,

staff, patients and community.
1.1.8.2 Identify the areas in which the learner must gain

competence whenever a new service need is recognised

in the Basic Health Services Scheme,

Objective 1.1.9 Help Staff Members Plan their Health Education

and Community OQutreach Activities and Supervise them in these

efforts

Instructional Objectives

At the completion of this unit, the Community Health Officer/

Supervisor will be able to:

1.1.9.:1 List and define the different stages in the planning of

health education activities, including:
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(a) ldentifying the problem, educational need
and target groups

(b) Defining learning objectives

(c) Determining plan of action, including the
content, methods, time schedule, implementation

and evaluation procedures

1.1.9.2 Schedule/supervise the scheduling of routine and special
health education activities, such as health talks,
demonstrations, group learning, activities and home
visiting. Scheduling includes choosing topics, times
and places and assigning educational responsibilities

of various staff members.

(Fed. Min. of Health Net. Health Planning Directorate,

1979) .

MODELS OF HEALTH CARE

Health Care in Britain

The National Health Service (N.H.5.) in the United Kingdom was
introduced in 1948 and was completely reorganised in 1974, It
is an essential part of a much wider system of social security

in which the whole state makes compulsory provision for various






