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ABSTRACT

"N gerians have perhaps quite rightly always
considered their chief asset to be human resources.
Pl anners now acknow edge the inportance of hunman capita
and have renoved education fromits traditional place in
the 'social' services and accorded it the pride of place.
Now, applying cost benefit analysis to investnment in
education and agree that education and training are
| nportant pre-requisite to devel opment which is nuch
wel cone. W shoul d however not overlook the fact that
skilled and highly trained man-power cannot contribute
fully to devel opnent unless it is healthy. W can
therefore see that expenditure on health and housi ng
contributes to the growth of the GNP. in so far as
I nproved health and housing leads to rising | evel of
productivity and output in the various sectors of the
econony w thout any significant additional investnent
I n these sectors. For " a healthy body, reasonably
nourished,is essential before further productive

effort can be expected.

VW cannot wait until the process of economc
devel opnent is well advanced before taking sinple

steps to help inprove our environnent.
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CHAPTER ONE

INTRODUCTION

In every country, health-care presents different
problem gince it's organisation is a response to
geography,.climate, historical and political conditions,
plus soccio=-economic and cultural orientation of

the populace.

*In the advanced or developed World there is an
established and inherited machinery for medical
support and a substantial proportion of national

resources devoted to health care.

The many ways in which this is done range
from a system of predominantly private enterprise at
one end to complete state provision at the other. It
ig therefore imperative to note this, when dealing
with a developing economy like Nigeria, where there
exist little inherited machinery of comparable scale
and provision of health care in the western context

has to be built on almost wholy fresh foundations.

In the developing economics of the world where
there are greater problems and usually slighter
rescurces, the deliberate organization of health
care is expanding rapidly. It obeys economic and
social progress from the expectations generated by

education and political presures of the population.
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Government authorities are impelled to frame a policy
for * health and to agssume either an advisory or

executive role in it's implementation.

The availability of an efficient health care/
delivery system to a people ensures its well being as
health care share equal importance with food and shelter

to gl o

Health care is achieved through hospitals which are
social institutions ntilizing combinations of different
scientific equipments and functions manned by trained
medical, paréﬁédical and non-medical staff that provide

Bervice to patients.

The architect has it as a duty to plan, replan or
redevelop (whichever is applicable) a hospital complex
g¢ that 1t utilizes effectively the talents and time of
the employees by providing efficient and safe service to

the patienta in whose interest the hospital is established.

Today, hospitals are classified into a number of
categories according to the level of sophistication of
services they render. Popular-amoné these categories
include: Teaching Hospitals, specialist hospitals,
General hospitals and Community hospitals to mention a

few,



De

Although it may be generally argued that the
desirable theoretical basis for health care promotion
is the primary, secondary and tertiary system, this
pattern is more easily described than attained in
practices For it implies a hierachy of increasingly
specialized establishments in which there are very many
primary units, Immediately available to the individual
and the family, with relatively few tertiary units
which are more remote. The primary unit however presents

the greatest difficultye.

Attainment of the primary unit is (very) difficult
even in the economically developed, geographically
knit and demographically relatively stable societies of
the UK, How much more of the larger developing
countries of the world, where economic rescources are
alight, the population more dispersed, distances more
formidable for want of adequate roads and lack of
transport or because of cultural resistance to travelling

outside home ground,

Although many developing countries have embarked
on propgrammes of nationally organized health care
delivery, the problem of decentralization of establish-
ments and their administration are such that the rural
populace remain out of reach, while the better
educated medical personel have chosen to always stay at the
relatively few towns that has greater facilities and varied

opportunities.
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While it is wrong to generalize about the less
developr ed economy of the World, knowing that they have
different characteristics and varying degree of
development, some measure of health services delivery
problem can perhaps be reckoned with, when it is
realized that in many regions about three quarters of
the population is scattered in rural areas and in spite
of immigration to urban centres the number is likely
to rise. Many rural districts are widely dispersed,

isolated and difficult to reache.

In some developing countries of Asia and Africa
eelle 1t was estimated in the early 1970s that the
average per-capital income was rather less than one
forteith of that in France and about one-fiftieth of
that in the U.S.A. It has also been said for e.g.
that if growth stopped in the USA while that of
Banpladesh doubled annually it would take 200 years
for Bangladesh to overtake the Wealth of USAe

In this context one would gsee that most of what
the west consider to be modern health facilities is

irrelevant for the majority of the people.

In the author's opinion any development policy
programme that does not emphasize rural upliftment
in the context of developing world is really a hollow pot.
Since majority of the population live in these
undeveloyed but economically important settlements.
Attention must be shifted away from our saturated urban
cenbres to the hitherto neglected localities if our

bid for balanced growth is not to suffer defeat.
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Although there is no univeréallj defined population
fipure, representative of a rural community or settlement °
the Nigerian 1952 census described a rural comnunity as
one with less than 5,000 inhabitants. Similarly the
1963 census recognized setbttlements with less than
20,000 inhabitants as rural. Socially however, the
rural socilety is described in berms of certain

(¢haracteristic) pattern of relationships.

According td Philip Mbithi (1974}, such
relationship are characterized by a high degree of
interpersonal intimacy. Social order is based on
caoncensus of wills and supported by folkways, mores
and religions: High moral commitments, dependency,
norms, kKinship oblipgations, neighbourhood ties and higzh
degree of communalism. General income level is below
survival margin and neglect in terms of developnent is

self cvidents - initi
8 evidente. Definition of Terms

Health Centre:Is usually the ‘st point of call/

contact wilh health service, where patients can be
treated ao that reference to a more specialized establish-
ment is unnecessary. They are sometimes grouped

topether with accommodation for some of the social and

public health services

Interraked health Centre:combines organized
preventive services and curative ones, of the general

medical practitioners.
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This concept only gained wide acceptance after 19&5
deapile it's earlier discovery in 1920 as contained in
the British Ministry of Health's Dawson's report reading
mpreventive and Curative medicine cannot be separated on

any sound principle"”.

The health centre is regretably used to designate
something that might more accurately be described as a
centre reluctantly visited by people with minor sickness
in the hope that they can be restored to health without
having to go to hospital. Health centres are of course

places for Primary Care.

The functions of the pioﬁeef health Centré vas primérily
preventive and did not extend to treatment and it's
nature was deliberately that of a community centre, -
Unlike the Health Centre/Medical Centre which as an
accommodation, specially built to house a group practice
of general practitioners with some ancilliary (facilities)
services, secretary, snd a nurse to mention a few and

social health services. The integrated health centre '

has close links with the Local Authofity.

Although the two are different they share some L
fundamental planning principles, albeit in a simple form
more especially in the arrangements desirable for thg'. 
reception of patients and for the relationship between
reception desk, Waiting spaces, patient's records

and congsulting and treatment roowms.
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Functions of a Health Centre

The activities of a health centre may be categorised
into three distinct types which can be arranged in
sessions on daily basis or frequentlyone of these takes

place at anyone time.

(a) Personal Care: That is the case of a patient

who visits a general practitioner, a nurse or
any other individual worker normally on his own
volition/initiative to obtain help or treatment

for a personal problem or ailment,

Clinical Session:
(b) These consist 1n clinical sessions attended by

a number of people and organized for a
particular purpose, such as antenatal supervision

or immunizatione.

Group Activitys: o
(¢) TeTer To group activities conducted in classes,

such as antenatal relaxation, keep-fit

exercises, talks and demonstration,

The Health Centre as the general practioners base
for home cara.has the potential to reach out into the
community rather than being merely a place to which the
community comes for help, as it is also, increasingly a

base for teaching and research.

In some communities it serves as a social meeting
point for mothers with young children. Particularly if
they attend repular sessions and for some young mothers
it may provide them easiestopportunity to meet other
women, this is the more reason why a relaxed and pleasant

atmosphere is crucial.
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Health Care Units

"Aid post: this may not necessarily be stafifed
continously but visited once a week by a para-medical

asgsistant who might see about a hundred patients on each

wigit and might be assisted by a nurse. With very simple

requirement, it's construction will probably be in
vernacular, carried out by the local community or by a
mixture of indigenous and prefab, imported materials.
It could be a big advantage if the building's character
follow local tradition. No matter its initiators and
motive the aid post may be conceived as the first element‘

of a larger unig™,

Developments in small unit will probably anticipate

three roles viz: an increase in the curative treatment of

out patients, the provision of beds and the co-ordination o

of public health services in the improvement of general

health and preventive action against social diseases,.

SPECTALIGT HOSPITAL

Handle specified category of patienﬁs: paﬁients with -
a particular type of ailments e.g skin diseases, gastro-
intestinal diseases, opthalmic, E.N,T., and so forth. -
Such hospitals provide some of the leading centres for
post graduate (teaching) education and research in their
speciality. They are scarcely bedded due to limitation

of services offered.
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TEACHING_HOSPITAL

Is a place where medical students are taught to
become physicians or surgeons. It is the most
gsophisticated of all the various catepories and
invariably contain significant research facilities.
Here number of beds does not indicate level of
gsophistication. Since arrangements for the training
of medical hospital staff may differ from one country

to another.

COMMUNITY HOSPITAL

This being the smallest category have provision
for usually between 50-150 beds and often gtaffed
by local governments or sometimes the states They
usually cater for patients transfered from village
dispensaries. Another name for them is Health
Centre. The community hospital as the names
implies is concieved as an extensions of general
practice and of the primary care team rather than as
a devolutionary activity of the general hospital or
its decentralization. It is ideally an extension of
the health centre functionally'and geographically
alike, It is non specialized in many ways it resembles
the old voluntary cottage hospital run by family
practioners. The purpose of which is to provide
nursing care for those who may not need the more

elaborate facilities of a large hospitale
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The nature and amount of accommodation that a
community Bospital provides will clearly vary from one
locality to another and will depend upon local needs
and policy. The accommodation is likely to be wards
with a small proportion of single rooms supported by
normal ward ancillaries with spaces for day room
during occupational therapy and physiotherapy, offices,
kitchen and rooms for staff including dining and
changinge It is important to note that ambulant

patients predcominate.

RBesides, providing beds a community hospital can
fulfil the role of a day hospital particularly in the
field of non-specialists rehabilitation therapy, this
is capable of reducing the burden of long distance
travel and the load on large hospital., This explanatiah
may appear extensive but it is necessary, for our

subject belongs to this cabtegory.

Units range from a centre for a small practice of
two or three doctors with a nurse, secrebary and a
minimum of local authority accommedation probably and
office for home help and some space for health education
to three practices with in addition dental surgeons,
physiotherapists, chiropodists, midwives and
increasingly provision for the education in community
health of medical students - student nurses and health |

visitors .
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Providing building facilities that encourage
integration where a centre is more comprehensive is
really brainstorming, but is egually valuable when
successful., For a team approach to community care
does not automatically follow the assembly of |
different people/personel with varying responsibilitiéé
and employed by different authorities in the same

building.

GENSRAL HOSPITALS

These are hospitals that cater for all patients
with various illnesses, the term survives because
they provide medical services for all but few requiring
gpecialists attention, they sometimes refer patients |
for completion of treatment at specialist hospitals.
Measured in terms of bed number, their sizes range
from vetween 200 beds to well over 1000 beds. Many
general hospitals are however planned for BOO—SGO‘bedS

usually phaged out for development purpose,

They bring together in a concentrated form most
of Ghe apecialist services otherwise performed by a
number of separate hospitals with more limited
functions e.g. hospitals for childrem.women, accidents,
orthopaedic etc and provides care for both in and out
patients. Generally patients stay here for relatively
ghort time and the building is normally.referred to as =

general acute hospitala
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CHAPTER  TWO
HISTORICAL DEVELOPMENT OF HOSPITAL

THROUGH THE AGES

Hospitals as we have them today are testimonies of
our anaéestora struggle to remain healthy in the face of
numerous aillments, sicknesses and 1llnesses, the art of
healing is infact not a recent one in human history.
From time past man has always tried to heal himself and
has remained steadfast in doing so. This has resulted
into a wonderful development in the field of medicine

through technological advancement,

Archeolopgical findings show that man attained a
surprisingly high level of medical knowledge at certain
periods of his history. For instance, the art of plastic
surgery was known to the Hindu societies in ancient
India, It was then employed to cover amputated nose,

sequel to punishment for adulterye. =

Known also, was that tradition of ancient Greeks
and Epyptians of laying their sick by the roadsides for
passers-by to see and give advice as to how to cure the
patienls Such advices were however based on experiences

of the passers-by.

Gradually the art of healing became linked with gods

and godesses, while temples became places for the sick.

Early as 226BC the need for area-wide planning of
medical facilities was known to king Ashok of India which

ideal was also employed by Duthayamini of Cylon.
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King Ashok built 18 insbtitutions and employed
attendants to man them, These attendants were instructed
to be clean and wear white clothes, they were also
asked to provide the patients with food and medicines,
Prior to this however, hippocrates - the father of
medicine - born 460BC had already written alot on moral
oblipabtions of medical team members both to each other
and o Ltheir patients. His writings were not compiled
until 3BC despite their significance., Around that time
many tcemples were made centres for medical practice,
temple sites were usually alongside mineral waters or
warm healing springs. Added to these were "Iatreia"
or medical clinics in which Greek physicians, (free
citizens) held consultations and treated their private

patients,

These structures marked the beginning of out-patient
services common to modern hospitals. In Rome, similar
institutions were noted., They were temples to
Aesculapius and Jatreia for private physicians and their

wealthy patientse.

Iocated on a small Island in the Tiber the temple of
Aesculapius was a place where wornout, dying and sick
slaves were dispatched to and left there, This practice
touched the emperor (Claudius) hence his decreeing that

slaves that recovered were henceforth freemen,
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The resulf of this was the temples gradual coﬁversién_-
into infirmary for the sick poor and hence the pioneer in
society of the hospital we know today, these infirmaries

"myaletudinaria® as they were called could be military or
civilian. The former were built at the frontiers to
serve the mjilitary while the latter stationed in provin-
cial capitals served imperial civil servants and their
families, they take the form of porticoed court into
which reooms for the sick opened marking the beginning of

a distinet architectural form.

With increasing acceptance of christianity by the
people, new concepts of charity and care for the poor
and the sick became prevalent in the society. During
this epoch; charitable organizations within the roman
empire launched what they called "Xenoclochium" where thé
sick ond ill travellers were cared for erected in =2ll the
big citiess The excavation at Ostia in 1875 of
Xenodochium built in 3984.D. revealed a defined sensé of
organization in it's planning. There were planned
corriders linking the various units of the building. The
interior courtyard was made interegting and was bounded

one gide by basilica and the other by patient roomse.

In Switzerland was built in 820A.D the'hoépital aﬁ.'
Abbey and was then the most up to date one in recorded
history. It was followed by Hotel Dieu Paris built in
829A.D, this gixwards hospital utilized four for general_..

cases one for maternity and the sixth for canvalescencee.
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By 17th century the hospital already 6ontained 5000
patients accommodated in large halls with several patients
to one bed, Sanitation hygiene and or ventilation were |
not given due attention. Attempts were however later

made by the scilence academy to alleviate these problems.

In 1456 the grand hospital of Mulan was built with
essentially cruciform plan patients wards were so arrangedd
in four segiments that allow view of the central courtg
corridors were used to connect these wards to other blocks/

roomg that contain service facilities,treatment and

administrative areas.

19th centuﬁy witnessed a number of developments that
contributed the advancement of hospitals and their planning.
Writing in her book experienced and world acclaimed nurse
Florence Nightingale held that bad nursing situation is

not brought about by nurses themselves but by bad

L]

Architecture sanitation and bad administrative arrangements.
A situation which often makes it impossible to nurse
her rule of nursing is to keep the air within as pure as

the air without.

The idea that sickest patients be placed in a& bed
nearest to nurse's station and convalescent patients
further awey were her introductions and gained acceptance
due to their logical pupport, giving rise to what is ”
today known as progressive patient care in hospitals:
Revolution in.hospital planning follow other discoveries

as those.of:
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i) Anaethesia

ii) Disease spread
iii) Xrasy
iv) Principle of asepis

v) Introduction of Steam sterilization

Consequently it became necessary to build big
hospitals to house large and elaborate equipments for
X-ray and accommodate apparatus needed for new therapeautic
methods while creating conducive room climate suitable to

the therapeutic and diagnostic procedures.

HISTORICAL, DEVELOPMENT OF HEALTH CENTRES IN TIIE U.K.

The UK example which culminated with the introduction
of the National Health Service in 1948 18 a notable one.
The packapge envisaged a network of integrated Primary
Health Centres, the intention then being to provide
accommodation for rent by groups of general medical
practitioners, nurses and adminstrative staff where they
could be housed together with the staff of the preventive
services of the local authority. Practitioners were
however reluctant to participate in a nationally organized
scheme, fearing that the proposed might be a first step
towards becoming state employees prefering to safeguard
their independent pcsition. But for largely practical
reascns, professional partnerships or group practices
increased steadily and by the mid 19¢0s it was estimated
that only about a quarter of all general practitioners

were still running individual private practices.
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Growing concern about the escalating cost of hospital
care on the government part made it to give more priority
to (the subject) care in the community itself that is to
in as much as possible make it unnecessary for patients
50 be treated in hospital. Here increased emphasis was
placed on the importance of trying to integrate the work
of general practitioners with the socially based services
provided by local government. Thus, there were only ten
new health centres by the end of 1958, the number rose
to one hundred and ten by 1968, an increase of 100 in a
decade and hag subsequently continued to increases
Perhaps for financial reasons the pace had not been as

rapid as might have been hoped.

Between 1972 and 1977 their number rose from 212 to
731 in Enpgland and Wales and a further 200 were planned

for the future.

The number of patients a general practitioner has on
his list in Britain ranges from about 1000 to 3500 on
averape practices using health centres comprise four to
five practitioners and a group of this size is likely to
serve some 15,000 patients but the size of health centres
vary considerably, depending in part on their location,
the extent of their catchment area, the policy of the
local authority and the number and size of the local group

practices that wish to be accommodated in the building,
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From a rural catchment area of some 10,000 peovle or
less ab one end of Lhe scnley the centre may catoer for

a population of 30,000 or more in an urban avoa,
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HEALTH POLICIES AND PROGRANMES IN NIGERIA

Health planning in Nigeria started in 1946, with
the launching of 1946-56 Ten Year Development Plan.

The plan fecognized that:

“Permanent imprOVemeﬁt in the hatidn's heélth
cannot be secured by clinical medicine alone and must
therefore be a steady advance in all factors contribut-
ing to a healthy life-good water supplies, housing
sanitation, nutrition and working conditions (Nigeria :
A TEN YEAR PLAN OF DEVELOPMENT AND WELFARE FOR NIGERIA,
1046-~56, Lagos 1946. pps 67) "

Hence the plan proposed a number of health

programmes which include among others:

(i) Provision of sdequate pure water for everyone;
(ii) Progressive building of environmental hygiene. .
(iii) Expansion of hospital , maternity, child e
welfare and dispensary services, ccupled

with a rigorous campsign of preventive

medicine in the field. .

Thus, a capital sum of juét ovef gix million was
earmarked for curative services (new hospitals
expansion, maternity units, sanatoria and mental
hogpitals)e Preventive services had approximately
one million Naira (epidemic units and rural health

centres).
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Obgervation:

In spite of the laudable objectives contained it
can be seen that the allocation of resources favoured the
curative aspect implementation-wise. Before the end of
the Ten-year plan however, important constitutional
changes took place in the country. A federal system of
government was introduced in 1954 and this brought the

plan to premature end.

On the influence of rapid population growth on the
mprovision of welfare services, as distinct from cash
benefits, the chief of which are education, health and

housing.

With regard to health, it is obvious that the most
gserious consequences of high fertility are the ill-effects
of over-crowding in insanitary homes, of malnutrition and
under nutrition and in particular the suffering of
children and the strain on the mother of frequent child

birth, often when she herself is weak and under-nourished.

Population pressure also agravates sanitation
deficiencies outside home, particularly in the overcrowded
urban areas, one of the results being a high incidence of

communicable disease.

Pedat returns show th t there was only one doctor to
approximately 18,000 people in Tanzania, 1:27,000 in Zaire,
1:31,000 in Nigeria 1:40000 in Nepal and 1:60,000 in
Ethiopias In most European (development) world there is

a doctor to less than 100 heads of population,



In 1955, the Federal Government as well as each of the
regional governments launched new plans. The western
region for instance, introduced free medical treatment for - -

persons under the age of 18 years.

.Tﬁe 196268 National development plan also contained
very laudable objectivea. The public actual capital
expenditure during the plan period on the health sector
amounted to ¥WA4,92 million, Like the preceeding plan
emphasia wag on curative medicine as elaborate plans were
made for construction of rural health centres, dispensaries
and. the extension and modernization of existing hospitals.
Save the anti-tuberclosis campaign which received & boost
during the plan period, other aspects of preventive |

medicine were neglected,

In the 1970-74 second National development plan, the
provision of health services was one of the two social
services regarded by planners as most important. A
number of henlth programmes were proposed for implementatioﬁ
during the plan period. These health policies include

amony; other things:-

(i) The implementation of measures to réstore
health services and facilities damaged or destroyed

during the 1967-70 civil war.

(ii) Expansion of programmes for the maintainance of
environmental sanitation. To this end, community
health educstion schemes were to be expanded to

cover more urban as well as rursl communities.
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(iii) Development of medical manpower through the
provision of appropriate training programme and
facilities. The Federal and State governments
were committed to schemes involving the training
of doctors, nurses and other paramedical
personel needed for the efficient operation of
health services, The total effects of training
programmes for doctors were expected to achieve
A minimum of doctor/population ratio of

1:20,000 by 1980,

To achieve the proposed health programmes, government
allocated 5.2 percent of its budget to health services as
compared to the 2.5 allocated during the 1962-68 plan
period, At the end of the plan period - evaluation of the
health gsector revealed that not much had been achieved.
Common indicators of health status showed a deplorable
gituation., Parasitic and infectious disease accounted
for 7% of all recorded illness. The crude death rate
was estimated at about 30 per 1,000 population while
infant mortality was estimated at about 150 per 1,000

population,

The doctor/population ratio stood at 4:4,200 as
against a recommended ratio of 112,000, There were also
critical shortage of other ancillary personnel that were

required for the efficient delivery of health services.
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In addition, the problems of inadequate and lopsided

distribubion of these institutions favoured the urban areas
to the detriment of the rural areas where about 75¢ of the
population linee. The few health institutions located in the
rural areas were not only far away from most of the target
population but also lacked the requisite equipment,

essential drugs and personel.

The problem of poor management of the available health
facilities was also there. This resulted in the inefficient
utilization of available health facilities, There was very
little communication between health personels and the
communibies in which they serve. Many people, therefore, were
not aware of the facilities available. Health personels

were also unable to identify the basic health problem facin:

much of the communities.

Poor management also manifested itself in the lack of
integration of traditional healers who provide health
“services at the grass-root level into the modern health-
care systems Tinally private hospital and medical clinics

were left to practice without any serious supervision.

Even though quite a number of the hospitals and clinics
were ill-equipped, ill-organized and inefficient, yet the
governmnent allowed them to continue to functione. No
effort was made to evaluate and asses the actual
contribution of the private health institutions to the

health care delivery system of the country.
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CHAPTER THREE

POPULATION GROWTH AND HEALTH PLANNING

It has been generally recognized that population
is not only a determinant but also a consequence of
health planning. Population parameters such as size,
atructure and distribution (rural-urban) are known
Lo have far reaching implications for health planning
and provision of health services. Different age and
sex groups in the population have differing
probabilities of sickness and recourse to medical
attention, Infantsand old people are known to have
the highest incidence of sickness and
hogpitalization, therefore they constitute a very
significant proportion of the total health demands
Women (on the other hand) in their reproductive
years (15-49) also have a high rate of sickness

and hospitalization.

The rates of sickness and hospitalization

among women, especially those above the

reproductive age groups tend to be higher than those
for males. This is generally attributed to earlier
reproductive activities, The rural-urban
distribution of the effect of population also
deserves élose attention in examining the effect

of population trend for health services, the future
trends in rural-urban population distribution and
the process of migration have implications for

planning and provision of health servicese.
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HEAL/LH SERVICES

Health, like food, shelter, drinking water,
clothing and basic education is a fundamental human
need, 1t is defined as "A state of complete physical
mental and social well-being and not merely the

absence of disease or infirmity".

Health services vary from one community to the
other depending on the ecology, the economic base,
belief system and cultural prescriptions, the
socio-economic as well as the health status of the
people. According to Corsa and Oakley, health
gservices are organized activities intended to

decrease the level of human disease and disability,

Health services they hold, involve four main

types of activities:

(i) Personal Health Services: those provided

for individuals by doctors, nurses, and
health techniciasns to treat illness,
prevent disease or disability and facilitate

such normal processes as human reproduction,

(ii) Environmental Health activities: those
provided on a mass basis by engineers,
sanitarians and others to minimize disease
and discomfort by controlling the quality
of such environmental elements as water food,

air and housinge.
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(iii) Public information and education : those
provided by individual and mass media to
increase public knowledge of health and of

conditions affecting it.

(vi) Vital registration and health surveillance.

This classification is based on orthodox western
health services. In most developing countries, however,
modernity and traditionalism co-exist, hence vital
health services are (also) provided by traditional
medical practitioners and religious organisations to
complement the services provided by the modern system.
Their activities should therefore be considered in the
classification of health services in the developing

counbtries.

Health Services are provided at different levels by
different agencies and specialists. In Nigeria health
services are provided by the government (Federal, State
and Local Government), private individuals and organisations
who establish and run private medical clinics, missionaries,
traditional medical practitioners who serve the majority
of the rural population, religious organisations
(penti-costal) pharmaceutical and chemist shops, itinerant
medicine hawkers who operate mostly in the rural areas
and private companies selling scientific and medical
equipment. The services provided by these health units
ranpge from the prevention and treatment of diseases to
regearch and collection of health statistics, spread of
information to increase public knowledge of health and
conditions affecting it and the sale of drugs and

equipment for the diagnosis and treatment of disease.
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%44 POPULATION GROWPH AND IT'S IMPLICATIONS
FOR HEALTH PLANNING

The age and sex structure of the population and
it's rural/urban distribution are the major aspects
of population that are likely to have direct bearing
on health services requirements., Efforts will be
made to discuss the health implications of the
structure of the various population projections shown

in Chapter 41, tables 1.1 and 1.2.

According to the estimates and projections,
between 27 and 37 million infants, O=4 years old
are expected to be provided with health care by the
year 2000,
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TABIE - 1 | :

i

197980 HEALDH FACILITIES - BASIC HEALTH SERVICE
SCHEME
STATE COMPREHENSIVE FPRIMARY H.C. H. CLINICS
H.C 79 80 79 80 79 £0
Anambra - 1 - 5 24 30
Bauchi 1 1 4 1 19 19
Bendel Y - - - - 4 9
Benue - - - 9 1 24 23
Borno 5 | 5 - - 2 76
Cross River 1 1 2 2 - -
Gongola : - - - - 19 19
Imo ' - 1 - i 19 19
Kaduna I 1 - & 20 21
Kano ' - - - - 20 20
Kwara - - - - - 25
Lagos 1 1 - 4 12 17
Ogun ' - - 5 10 - -
Ondo - - - - 20 20 -
Oyo. 1 1 " 5 . .;_2°. 
Plateau - - 2 4 18 ff.';13
Rivers - - - - ha .,
Sokoto - -4 - - - e o
TOLAL | 10 12 26 43 267 384
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m. \I: E‘ - 2 .I ..
PROJECIION OF HEALTH SERVICES REQUIRED 1IN HIGERIA 2
FROM 1985 -~ 2000, S
TYPE OF HEALTH INST. 1985 1990 1995 2000
Comprechensive 2,012 2,390 2,839 34371
Primary 1L/C 3,354 3,984 44731 5,619
Health Clinic 20,126 | 23,904 284590 33,719

TABLE. = 3

PROJECTED TFTEDERAL GOVERNMENT

AND RECURRENT

EXPENDITURE ON HEALTH 1985-2000 MILLION
YEAR PROJ ECTION A PROJECTION-B PROJECTION-C
CAPITAL | RECUR. CAPITAL | RECUR. | CAPITAL | RECURRENT

N ) N ) ¥ N
1980 * 81 91 - - - -
1985 N 105 9% 408 95 110
1990 10% 119 108 125 113 131
1995 116 134 125 145 134 156
2000 13 152 445 168 166 185

*Actual capital and recurrent expenditure for 1979/80 fiscal

year.
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Cace Study ~ Nigmer State

Az at December 1979, there were seven general
hospitals, three maternity centres, five maternity health
centrea, forty-three health centres, one leprosarium and
two hundred and fifty-four dispensaries/clinics in Niger
State, Data are now available on the health parsonels in
the stale.

A recent report however, gave a doctor/population
ratio of 1:4%,250 for the state., Progress on the
implementation of the Bitss has been very slow in the
state. Aa at the end of 1980, the state had completed only
%32 health c¢linics, little progress was recorded in the
construction of comprehensive health centres and primary

health centres.

Population

According to the 196% census, Niger State has.a.
population of about 1.2million. The projected population
for 1977 for the state as a whole was about 1.,7/millions
while +the 1980 estimate gave 1.8million. The structure']“;
of the population reflects the natursl pattern in that |
the state has a youthful populabions about #7% of the .
population was under the age of 15 in 1980. The size bf old
people is algso very small and instituting only 3% of the
total figure in 1980. While the working populations |
Congtituted 51% of the population,

Infants (0-4) constituted 20% of the population in
1980, while women in the reproduction ages constituted 2%

¢f the population in the same year,
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Under the different projections the size of infant
population is expected to rise from 407,900 in 1985 to
717,500 by the year 2000.

The projections also indicate a sharp rise in the.
nunber of women in the reproductive areas from 462,453 in
1985 to about one million in the year 2000, Similarly
the size of the working population is expected to show a,:
significant increase in the years already by the year
2000, the number of this group is expected to rise to

about 1.,8million,.

The different estimates of the population clearly
show that demand for health services by the various grduﬁs
psrticularly, infants, women in the reproductive age and
the working population in the state will be enormous in
the fubure. Since this group normally constitute a large
proportion of the population, adequate provision has to be

made for their future health demand.

The state therefore has to intensify its trainihg
programmes for health manpower to meet the future health
demand of the people of the state, With a population _
growth rate of 2,5 per annum, the state will need 204 doctors
in 1985 and 232 doctors in 1990 to attain a doctor/
population ratio of 1:10,000 by the year 2000, the state
will require 296 doctors to maintain the same doctor/
population ratic. Estimates based on 3.0 percent _
growth rate indicated that the stete will need 215 doctors
in 1985 and 360 doctors by the year 2000. Though
projeclions have not been made for the other cadres of
health personels, it is implied that their number will havé'

to be increased to meet the fubure health services demand
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of the people of the state.

In addition to the training of health personels,
more health institutions need be provided. Table 4
show the projected number of health institutions that will

be required to cope with the future increase in population.

TABLE =~ 4

PROJECTED NUMBER OF HEALTH FACILITIES NIGER STATE
1985 = 2000

TYPE OF HEALTLH INSTITUTION 1985 1990 1995 2000
Comprehensive Health Centres 43 51 61 72
Primary Health Centre 72 85 101 120
Health Clinic 430 511 606 720

The tendency of individual medical disciplines to
merpe topether with one another or to become interdependent
sugrests the need for a form that provides close

relationships.,

It has been well said that the first task of a health
service is to reach all the people all the time at the best

level of care a country can afford.
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PABLE ~ 5

PROJECIED CAPITAL EXPENDITURE ON HEALTH, NIGER
STALE (1985 = 2000) IN  MILLION

YEAR | PROJECTION-A PROJEGTION-B PROJECTION-C
1985 N5.5 N5.7 . ¥5.8
1990 643 |1 B 6.9
1995 740 | 7.6 8.2
2000 B.0 848 L 9,8

The financial implication of the above estimate is shown
in Table’ above , The actual public sector capital
expenditure on health in Niger during 1979/80 fiscal year 3 
was Hi4,930,000 yielding an expenditure of H2.72 per |

person,
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ELEMENTS OF IHBALIL

Health as a natural phenomenon vital in it's
entirity for any development - concious societyimust

be approached through its basic elementg., viz:

Masg education -~ consisting in the intensification
of campaign on prevailing health problems and the
method of preventing and controlling them, as a step

toward achieving total health in the society.

Proper Nutrition and Promotion of food surply - -
this can be realized if people are taupht the principles
of agricultural practice. The role of various |
crops produced as feoods in the body chemistry. For

which full knowledge of problems is necessarye

Adequate water supply and sanitation -~ this of
course is an aspect of preventive medicine. Food
clean drinking water basic sanitary considerations o
and, the like are problem - diminishing factors, when .

viewed with understanding.

Material child health care and family planning —.l
number of children and the provision for their needs
is a relationsghip is a factor that has since deserved
serious attention. Family planning eliminates poverty,

sickness and undue malnutrition.
Immunization against major infectious diseases,

Prevention of locally endemic diseases,
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Appropriate treatment of injuries and common diseases.

Egssential drugs promotion, all of which constitute

total health,

The principal means for realizing these elements are
political will, community involvement, multi—sectoral—action,'
appropriate technolopy. BEven distribution of health resources
and total coverage of the entire population for health is
weallh and prevention is better fthan cure., 1t is even

cheaper.,

L I

Most countries expend their hard earned financial

resources on the training of new deoctors and building
hospitals, (general and specialist) which are secondary and
tertiary approaches, respectively to health problems which

could otherwise be prevented at the primary level.

Bafe Drinking Water

For any health campaign programme to attain fruition
provision of adequate pure and safe drinking water is
necessary. Since a sizable proportion of the diseases

prevalent in the developing world and elsewhere are water-bone,

Decent Housing

The emphasis on planned and adequately ¥Yentilated
houses, it not without reason; cerebro-spinal meningitis
among others is a deadly health problem whose known cause is
excessive heat; associated with unventilated wrongly planned
development that is why people mdst be concioutized of the

need for planning.
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Tmmunization

lHere we discuss the essence of E.,P.l. which is set to
eliminate the carnage of threatening infectious diseases,
such as cholera, polio, measles scabies, cerebro-spinal
meniningitis etc. Although more of a preventive measure
immunization is a necessary obsession for primary health

care crusaderse.

Health Education

Enlightening the populace on the nature of prevailing
health problems, preventive method and the techniques of
conbrol is perhaps the most effective way of attaining
sucess in health campaign at national and international

level alike.

Nutrition and FFood Supply

An analytical examination of how food is consumed and
subgequently used by the body and or the state of being
provided with food is a necessary engagement if health
must attend our lives. Here selection of appropriate food

types is very important.

There exist four/distinct categories of food each of
which has a peculiar role in the human anatomy, These
include proteins, vitamins, carbohydrates (starch) fats and
oils. "Tolal absence of one, even when the other threeare
present in sufficient gquantity can be catastrophic.

Certain foods are particularly reach in one or two of the
above list, hence the necessity for this knowledge at

individual level.
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Child Illealth Care

Maternal child care and family planning is a necessary
ingredient of good health campaign. This is obviously
vital in the upbringing of future leaders for a better

tomorrow,.

Basic Sanitation

Invelves the general cleaning of the immediate
environment, provision of adequate drainage channels and
gutters to mention a fews, They are essential for a

thorough health campgain.

Sanitation when organizéd on a pedantic scale does
not only stop at the aforementioned but include the
general cleanliness of dishes, spoons and other utensils;
hence the need for adequate water supply to meet

sdnitary requirements.

Esgential Drugg Promotion

With the above elements entrenched, promotion of
essential drugs for both preventions and control of
diseases becomes necessary, Injuries and other matters of

emergency are not excluded,

llere erection of health buildings such as health
centres, dispensaries and clinics become inevitable and
within any of this therapeutic envelopes, the extent of
curative services depend on the weight of the unit, the

shortcoming of one centre may be the credit of another,
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The controversy between curative and preventive
medical services is common in most developing countries.
At a symposium in Makerere on '"Medicare in Developing
Countries" this problem was fully examined and an attempt
was made to compare the contribution of a health centre
and a hospital to general health of the community. For
which purpose a health centre was defined as:
“"A health unit which provides a family with all the
health services it requires other than those which can
only be provided in a hospital. An essential aspect of
such a centre is that it takes its services and exerts
it's influence outside it's own precincts right in the
very homes of the prople themselves., Once it fails to
do this, and it's staff stop visiting surrounding villasges,
it is no longer a health centre. It undertakes preventive
services like immunization, environmental sanitations,

better child care and early diagnosis."

The symposium found that health centre facilities
can be provided for 1,000 people for £800 a sum ofthat
would only provide them with about a quarter of a
hogpital bed: that is one that can be used for average

of 17 patients a year.

The elements of health care brought together
comprises the hospitals and specialized services (at
the secondary and ter tiary levels), family
practitioner services - school health services and
personal health which together with environmental health

are the responsibility of local government,



L
*
5.

"

-
ut

mMPEEATl:lEE

H
I

Hﬂm L |

39N Fgb Mar Aer wad. Jun. il Aug St Oct Nov. Dec

Fi6l Oridl oF WeEiN XVERAGE TEMPERATURE
MM ¥ le.gmg



iy

e

T TSR PR TR R T ma e ) SRR
R ..z,./.z../,/fz,, N
h N NARE AR NNy
AR AR TR
S S o P D T S A N ATt SN
//r////# .0.//.///// CASARANE D AR R SR N

Ay

N \
Y AT AL RAVRMRIN UL AON R AN YL AN
Q.uu/,../, r/w/vxzwvur/ ////ﬂ r.....fr/w//.///rf wzb/ .//#,

LR -

: .,4 .4.
RO I RN E SRS

NN N 1
RRERT AN A ~ N b D
A R R 40—
s .rf”/”dff/////.r///f AN v// i /. l

- b % . ~ |’
N AR LY
RN AT AN WY
N R

v PN ok Auge SWE ook | Mee Dec.
%

[
Y
Z
AN AANNN AN . Nu i
Davae S L
NN LR m = |
g I} & = |
) s - w
= H '
Hﬂu_.f Wf ‘“ | _ h i
. : _ m * |
m m m = 3 0 . | | | * _
‘ww N NOLLvLidioaad | _ H
. fa)

Ty FE M A XM J 23 LA S 0O N D



Auy et ock. Nev. Pec.

Jon Rt

kv May,

7 , N
. NNN\w
_ \\\\\\\\\\\\\\\\§i THhhllnni
77777 % Minnnes
s 777777 ~ Al ne
7277 77 | M
o h 7707 7 e _ BN
Wﬁ_q_h\\\\_\\\\_\\_\\\\_\\\\_\\\ﬂuh_wwm\mw““uhbob

i b B it s e+, gt it



U5,
4.0 CHAP'ER FOUR

41  °  CASE STUDY I

#.1.1 Comprehensive Health Centre Birniwa

The centre was built by the then Kano State
Government through its Health Ministry as part of -
an organised scheme to extend health care services
to every nook and corner of the state by the year
2000 in line with the W,H.,0. declaration, It was ‘ 
conceived as solution to the health needs of |
Birniwa local government citizens residents
at primary level., Right from its inception till
date growing importance has continued to grace its

existence,

This however does not mean that quest for

extension or expansion has never been aired,

he1e?2 Architecturs

Functionality is the most primary cohsidération
in the desipn of health centre,next to which come-
simplicity in circulation, This of course is the |
yard stick to measure the excellence or otherwise ;v

of a health building.

In the case of comprehensive health centie

Birniwa although a converted structure,alot has
been acheived in the zonal distribution of functioﬁs
and flow of activitiesimuch however is left to be
done. Below i3 an itmized list of critism for

and against the centre,
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Merits

(1) Free and simple circulation pattern

(2) Functional clarity of spaces ;

(%) Minimized (shortened) walking distances on the part
of patients and staff as well.

(4) BSexual segregation in the nursing unit.

(5) “Theatre (operating) prominence and centrality vis-
avis UThe wards.

(6) Peripheral location of toilets.

(7) Commendable employ of courtyards as day spaces,

Demerits

(1) 1Inadequate segregations of the male and female users
of the centre.

(2) Insufficient silence and privacy for the theatre.

(%) Location of isolation block inappropriate with
regard to risk of cross-infection.

(4) Lack of clear meographical division between the

OJP.De and the in-patient department.

An Appraisal of Individual departments

The OsPelle - this is as earlier observed not

properly and clearly demarcated from other units, certain

qualities in it however, degerve commendation:

)

(a)

Like in many a health centre it is situated in the
front row of the entire scheme. This eliminates the
problem of congestion,

It is served by an ampful waiting area a number of
courtyards to thoroughly ventilate rooms, and

diffuse traffic,



(3)

(4)

(5)
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There is an ingenious segregation of patients at the
pharmacy unit, by the disposition of its receiving
windows.

Consulting rooms are few in number as patients have

to in most cases invade the C.H.,0.'s office,

Distribution functions does not seem to obey any

. gstablished order.

Nursinm Units

(0

(2)

(3)

()

(5

(6

(7)

There exists practical séparation of male and femnle
ward, . |
There is gradual transtition from the female ward at
the rear through the maternity and paediatric to the

male ward this may enhance flexibility.

The noisy and traffic generating children wards is
given partial isolation to minimise noise level in

the nucleusg.

Centralizations of nurses station in the female ward
is meritable as such arrangements facilitates

observability of bed fast patients.

End-wall on the other hand hinders even attention
for patients as in the male ward.

The nightingale concept of design employed in the

wards 1is commendable and acceptable to the users.

Location of the isolation ward, enclosed by female
OJPDs gection, female ward, the operating theatre

and the radio-~diagnostic department 1is unhealthy.
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Ancillaxy Services '

(1) Other than a laundry/kitchen and central store
ancillary services as mortuary maintainance unit,
kitchen laundry are lacking. Although it nay be
arpued that the centre is a converted one enough

Lime has elapsed for the introduction of such,

(2) Although, absence of some of the above named
facilities may be justified by the need to obey -
referal demand, bed capacity in the centre is enough

to necessitate their presence.

Lishting and Ventilation

~Aa a tropical design, in a-developing country the
accommodations are better ventilated and lighted naturally.
This has been achieved by on obstructed thorough flow of
alr and sunpaths
-~ Almost all rooms in the complex enjoy cross
ventilation,
-~ AlLl openings are glazed, this provide adequate

daylighting.

Fencsiration

-~ ''he arrangement of openings on wards external walls is

appealing. Minor few cases of stagpered toilet windows.

- While almost all windows are recessed, the advantage is

mnost felt on east and west direction.

Construction and Materials.

- The floors are of concrete finished with cement screasd

or granclithiec floor finish in the wards.and theatre.

- Walls are of hollow sandcrete blocks, And bonded in the.

stretcher system.



-~ Roofing is of zinc sheets all through, but hidden in most
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cases by abubtement walls at gable ends.

- Roof construction is predominantly of double~pitch

syotem with very few cases of monopitche

Fagary 1.
LGOI ks
SIS S

(a)
(i)

(ii)

(iid)

(iv)

(v)

(b) Public
(i)
(ii)
(iii)
(iv)

(v)

(e)
(i)
(ii)
(iii)
(iv)
(v)
(vi)
(vii)
(viii)

(ix)

Administration unit, comprising of:

C.H,0.'s (Community health officer's office)

Medical Officer
Medical Admin Secretary
Supervisor of health

Seminar room.

Health:

Public lecture hall
Clags rooms

Public health office
Field nurses room

Immunization,.

Maternity Unit:

Reception

Wailing area

Nurses duty room

Bluice

Labour room (toilet and shower)
Sterilization room

Delivery room

Sauat

Traditional birth attendants.
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(d) Operating Department)o.
(i) Reception
(ii) Patients waiting
(iii) Changing room
(iv) Berub-up
(v) Anaethesis
(vi) Operating circle
(vii) Sluice
(viii) BSterilizing.
(e) Female Ward:
(i) Surgical ward
(ii) Treatment rooms
(iii) Nurses duty room
(iv) Courtyard
(v) Toilets and lobby
(vi) Sluice

(vii) Medical ward.

(£) Male Ward:
(i) Surgical ward
(ii) Treatment ward
(iii) Nurses duty room
(iv) Courtyard
(v) Toilets and lobby
(vi)  Shower

(vii) S8luice

() Emergency Unit:
(i) Ambulance walk in
(ii) Consulting

(iii) Treatment/Dressing.
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The centre which has 56 beds on the whele

comprises 1% departments/units as under:

&)
(2)
(%)
()
(5)
(6)
(7
(8)
(9
(10)
(11)

General O.P.D.
X-ray department
Pharmacy
Polyeclinic
EJP.I./0.R.T, unit
Theatre

Maternity

Male ward

Female ward
Peadiatric ward

Laboratory

4e1e8 Staff Composgition

The list of the administrative staff most of

who serve as medical or paramedical personels

include, in the order of hierarchy:-

n

(2)

(3)

(4)

C.H.0. (senior, principal etc. community health
officer: charged with two broad responsibilities

ves btechnical and administrative.

Medical Officer, in charge of all medical

activities and the head of that sectione.

8 community health supervisor ; for wards and

clinics.
Community health assistants 16No,

Clinical assistants 8no.
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(6) A pharmacist

(7) 1 or 2 pharmacy technicians

(8) X=ray technician 2no.

(9) Laboratory technician 2no.

(10) Medical record officer : who keeps record of
statistical data.

(11) 2no drivers.

(12) 40no. ward orderlies

(13) Security guards 15no.

(14) Operators 3no.
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TABLE - 6

C.H.C BIRNIWA STATISTICAL DATA ATTENDANCE BY
SEX GROUP, 1991

MOWTHD MALE FEMALE FOTAL
J anuary 16,4200 18,140 544340
February 12,600 15,212 27,812
March 124114 144920 | 274,054
April 144210 14,814 29,024
May 13,326 14,014 274340
June 124 300 144,126 26,426
July 10 4204 11,013 214121
August 10,108 12,138 22,246.
September 12,824 13,012 25,836
October 114191 12,664 23,855
November 10,430 124122 22,552
December 12,654 144200 26,854

*Source: The C,H.,O0. Birniwa Comprehensive health centre.
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Comprehensive Health Centre: Frototype K/ilausa

Location : site for the project is hypothetical,

as the idea is to ensure its gradual implementation
in all deserving settlements throughout the state;
as part of the federal government policy for total

health attainment by the year 2000,

Accessibility : depends on the particular project
towne It must however in any case not be remote

to the major road reaching the community.

Lighting : adequate natural lighting is achieved
via glazed openings that face either the total
exterior or open air courtyard in the heart of

the complex.

Ventilation ¢ combined effect of courtyard and

orientation igs a quality that solve. ventilation
problems. Most rooms have openings on opposing
walls. This is in line with building approval
standards.

Expansion : a health building is one that must be
expansion concious in its planning. As such adequate
provision has been made in the form of corridors
which can be continued with addition of subsequent

units.
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Also noticeable is the size of sites, reserved for the
development in almost all the sites this author visited
in the course of research, most of which are capable of

containing projects ?» times the size of this,.

Scope : The scheme comprises, an O0.P.D., nursing unit,
radio diagnostic, administration and accommodation for

health educatione.

Concept 3 the concept employed is the pavillion spread,
which is agreed to be suitable for tropical conditions.
Especially if it is aided by courtyard as in this case.,
The structure consist in two main strips of building that

is connected by other strips to form a courtyard.

It is worthy to note that this scheme is the completed
form of the prototypical design proposal approved by the
Federal Ministry of health which was to be implemented in
three phases in line with growth in the host community

and it's cabtchment area.

The development is to start with basic health clinic,
which provides only out-patient services. Usually manned
by a senior clinical assistants and a team of two or three
clinical agsitants. Some traditional birth attendants may
be included to handle delivery cases that are not

complicated.

The second gtage - health centre’ involves the
upprading of basic health unit by the addition of block C
which provides wards of 14-16 beds : comprising male,

female, children (paediatric) and maternity ward.

The third stage - comprehensive health centre :

Integrates blocks A, B2 and D into the aforementioned.
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Block 'A' - Provides for administration kitchen and store.

Block 'Ba'— Contain the theatre and related services.

Block 'D' ~ provides additional wards hence some parts of

block 'C' is converted to laboratory and X-ray units.

Although this scheme of development is the one
approved by Federal Ministry of Health, individual
governments, state or local can modify it to suit their

peculiarities.

In Kafin Hausa however, despite cultural specificity,
every stage had been implemented as designed, and what we
have is nothing short of the proposed design with the followin-

accommodations:

(1) Reception 2no.

(2) Main Waiting 2no.

(3) Consultation and exmination rooms 4no.
(4) Bubwaiting areas 2no.

(5) 2no. injection and dressing rooms

(6) TFirst stage labour room

(7) Delivery room

(8) Plaster room

(9) Ambulance walk-in

(10) Theatre suit

(11) Wards (male, female, cot and maternity)
(12) X-ray room and dark room

(1%3) Kitchen

(14) Laundry

(15) SBtore
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(16) Clean utility room =

(17) Autoclave pack
(18) Ante-natal consulting and exmination
(19) Family health consulting

(20) Courtyard.

Critigque:
Conccpt ¢ the pavillion spread concept employed to
enclose a courtyard makes possible the achievement |

sufficient daylighting, and natural ventilation thereby ”

saving on energy.

Architecture : the complex comprises two strips of

traditionally rocfed, single storey buildings connected
by two other shorter strips perpendicular to the
first ones. It is domestic in out look and appealing in

it's exposure of the roof structure.

otructure : +there exist a noticeable extravagance of
columns spaced 3 metres a part all around the building
perimetre. This looks awkward, especially where it does

not determine the position of main structural walls.

Circulation : +there is adequate space for circulation
throughout all units. The streets, 2m wide allow for _: -
uninterupted flow of 3 at once. Although this is accep%abié.
it fails to distinguish between places needing more ==~ -

circulation space than others. i'”

Drainame : this is chanelled via gutters that run

alonp, the perimetre of the building,
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Sepregation ¢ this as observed in the O.P.D, is

commendable and acceptable to the users.

In the in-patient unit (wards) however, it is allowed
to suffer defeat by adjacent (location) situation of

the male and female wards. i.e sharin;; common vall,
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540 - CHAPTER FIVR

541 THE PROJECT _TOWN

Celal SBocio—economic and Cultural Survey of the
Protect Town

Peopling - Kirikassama local goevernment which has
Kirikagssama as it's headquarters, comprises of five
major ethnic/tribal groups., They include the
following in order of dominance:- .

(1) Kanuri - 40%

(2) Hausa - 20%
(3) Fulani - 20% - B
(4) Girimawa - 1% . L

(5) Badawa 5%

Other tribal groups outside these categories
are considered emigrants who came from near and - |
distant destinations, notable among who are the

Yorubas, Ibo and northern minorities,

The relative proportion of these group is

represented by a pie chart as under.

The current population of Kirikasamma ag
revealed by the 1991 population census provisicnal
results is as under - |

- Male populations I= 924555

- Female " L 854073,
Total w ._ = 1774608

Religion - The indigenes of K/K'locﬁl.government are
esSentially muslims. There howevef, exist sizableﬂjf
proportion of the very rural populace that practice
Islam alongside other ancestral rituals, which

Islam frowns at. This group of people form the bulk
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of traditional medicine-men available in this locality.

The practice of traditional medicine in this locality
ig as old as the society itself. It has for time past
remained the primary source of health service which has
astonishingly proved effectivee. Currently however the
resurpgence of Islam and the wave of reformation sweeping

the north, have unleashed serious attack on its patronage.

The main difference between the two are administrative
and procedural. From a broader perspective traditional
medicine is a harmonious blend ( accidental though)of
science and magic, otherwise science and magic are supros-
ingly * antagonistic and because of it's
uninstitutionalized stance it remains gradeless thus no
accredited certificate is officially awarded.

Activities
Prominent activities common to this locality are of

2 or 3 kind versus :- economic, social and cultural,

The economic aspect relates mainly to occupational
enpgagements @ popular among them are -

- Farming - Arable and livestock

- Fishing
- Pottery.
Farming ¢ this can be further subdivided into rain

and dry season farming. The former commences with arrival
of rainfall every year usually in the month of May,

through June, July, August and September. Almost all the
people get involved directly or indirectly, and it can be

maintained that nearly 0% or thereabout of the population
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parbicipate directly annually. Although the nature Of»'J-jﬁ;.

production is basically subsistence it is on record that
a gizable proportion of harvested crops find their way

into distant markets.

The dry-season'férming'on fhs ofﬁér hand is“clearly .i
export-oriented (commercial). This however does not - “
gignify that none of the grown crops serve domestic ‘
purposes, FPFroceeds such as what rise, cassava and a hosf 
of vegetables come from in this type of excercise, Their Jg;'
role in the economic well-=being of the society is very o
tremendous; as.such that it can well be concluded that the
financial strength of all waterlogpged communities of the

localily lies in this aspect,

Fighing : The second main occupation of the indigenes
is truely another money making venture for he/she who
dares. 1t's chain of beneficiaries range from the real ;J’f

fishermen, the retailers fto consumers.

It is common %o find fresh fish beiné ffied éiong
street sides in the main town and other smaller towns,
for domestic markets and distant ones, just as it is
normil to notice the same fresh-fish being sub-dried or
baked for very distant markets and storage purposese.
Similarly, consumers who prefer boiling it fresh, enjoy

the frecdom of meeting their demand. .

To some pecple fishing can become a hobby but here
our concern is it's occupational significance. It is of

course a major income earner.
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Potltery : Another m;hor occupation associated with =

the riverine areas. It is most commonly done by the

womenfolk and has earned a lot of recognition for them.

This sector provides Jjob for well over 20% of the

populace. Apart from economic advantage, it occupies a

very important position in the area of artworks. It is

often associated with ofther indigenous crafts as mat-

weaving, knitting, production of sisal containers and

local-Tang.

OlLherg : Other occupational activities, prevalent
in thia locality include, retailing, service works,
animal-hugbandry and a host of others that are not

particularly peculiar to the region.

CULTURAL ACTIVITIES | |
Viewed from a wider perspectives, it embraces almost

all aspects of the people's life. In the interest of o

precisions however we dwell on the issue of dressing,

music, relations and spiritual engagement.

The dominant mode of dressing derives its eséence- 
from Iglamic prlnclples, the main religion of the 1ndlgenes.
The Arablan oriented caftan and the traditicnal | '
babbanriga made from what ever material {(cotton, silk) is:
avalilable ig ideal to the men-folk. While the females
employ gumaji an unusually long magzie and a topping,

- extended social relations with migrant and distant
communities had however saw to the employ of other dressiné

mode as wrapper and buba : among the Kanuri women,
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Fulani men on the other hand use yar'shara a lighkter

gown, while their womenfolk employ a shinner version of

the Gumaji. (A long magzie worn by Kanuri women).

Music/Entertainment

Most of the musical activities and or performances

involve participation not only by the producers but also

interested spectators. BSuch musical performances are

agssociabted with specific categories of drums:

N

(2)

Kalangu : Comprising of smaller drums, and

beaten usually during marriage and naming
ceremonies. It is also used to celebrate festivals
and occasional dancing performances by teenagers

for economic gaing on the drummers part,

Ganga : Usually big, and beaten in conjuction
with Kanzagi to celebrate and mark the commence-
ment of the annual wrestling bout that follows
good harvest season. A known tradition of the
kanuri's. This game 'ganga' is employed albeit
in another  form by the Fulani's during 'sharo/
glaadi' a put and ego boosting performance
characterized by crudely organized application
sticks to test endurance.

A seasonal activity, this exercise delivers
the adolescent into adulthood within his fellows,
and is often speculated that a male adult that
is unable to adapt to this tradition may find,

encounter difficulties in bid to marry.
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NATIONAL CENSUS 1991

STATE

—

TOTAL FEMALES
Abia 3,698,144 | 2,583,063
Adamawa 1,869,911 987,864
Akwa TIbom 5,832,914 | 3,866,636
Anambra 4,875,456 | 2,955,445
Bauchi 1, 8444545 1,025, 565
Benue 1,854,991 1,026,102
Borno 1,633,921 876,746
Cross-River 443494392 | 249664305
Delta 3,453,921 2,030,%96
Edo 4,981,675| 2,784,970
Enugu 4h,45%,263 | 2,696,965
Imo 5,653,104 | 3,175,565
Jigavia 1,854,295 974,694
Kaduna 4,200,435 2,346,212
Kano 5,442,433 2,986,243
Katsina 19999,944 | 1,047,338
Kebbi 684 4 445 987,765
Kopi 1,876,986 088, 765
Kwara 395524335 24033,995
Lagos 11,324,304 | 6,255,244
Niger 35003,791 | 1,775,594
Opun 59659g574 21999,’4‘95
Ondo 6,545,521 3,528,445
Osun 6,672,114 | 3,433,343
0yo 7,654,123 | 4,606,177
Plateau 7,658,969 | 4,006,924
Rivers 69%23,834 34654,40%
Sokoto 24,442,345 14455, 556
Taraba 2,765,499 1 1,855,317
Yobe 1,435,627 785,656
Abuja FCT 14 345,447 785,656
TOTAL 126,635,330 | 72,991,110

MALES

14115,081
882,000

1,566,278
1,920,011
818,980
828,889
o125
1438%,067
1,421,797
24 196,705
1,756,298
1,756,298
879,601
1,898,223
2,456,190
952,606
696,680
88,223
14518, 340
54119,060
1,228,107
2,659,879
3,017,076
342384771
3,007,946
3,502,645
2,669,431
986,789
9104 162
151,123
649,971
53 6l 220

*The OQuardian,

Monday, May 11, 1992 p. 27.
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1991 POPULATION CENSUS PROVISIONAL RESULT
JIGAWA STATE

L.GeA. NAME MALES FEMALES TOTAL
1« Babura 66,790 68,314 1354104
2. Birniwa 55,4902 584205 114,107
3« Birnin Kudu 147,491 145, 347 292,838
o« Dutse 734772 7H4 602 148,374
5« Garki 51,053 51,796 102, 849
6e Gumel (1) 61,466 59,812 121,278
7« Gwaram 99,411 96,207 195,618
8. Hadejia 95,049 88,478 18%,527
9. Jahun 120,981 | 128,831 | 249,815
10+ Kafin Hausa 75, 169 744 S 149,713
11. Kazaure 61,934 59,582 121,516
12. Kinkasamma 92,555 | 85,013 | 177,608
1%. Kiyawa 53,701 54,343 | 408,044
14+ Maigatari (2) 91, 409 87,933 179,006
15. M/Maduri (5) 99,409 | 93,528 | 192,937
16. Ringin  (4) 119,216 | 128,337 | 247,553
17« Roni (5) Sty 774 55,268 110,042
TOT AL 4,419,726| 1,810,203| 2,820,029
(1) Including part of Sule Tankar-kar
(2) Including part of Sule Tankarkar
(3) Including Kangama
(#) Including Tanra
(5) Including Gwiwa.

*Source: Baturday, April 4, New Nigeria Newspaper
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Existing Health Facilities

Currently there are two health facilities viz:

- The earlier Dispensary

Kirikassama
— The primary health care centre )
~ The primary health care centre ) Guni

The above have proved incapable of meeting local
demand for health care as such tireless calls have been
made by residents and concerned people on the governments

local and state to do something,

Presently patients with gerious cases had to go to
Birniwa or preferably Hadejia, these places are by all
standards too distant for a patient who need immediate
medical attention. The cost of transportation and it's
inconveniences is equally another obstacle that

deprive villagers of health services.

TABLE - 9
MEDICAL AND HEALTH - KIRIKASSAMA LOCAL GOVERNMENT
Attendance by sex groups in the year 1990 at the

Health Care unit and the dispendary.

MONTHS GRAND TOTAL GRAND TOTAL REMAEK
MALE FEMALE
June 5,650 5,845 11,495
July 64300 5,690 114990
Aupust 5,000 6,000 11,000
September 94590 54710 11,100
October 54240 54526 10, 766
November 5,185 6,440 19,625
December 5,000 5,400 10, 400




-—

—

e
—






640

"o,

CHAPTER SIX

HEALTH CENTRE DEPARTMENTS

The tripatite call for health attainment, need
for economic productivity and the very reason for
social satisfaction paved way for health service
buildings christened Health Centres operationally
a health centre perform promotive preventive and
curative functions. Physically it comprises a nucleus
that is supported by a shell.

The Nucleus comprises:

(a) Preventive section

(b) Diagnostit "

(¢) Treatment ®

(d) Nursing units

The functions of which we shall later examine.

The shell on the other hand comprises supporting
or ancillary facilities necessary for efficient
operation in the nucleus. They include: kitchen,
C.5.5.D, laundry, garage toilets, workshop )
maintainance unit, mortuary, general store and others.

Let us now examine each unit in turns,

(i) Kitchen - which houses facilities for the

preparations of food, boiling and storage
it supplies the wards and staff dining.
Hence access from it to the wards must be

simple and clear.



(ii)

(1x1)

(iv)

(v)

(vi)

(vii)

(viii)

73
Laundry - Essentially for in-patients, it could
however be put to use by other units of the centre,
It should contain facilities for boiling and an

outdoor area for washing and drying of linen,

depending on the scope of centre,

CeSeSeD -~ It is the central sterile supply
department which contain and supply all sterile
equipments to various sections of the centre. The
trend now in the design of health centres is
towards it's elimination since the introduction of
disposable packs of sterile material usually
gupplied direct from manufacturers to individual

departments needing them.

General Store - where all clinic's arriving

supplies are dumped before they are moved to other

units on demand.,

Workghop -~ To handle carpentary work and painting

plus some electrical services,

Incinerator — To be provided for the disposal of

dressings exhausted packs and seals etc.

Day Spaceg - Specifically for in-patients, could

take the form of open enclogsed courtyards with
benches, flower beds, provision for children,
playing facilities etc,

Garage with or without workshop but often supported

by a store.
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(x) Demonstration Farm -~ consisting in an open space

to be used for gardening which will help in

nutritional educatione.

As alrendy intoned, some of the facilities mentioned

may not be provided in this centre, especially where

possibilities for alternative means exist or where such

is deemed unnecesgary for the type of users expected.

it's

(a)

(b)

Let us now observe the nucleus and what obtains in

various units, as done for the foregoing.

Preventive gection : the section checks on antenatal

and post natal patients. It handles cases of
immunization, general check-ups of children under
five and other gimilar cases, Family planning goes
with post natal care, hence treatments such as
injections, dressings and issuing of pre-packed,

drugs are therefore provided.

Cases considered difficult for this section
are immediately referred to the diagnostic section,
The section also makes available information on
nutritioen, sanitation ete. to large groups in

wailing areas,

Diapgnostic Section - Provides for paticent examination

by community nurse or clinical officer, IHNajority of
cases are attended by the nurse who leaves serious
ones for the clinical officer for further examination
and pogsible treatment in minor surgerye.
Prescriptions follow diagnosis of diseases in the

form of medicines, dressing or injections,
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(¢) '"'reatment Department

Comprises of pharmacy or drug store, dressing
and injection rooms, usually placed strategically

80 as not to obstruct flow.

QUT PATILNT DEPARTMENT

The function of this department is to diagnose
and treat home based patients and if necessary

accept/Admit them as in-~patients.

A great deal of the diasgnostic and treatment =
accomnodations of general nature, used at different
clinic sessions by different specialiéts. For too
many separate provigions for specialism can be
wasteful as most will be under used thege prOCedureé
are similar to thoge obtaining in health centre
excepl that techniques and sophistication differs.
Such as : Reception, Registration, Waiting and
Consultation stand out. Normally followed by
collection of prescription and going for injection

if anye

Accident and FEmergency

All hospitals must be able to deal with
casualities and emergencies without mixing them with
out-patient. Tor this minimum required spaces -
include: -

1+ Waiting area (spaces)

2. Consulting room

3. Examination and treatment cubicles
4, Small operating theatre

5« Recovery room (with a few beds).
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Here, it must be understood that, where the emersancy

unit is not too far from the main operating theatre item
two, may be unnecessury. Similarly careful flexible
planning may allow the use of some ward beds as recovery

ones especially in a small establishment like this,

Space Accommodation in the Qut-Patient Department

(a) Reception Area:

- This should adjoin the store of patient records.
- Promote confidentiality and rapid retrieval,

- Should gtimulate an equiry counter.

- It couid be combined with welfare, foods, and

medicine.

(b) Waiting Space:

- A large and impersonal waiting area should be avoided.
- Divigion of the space into bays and wings could
be helpful in reducing, the apparent scale of
over crowding - especially if more than say 5
consulting rooms are served and also reduces the
risk of cross—-infection and maintainance of peace,
— Should be easily viewed from the reception point.
- Route from it to consulting rooms should
identifiable, shoat and not cross staffcirculation
routes.

Consulbing Roomg

-~ It could contain , consulting undressing examination
and minor treatment.

- A suite of consulting room allows the doctor use of
next room while the patient he is through with is still

dressinge
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- 1f separalte examination rooms are provided, they should

not be on the opposite side of the corridor,

- There is sometimes door between consulting and examination
To0ms « Such doors must however be sound proof, otherwise

it ig best not to have them.

Treabtment Rooms

- Should be accessible from both waiting and consulting

(rooms)

Group Activity Class

Minimum size of which space should allow for about

12 ante-natal patients to lie on matresses atop floor.

It should be near the main entrance to curb people

from gtraying into rest of the building when not in use.

Dental Suites

- To comprise separate waiting rooms, dental surgery,
recovery rooms and perhaps dental workshope

- Architectural character should be as welcoming and donmestic
in scale as possible.,
Thouph these standards are adapted from those for
hospitals, slipght modifications here and there will see

to their comforming with the requirements of my kind of

centre.

Public Health

- A health centre, through the allocation of functional
spaces re-emphasizes it's difference to a hospital., 1t
makes provision for public lecture immunization and the

like.
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- The location of this should be in close proximity to
out patient department and should be distinguishable
to salisfy the generally accepted hypothesis that main

units of a hospital should be distinctly identifiable

Operating Theatre

- It's function is to receive patients after diagnosis
anaethesis them before or after being transfered to the
operabing table to operate and partially supervise their
post operative conditioning before returning them to

wardg.

- for reasons of staffing, engineering gadgets, flexibility
of program and common facilities operating suites are

usually located together,

- There is need for sufficient floor space to allow a
team of surpgeons or a surgeon angethetist and surgical

nurges to carry out proper surgical operationse.

- It is recommended that minimum sterile circle diametre siould
be 3m s While space between walls and sterile circle
remain %=5t minimum or 0.9m-=1.5me.

This department could be subdivided into four main zones:
- Protection zone
- Clean zone
- Sterile zone
~ Disposal zone.

(i) Proteclion zone - where all administrative items and

reception facilities are located plus changing
facilities. Persons in this zone should for the
purpose of hygiene not penetrate inner zones until

after changing their shoes and clothing,
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i)

/9

(ii) Clean zone - in this zone are found the storacge
facilities for items needed in surgery scrub-up
facilities and anaesthetic rooms. This area should
be clean and not directly accessible from outside,

it should in fact be clean by all gtandard.

iii) BSterile zone - which houses the actual operating
theatre, Maintainance of highest level of
cleanliness and aseptic conditions is very

esgential in this zonee.

(iv) Disposal zone - this portion handles waste used
ingtruments, drapes gowns and dressing. Ganitorial
equipments can sometimes be handled here.

esiprn of Operating Suite

The aim should always be the avoidance of theatre
infection, hence it's siting where limited or no risk of

sucking in of contaminated ward air exist,

It's walls and floors should repel dust and be cleanable

by digsinfectant solutions.

Changing and scrub-up rooms should be outside the theatre
core as bhe process of changing and scrubbing may unleash

larpe number of hospital staphylococcie

The theatre must be properly ventilated so that patients

tissues receive clean bacteria-free air,

It's location should permit easy access to the X-ray
department. If not impossible. The C.S.5.De and

laboratory may need to be close.
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Maternity:

Unlike most other departmehts the:ﬁéfefnityISécfion
is (normolly) traditionally concerned with natural rather
than a pathological event. It deals with a continous
process, starting from pregnancy through delivery to
af ter-care of beth mother and child. It is thus not
principally concerned with curing a condition but fulfilling
it, for which reason it's accommodation requirement differs

from other wards, It accommodates the pre-natal women

- mothers and their new-born babies. This unit is most

related to obsterical delivery-suite and surgical operafiﬁé.
suite and because it is one of the areas in the hospital
where patients are most vulnerable to infection, the

nursery should be planned to provide the best mean for thé.
care, safety and welfare of infants: Since cases of
diseased infants and sick mothers cannot be ruled out

added to this care premature infants who suffer low

birth weight of 2.5kg or less.

Whatever it's gize this départment has fwd ﬁéiﬁ..
part, the QUI-PATIENT CLINIC and the accommodation for
JH-PAYTENT DELIVERY and AFPERCARE,., ‘The clinic which may
be separated or associate with out-patients' department

is primarily ante-natal, It is possible to use same

—t

- rooms for post-natal examinations, family planning

consultations and gynaechological out-patients.

he ante-natal clinic is to have a non-clinical
atmosphere, as it in many areas provide a forum for
expectant mothers. Ante-natal patients are often seen at

looking time i.e about the thirty sixth week of pregnancy .-
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with a weekly follow-up untill admission for delivery,

the c¢linic is better approached separately from the

department's ambulance entrance.

Space Accommodation/Functional spaces - these in

include: - (a)
(b)
()
(d)
(e)

Waiting space

Rooms for history taking and examination
Three or four undressing cubicles

Urine testing room and lavatory

A space for offices and records.

It must as an advantage have easy access to the X-ray

department and pathology.

In-patient accommodation of the maternity clinic on

the other hand consist of two closely related subdivisionse.

(1) Labour and birth (2) Lying in-wards,

The labour suite consigting of first stage 1 rooms

each with a bed and delivery rooms, on a scale of one

room Lo about 10 post-natal bed for both should be accessible

without passing through the wards. Pairs of delivery.

rooms can ghare wash up and scrub up. In the abscence of

operating theatre for the department and nearlessness of

the hospital's main operating suites

The Hursing Unit

This is where the patients are accommodated while

underpgoing intensive medical care in hospitals. In-patients

stay here from the time of addmision to the time of

discharge.
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It is Lthe unit that determines the size of a hospital
in Lerms of the number of patients a clinic is capable of

caring for.

Patients when admitted experience a feeling of
confinement., This is because the freedom they enjoy in
their various houses is replaced by some restrictions
within the hospital premises which is why the ward

environment should be comfortable and relaxing.

Underneath are some basic considerations for the

desirm of hospital wards.

Medical Need

(1) SHufficient space to examine and test a patient
within a conducive atmosphere.

(2) Adequate facilities for the treatment and comfort
of the patients.

(3) Easy passage and accessibility of essential services

required in a hospital.

Hursgine Heeds

(1) There is need for easy supervision and observation

of patients from the nursing station.

(2) Provision of facilities that will facilitate the
location of medical personel on duty in case of

emergency .
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Patient Needs

(1) Need for closer communication with nurses on duty.
'his can be visual or audial,

(2) The need for privacy during medical and nursing care
in a hospital.

(3) Provision of washing and sterilizing facilities
within or close to the ward.

(#) Patient's toilet facilities to be located in
proximity to ward.

(5) Provision of relaxation area for convalescent
patient in the form of day - space - room.

In-patient

This section of the health centre as the name

implies is where patients are put to bed, fed and provided

with all necessary nursing attention from the moment he/

she ig admitted up to the time of departure. It is

usually situated at the rear and approached from the

Oel’aDe

Vard Desipn and International Standard

In-patient are categorised according to the

particulars of their ailments which include:

- Adult pgeneral acute

- Adult surgical

- Children's or pediatric

- The old peoples or geriatric
- Maternity

- The orthopaedic

- Pagychiatric.



Olher provisions include isclation wards for patients
who need to be treated in a bacteria-free environment
due bo their suppressed immunity or infectious stance.
Differences in adult wards could also occur along sex,:"
especially in Islam dominated world - depending on
planning and custpm.
The maximum numbér.of Eeds thét shéuld bé aiio&edl

for in a ward unit had since been put at bthirty-two by
the world acclaimed nurse Florence Nightingale Revolutionary
developments in medicine and surgery ward planning have
really not resulted in rising number of patients a nursing
sigster and team could take care of., Hence, today the R
preferred number of patients to be accommodatsg the

peneral acute and surgical wards remain some four beds"5f :
less than Nightingale's thirty-two, <This has found H}-f.f: 'f
accepbance and recognition world over and despite .
improved medical and surgical skills, centralized supplies

and specialint facilities what is known as tender loving s
care range still form the basis for determining distances
in wards. “That is why the number of beds under one sister
vary from between 28 and thirty (30) in general wards,

and 20«24 in children's ward.

These numbers may be affected by nursing team
arrangements, Ward units have however remain same in
their overall sizes varying only in internal planning
this provision which condone possible future change is
flexible and equally meets services and structural

requirementsa,
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Ward Location 24

In relation to other departments, the location of
wards with the exception of surgical and intensive care all of
which must be ¢lose to operating theatres is rarely
very critical. It is of great advantage if this link

does not occur via lifts.

Iagy accessibility from the hospital centre's
main supply and disposal routes, convenient communication
with diagnostic and treatment departments - specifically

physiotheraphy which are visited by ambulant in-patients.,

Also wards should have simple and coherent routes-
that would prevent patients straying into other parts -
reaching thems Such routes must not pass through

gensiltive area, where the risk of cross infection is high,.

The wards should be separated from the centres to
main communication routes, so as to ensure for it peace
and make it rest like. 1t must be protected from
excessive distractions and extraneous traffic, No ward
should be used as a principal means of access to another

hence strict control must be present at every ward entrance.

The geriatric ward may however be placed adjacent to
communicabtion routes since patients. are not in the real

sense of it 4ill,

WARD

Apart from the psychologically important function
of providing a reassuring home for the patient that ié
capable of facilitating his/her recovery, the ward

combines c¢linical and house keeping facilities. This
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later role of the ward has however been reduced due to

centralization of food supply, linen, drugs and sterilized
articles.

Presently, the general ward now contains (1) A
treatment room for surgical dressing and operative
procedures (2) a clean utility room concerned with the
equipment used in treatment room, (3) A dirty utility
room for beancleaninpg and emptying and cleanin® bed pans,
urine bottles, cleaning other soiled items and disposing
of metrials such as dressings, (4) A pantry for preparation
of beverages and for washing and drying crockery (5) A
small equipment store, (6) One or more nurses stations,

(7) An office, (8) Store for patients' clothes (9) A

cleaners' base, and (10) A disposal room,

And other facilities as bathing, washing, toilet

and day space for ambulant patient.

The treatment room: this is often placed between the
clean and dirty utility rooms so that sterilizaed equipment
from (C33D) = central sterile supply department can be
received and prepared in the clean utility passed through
a hatch into the treatment room and through similar
hatch into the dirbty utility room after use where it is

washed before return to the (CSSD).

Clinical facility - this has also in some health
ingbitulions been centralized., The disadvantages of
whicha are impersonalization to patients and impaired

training opportunities to student-nurses.
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Evolution of Form

"he long narrow classic Nightingale, approached
from one end, 1lit and ventilated from opposite sides with
two rows of bed arranged to face one another and head
rest against window walls mark the beginning of consious
and recognized ward from, The lavatories and ancillaries
are usually attached at the tail ends of the volume, while
the nurses station (ward control) and the patient's day
space &re islands in the central passapge between the feet
of beds. The historical origin of this plan went down
to the 13th century french religious foundations as a
have of beds with an altar at one end. TIlorence
Nightingale rather than invent it only gave it her
approval seal in 19th century as recommended way of

achieving cross-ventilation alongside nursing efficiency.

Subdivisions

While some single rooms are traditionally regardéd
eagential for clinical reasons in the U.K., The susual
number of beds in the general acute ward of about thirty
bed, is a minimum of four. Such that two have their
own toilet en-guite, to eliminate the risk of cross-
infection associated with the transfer of bedplans to
dirty utility room. In spite of serious arpuments for
sinple bedrooms as best approach to achieving the much
needed flexibility and privacy. It is a hard-fact that
attainment of efficiency in the dispensation of service
the multi—bay.system is more ensuring; which incidentally

is more significant to majority of patients.
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The preference given to four-bed bay in general acute
is on account of user-gatisfaction. By keeping each
occupank/member to corner he/she is opportuned to enjoy
vigsual privacy by simply turning hig head in the direction
of his/her corner. ©OSpread curtains can equally be
employed to create temporary shelter around a patient's
bed with ease where necessary, without zeroing the communal
feeling (so much cherished)s Unlike the two bedded bay
which may suffer patients incompatibility problem or the
three bedded, bedevilled with the odd factor, the four
bedded breeds familiar ities and promotes interpersonal

communication,.

A further development of this approach is to adopt
the single bedroom accommodation which is apparently
more convenient and adjustable but may prove expensive at
the onset and unnatural in the long runj; for it denies
patient the opportunity of sharing community feeling with
fellow patients. Although it provides the best solution
for gtaging-off the problem/risk of) cross-infection;
it demands more staff than necessary or overtax the few
available ones, this militate against effective supervision

and obgservation.

For this and other reasons a peripheral form of ward
planning known as 'banding' which offers some degree of

flexibility might be opted for.

Privacy

For universal applicgtion, this is not only an
illusory goal for any health institution (especially
sick-=home) but questionable. Research findings and

conclusions have comfirmed that both nurses and doctors
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prefer the large and open Nightingale wards for ease of

supervision, observation and control they give greater
Job satisfaction to the sisters by using the nurses time

more efficiently.

Sequel to a survey conducted in some chosen U.K.
hospitals to ascertain the validity of nuffield's report.

In view of the rejection of the Nightingale type of ward.

Flexibility

While it is often necessary to extend a health
ingbitubtion some years after it's completion, due to
prowbh in the size of host town/population improved
Lechnology functional obsolence and or change in trend of
patronization, It is quite possible to offset some of
these or others that may appear to demand extension as a

solution by carefully though-out flexible planning.,

A lot of means exist for achieving flexibility in
clinical design which include contiguity of planning
between one ward unit and another which offer some degree
of nursing flexibility between adjacent units), this makes
it easy for the nurses to use some vacant beds belonging
to say one sex or age group for another neighbouring
class which is incidentally congested or exhausted, TIThis
is clearly not only an economic solution but also a
workable one considering it's sympathy on nurses; on the

area of steps saved.

Another approach is to make provision for 'swing beds' (ns:
that carry no class mark) at the interface between two

wards. This is more common with bayed accommodation.



20 .

Althouph visual communication could be tolerated in this
form of arrangment cross~infection is to a greater
exbent minimized. 1t is also not usually impossible to
introduce temporary visual barrier at the point of

gseparation between sexes.
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CHAPTER SEVEN

THE  IHEGTS

Control of "raffic Plow in Health Building

Traffic from the advance learners'! dictionary
means the movement of people and vehicles along
roads and streets. This is what is known to most
and itS very mention set® the brain working in
that direction, | o

In architecture teoo the.meanihg ig ﬁot far
from what is popularly known other than some few
technicalities attached to it. lere it is emplayed
to rclate the flow of users from one functional
zone bto thé other, from one functional space to the

next and or from one unit to another.

It implies the necegsary movement of persons

and vehicles as a result of operational activities., -

Ag o matter of architectural concern it could be
categorized and gubdivided to allow for academic
analysis depending however on the type of situation

g hand.

In this particular type of project, the normal
traffic patterns are those of staff and patients all
of which can be categorized as vehicular and
pedestrian within or outside the complex. It must

be noted here that the term vehicle is to include
more than Just motored wheeled trucks. These we
ghall examine individually with a view to

identifying problem areas, before solutions are
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sugrested as will be reflected in the design proposal.

An atbempt will alse be made bto see how social and

cultural values influence the same,

71e2 Patient Flow

Qutside: The normal pattéfn of patiénté Tiow
generated by general practitioners during a clinical
session are: =~ arrival at the centre |

- digposal of car, bicycie br push

chair,

Some of which need covered parking spaces - bicycles
and push chairs to be precige. Arrival at the _
centre could be on foot or by a vehicle. In most
cases the two happening =~ =~ simultaneouly |
though, assume contrasting tempo, While the
treking pabtient is forced by his/her body condition .
to be sluggish, the vehicular patizsnt is usually
rugshed to Lthe centre, by an employee, relative,

fricnd or on reference by a lower health post,

This contradictery tempo.bf perséns.with
similar mission at same destination at the time
period (daily sesgion) ig capable of generating a
conflict for which adequate care must be exercised

at the planning stage.

The foregoing i8 on the pattern of traffic

outside the building as distinct from what happens. j'
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bisposal of car, bicycle or push chairs is another form
wf flow that is site~borne. 1t consists in the locations
of vacant space at the appropriate parking area. It must
be noted that while one patient is being helped out of a

car snother may be arriving in a confused states.

Ingide the building : The pattern consist of :

-~ Reporting at the reception

- Collecting prescriptions or making enguiry

- Waiting until called

-~ Iinding the way to the correct consulting room
or group of consulting rooms.

- Wgiting again till doctor is called.

- Moving to an examination from consulting

- Vigiting the reception point again when going out.

All of which involve the movement of confused and
helpleas group of people. To some, physical support might

be necessary to move far which more space would be required.

The movement of patients inside the building may
sometimes demand the use of sgpecialized vehicles, such as
trolleys, wheel chairs, and or prams. Here distinction
between various types of vehicles muat.be noted in the

~determination of travel routes.

Flow Patterns of Staff
The movement of staff to and from different accommodations
in a hospital is tremendous and therefore constitute serious

traffic problem,
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Prominant among such travels are those of attendants,
nurses, orderlies, sids and doctors, others do but to a

lesser extent. SBome are frequent while otherg are not.

Gencrally gpeaking, the most noticeable of all is the
movement of cards collector. He or she collect cards in
batches; call out names at the general waiting hall,
arran{ies patients before proceeding to drop them at the

consultant's desk/table.

T"his he/she does as many times as necessary to

satisfy visitors within the pericd of a session.

Next to this in the out-patlient department is movement
of consultant from consulting room to examination room
where these are separate. Presently however, the trend
is towards the provision of a large cousulting room,

within which examination can take place}

Other categories of staff traffic is that betwzen
nursing units snd the ancillary accommodation, They
include the flow of staff from (a) Kitchen to wards;

(b) Laundry to wardsj and (c) Between wards.

Most of these demand | regular journey along the
hogpital street or corridors, and where more than one is
to be carried out at any one time. Traffic jam is bound
to arisey either as a result of head-ecn thrust or over-

loaded one way stream.

The fourth and probably most complicated of them is
that which involves a staff or a number of staff and the

patient, By this, we mean cases where a patient is
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ambulant, He/she is in.a helpless condition, and
will necessarily require the aid of hospital staff
to pget on, Sometimes it may demand the use of
vehicles as trolleys, prams or stretchers, in the
direction of theatre, from ambulance walk in or

to toilets.

It could also be preparatery to the above,that
iz where the staff draw the carrierto the point of

need perhaps from gtore or their stand,.

Palad Subdivisiona of Traffic FPatterns

=ttt

For the purpose of academic analysis, traffic\
flow, can be divided into a number of sub-units.:
as under: . __.
GENERAL TRAFFIC FLOW B
PATIENTS . sTaFF

INDEPENDENT ASSISTED ~ - INDIVIDUAL GROUF
PATTENT PATIENT - L _

WITHOUT WITH W/0UT WITH
VEHICLE VECH, VECH. VECH,

NON- VEHI- PERESw VEHI-
VEHICULAR CULAR TRIAN CULAR

M F M T M F M F WITH/WITHOUT WITH/WITHQU”
. PATIENT PATIENT

MALE FEMALE MALE FEMAL:

Other subdivisions of traffic in health builiings
are based on purpose of visit, (which can be

regular or irregular), age group and SO OR.
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Visilg to the Centre

This can be attributed to any of the follwoing:-
(i) Activity Induced and (ii) Socially informed.

(i) Activity Induced: There are three main activities,

each or all of which can be taking place at one time
or the other. These include:

(a) Personal Care

(b) Clinic session

(¢) Group Activities.
Personal Care - Here a patient visits a general
practitioners, a nurge or any individual health
worker ideally on hisg own volition to obtain help

or btreatment for a personal preblem or ailment,

Clinic Session - Usually attended Dby people in
numbers and organized for a particular, purpose

eeffe ante-natal supervision and or immunization.

Group Activities - These are normally conducted in
classesj ante-natal relaxation, keep-fit exercises

talks and demonstrations to mention a few,

Although these activities do not suggest the
neced for beds. It is almost necessary to provide
some if regular access of general practitioner to a
seriougly ill patient is to be enhanced, Such a
scheme would further reduce the load work on the

General hospital,
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(ii) BSocially informed : As long as a centre provides

accommodation for medium or longstay patients
another catepory of seemingly unnecessary traffic is
peneratede In rural African Socieites where
interpersonal relationship is very strong, putting
to bed of a member of the community at the centre
will surely attract flood of visitors, who come to
express sympathy, greet and or offer prayers for

the faster recovery the sick,

Some come to stay permanently with view to
complementing the assigtance given a patient by

nurses «

These are people who are themselves not sick

but feel touched by the condition of the sick,

Traffic generated by them can be (a) Regular -
(b) Occasional. Both of which could be further
subdivided as follows:

SOCIALLY INFORMED
VISITORS

lﬂﬂG\JLAR OCCASSICHAL
IJISITORS VISI OiS

I

‘TAT ONARY MOB# INDIVﬁDUAL GROUP
! r =t
MA FEMALy M FEM;‘\LE

- cm—————

PEDthE}Aﬁ_ VEHIC&LAR
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In any case, care must be taken not to miscontrue
their pattern of flow as that of the patients for their
conditions are quite dissimilar, while the former is
hale and hearty and capable of moving with agility, the

latter is sluggish and sometimes helpless.

This is particularly common with the nursing units,
which attracts numerous visitors almost daily and at =sll
times.

The maternity ward is equally of special interest,
gince it's object is fulfilling a condition rather than
curing it and naturally, well-wishers are usually

anxiougs to witness it, albeit in a restless mood.

It is logical to assume that such people could
collect themselves in one place, while awaiting the

outcome, but is it practicable?.

Traffic Problems

The problemg of traffic in health building are many
and affects different groups of people who have one thing

or Lhe obher to do in the centre.

'hne nature of activities at the centre give rise to
them yet some degree of interuption is generated, unless
careful planning is resorted to flow of patients or staff
ingide can cause, distraction, delays, rowdiness, generate

noise and many more. These we shall examine in turn,

Digsbtraction : This can be as a result of sudden

appearance or intrusion of a confused patient or tidal
flow of persong attending a group activity. But for the

condibion of patients this problem may appear negligible.
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Distraction in itself causes confusion and creates

unsuitable atmosphere for consultation and other similar

operalions that demand composure.

Delays : Primarily due to alternate flows. In a
health centre/hospital where a single minute can cause
an individual his/her life, effort must not be spared in
seing that staff and patients flow are not inhibited, so

as to speced up attention.

lowdiness : Another common problem associated with

———t, -

traffic in health institutions in rowdiness and is usually

caugsed by ill defined movement routes.

Even where routes are properly and distinctly
defined but their widths are incapable of containing the
gtream of traffic using it at anyone time, rowdiness can

ensure.

Neoise Generation : The flow of staff and patients
in their travels to and from different functional spaces
generale noise capable of reaching unbearable level, The
ugse of hilled shoes by female and slippers by males
descrve mention as they help in no small way to aggravate

the problem,

This is a serious problem to waiting patients who

are very sensibtive and working gtaff.

Control Techniqgues
Ihe control of traffic problem in a health centre,
gmall as it is, demands a lot of planning considerations ; this

is  further compounded by interpersonal ties that exist
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between individuals in the rural areas, where the population
to be served live. As earlier observed, pcople 5o to

hogspitals for reasons other than receiving treatment.

For practical purposes certain design solutions

have been found to be useful. These include:

- = Provigion of adequate walking space this has to do
with the width of corridors, lobbies and hospital
strectse If these are made sufficiently wide the

risk of traffic jam will be grossly reduced.

- Provision of occassional sidings along corridors.
Thig allow for smooth flow, by giving a tired patient

an opportunity to park while others proceed undisturbed.

- Mutilation of waiting areas which minimizes rowdiness
another cause of traffic congestion,

- Proper demarcation and definition of travel routes.

- Deparation of crowd gencrating funciion such as
dispensary, consultation and main waiting areas.

- Clear zoning away of vehicle prone areas from high
pedegbrian zones inside the building.

- Careful separation of vehicular and pedestrian
accegs, right from without.

- Provision of adequate outlet in the building as a
whole, thereby eliminating mix—up of staff and patients,

-~ Avoidance of crossed flow, much as posaible.
'nis can be achieved by making sure that functional
spaces follow one another in accordance with flow

patterns.
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Ensuring uniformity of floor levels throughout the
cenbre as an extension of the standard which forbil
gsteps.
The employ of interrupted hospital streets and
clear corridors.
Adequate lipghting of travel routes, to facilitate
clear vigion.
Provigion of sufficiently spacious courtyards and

open areas to minimize on-gstreet gossiping,
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CHAPTER EIGHT

DESIGN _CONSIDERATION

Standards

Generally, number of beds which determines it's
size vary as a result of differences among compunities
prominent among which are degree of urbanization, .
gsex digtribution, age distribution and marital

Status »

On the basis of these considerations SDmé
countries have developed gtandard to guide planning |
of health facilities. In Egypt for example the
government in 1965 made 3bed/1000 of its population
a standard guide, while America uses 10beds/1000 and
Nigeria Sbeds/41000 population for the 85-90 plan period
The Nigeiran Medical Association, after due considera-
tion of local needs and the problems of insufficient =
medical personely =~ low technology and people's |
responge to medicare recommend the use of 2beds/

1000 population and 3beds/1000 population in urban

areas «

The World health organization (WIO) recommends

the following bed distribution in hospitals.

3

— Medical = -~ 24%
- Surgical - 33%
~ Obgtetric - 19%

- Paediatric - 1%

~ QOthersa - g§
Total - 100%



107,
Circulation - is a very important factor in hospital

planning. There are essentially two types of traffic viz:
(a) Vehicular circulation
(b) Pedestrian circulation
Crossing of each of these within itself and between
them should as much as possible be minimized, failing which

cross-infection becomes a threat.

Separate all departments yet keep them all close
together separate types of traffic, yet save steps for
everybody; that is all there is to hospital planning

Emerson Goble lospital planning starts with circulation.

Size of Health Building

Faclors determining the size of Health Centres
include : (1) location (2) Extent of catchment area (3)
Policy of local authority (4) Number and size of local

pgroup practices to be accommodated.

The more comprehensive a centre is the more difficult
it is to provide a building that encourages integration
of a variety of personnel and the more valuable will

success in doing so0.

The lierachy of Services

Health centre maximum of 6 beds. C.H.C, 30 up to
60 beds (preventive and curative)
General - Treatment
Specialist )
) hospitals
Teaching )
Standinpg order - a defined set of health treatment
schedules beyond which a facility shall refer to the next

level,

Concurrent (Health at local government health clinic

and centre.
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- Supervisor for health

-~ Head of Health
- CalHaOu

— ColleSe

- ColiaA.

— Co Health Aids

- Commissioner

- Comprehensive health centre (Medical Officer for Health)
- Chief Consultant (Chief Executive)

- Chief Community Health Officer

- Principal Community health officer

- Senior health officer

-~ Community health supervisor; Community health Asst.

General Hospital
— Chief Medical O:ficer

- Prinecipal

- Senior medical officer

Specialist

- Chief Congultant
- Principal consultant

Senior Consultant

- Consultant

Teaching Hospital

- Chairman - Chief medical Director (Executive head)
- Chairman of Medical Advisory community

- Director of Admin,.
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Concept in the Desipn of Health Buildings

Some of the apparently rational and coherent hospital
form adopted by designers display more abstract architectural
logic than sense of historical reality. These include.

(1) Linear and Enclosed hospital street, labelled

the indeterminate approache.

(2) Loose 19th Century concept - both of which can be

applied to any or all of the following.

Harness Concept : consista of a linear hospital street

to which gtandard and non-gstandard units of accommodation
with different confirguration, planned on a 15m grid are
attached with relative freedom but geometrically consistent
(and) in an enclosed courtyard that provide natural

ventilation and daylighting.

Best - Buy : A simpler and less costly solution
which has in general conception affinities with the
Greeniich and Harness but is 'less solidly packed and

relies almost entirely on natural light and ventilation.,

Nucleus

(1) Neater and geometrically lucid

(2) Offers opportunity for staged construction

(3) Allows room for expansion via simple addition
of units of various combinatione.

(4) Based on standardized operational policies.

(5) It provides a zoning strategy for the
digtribution of services from the hospital street and
from roof plant roomse.

(6) Offers better opportunity for the contiguity

of departments.
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(7) Induces natural form of fire compartmentation
and easy escapee.

(8) It is restrictive on the growth of individual
departments.

(9) Allows room addition of wards and departments
in two directions.

(10) It is of advantage in the rapid planning and
implementation of a programme of new hospitals

or of extending old ones.

THE CONCEPT TO BE ADOPTED

Considering the location of this project (a rural
setting) and the prevailing economic realities of the

Nigerian nation, the need for phased actualization and

?
possibilities of functional alterations,; ~ is bound to
sugrest the Harness/Nucleus concept both of which
recopnized these facts as a solution to such problems

and many moree

HOSPITAL MODERNIZATION AND EXPANSION

Modernization and expansion of the hospital and hence
health institutions is a subject often entered throuszh
the back door because the entire problem is seldom
envisioned at the intial stage. The urge to expand
usually arises where there is demand for more beds than are
available while the urge to modernize may not be felt
until much later when new additions reveal shortcomings of

the old buildings.
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One aspect often overlooked is that any sizeable
increase in the number of beds should be accompanied by an
increagse in the size of many supporting departments. In
fact the needed increase in those departments is usually
greater than the need for bed increase becuase of

accumulated deficiences in them,

Planning for expansion is carried out in two main
phases. First is the longrange plan and second the
immediate improvement labelled phase 1. Differences

between these two lie in their breadth and depth.

The long range plan is usually broad in scope,
extended in time and relatively shallow. The latter on the
other hand is more limited in scope. Capable of being
effected at once and worked out in depth. Both phases
contribute to the process of modernization and expansion
the long-range plan provides a comprehensive guide to the
directions for growth while the first stage improvements
take care of pressing needs. They combine to offer

direction and accomplishment.
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The long range plan: |
{a) Estimate the hogpital | needs and resonrdés
{(b) Evaluate existing facilities
(¢) Determine growth directions
(d4) Wuork-out a feagible plan for exﬁansioﬁ '

(e) Develop time schedules and cost estimates

Stage 1 : Modernization and Expansion: I  : ;
{(a) Program ths immediate needs - - I ;' -
(b) Carry out a specific scheme for expansion

(¢) Modernize the remaining facilities

(d) Tollow the long range plan thereafter

Stage II ¢ Further grbﬁth, a.aecond cyclé

(a) Review and update the long range plan

(b) Evaluste facilities by their current standards

(c) Determine necessary building replacements,.

(d) Proceed with programming, planning and construction
as in gtage I. | o

(e) TFollow the revised long range plan thereafters

Stage 11l : Still further growth - and so on through

endleas circles.

Fig: Cycles in planning for éxpansion.
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Expansion ¢ It's generating forces.

- Topulalion explosion

~ Community plans

-~ Consgolidation proposals

-~ High occupancy-demand for beds

- Deferred needs for physical improvements changes in

- methods of care.

«~ Fire safety health requirements

- Obsolence depreciation

~ Leadership of trustees and staff

- Offer or potential of capital funds.

First Phase : The long range plan:

(1)

(2)

(3)

Egtimate the communities need for more beds in all
categories and the hospital's proper share both .
immediately and for 2 decades thereafter call them
stagea I, II and III embracing 20-%0 years of growth."

Decide upon thé size of nursing units (no. of beds)

iee percentage of single rooms in each service |
provision of toilets and showers and the relativé
luxury in size of patients rooms lounges and supporting

spaces generally.

Measure the gross floor area of exiéting patients
care divisions (nursing units) and estimate the area
they should have for the existing number of beds.
Project these areas at or near the gsame standards fdrl:  
number of beds programmed for stages I, II and III.

Here use judgemental unit areas per bed,



M4,
(4) Go through same process for all other departments.

Calculating existing and desirable gross floor areas
for the present no. of beds and projecting those areas

for the number of beds needed in the future,

(5) Conduct a physical survey of the existing buildings,

gbructure, finishes and engineering,

(6) Collect full information about hospital site existing
and adjoining land which may be available for expansion.

Record any known limitations,.

EXDIENGION AND_ALITERATION

Many large hospitals in urban areas are becoming
obsolele and increasingly inefficient in operation. Yet
these hogpitals provide gpecialized services, set standards
of quality care, conduct research, apply the latest
advances im medical science, and train future health
specialiste.

Due to their complexityj; hospital buildings tend to
become obsolete sooner than many other building types
this obgolence could either be physical or functional
each wilh a chain of possible causes.

Physical obsolence can be ags a result of structure
deterioration materials and finishes,over taxing of
mechanical and electrical plants and is more accelerated
when maintainance is poor. Functional obsolence on the
other hand result from changes in (a) medical concepts and
practices (b) use and organization of hospital departments
(¢) neighbourhood served by the hospital which may change

from say a residential to commercial.
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Physical obgolence: Physical characterigtics of existing
buildings may today prevent an ideal rearrangement of
gpace for hospital need as is the case with column

locations, window arrangement and corridor width.

Functional Obsolence: Drastic changes in the use of

hospitals made radicalchanges in the organization of some
departments inevitable and most hospitals find it
difficult if not impossible to fit the additional services
that have become necessary into existing envelopes to
accommodate increased functions, that is why even if

a hospital has an excellent maintainance provision,
functional obgolence can still grip it. The architect
should therefore make a detailed feasibility swurvey that
will provide detailed information required to enhance

redevelopment process.

CONSIDERATIONG OF CLIMATE ON DESIGN

Day Lighting (natural) : Consultation rooms,

injection, dressing surgery and delivery which are clinical
need natural lighting of about 400 lux. ward 100-300 lux,
nurses sbtationa or duty rooms 300 lux and circulation
gpace 100-200 lux, which are all noﬁ-clinical.

'he laboratory, pharmacy, sorting, registration and
offices require 400 lux, kitchen 200-400 lux, laundry
200 lux, bathroom and toilets 100 lux, as minimum values

of liminance for day lighting.

Hatural Ventilation : Is necessary for the supply of

fresh air, dilution of odoum and gases, control of air-
borne infection etec. The amount of air required for
regpiration is extremely small, but dissipation of odours

in pgeneral and that of body in particular, demands minimum
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ventilation requirement of about 25m5 of air per hour, prer
person.

"or medical rooms and wards where an aseptic
environment is needed, ventilation of say 10air chanzes

per hour might be useful.

Air Flow : In offices and clinical rooms high air
velocity may disturb work even in a lot humid climate
what more of a hot dry climatej characterized by dustorms.
flence the main air stream should be directed at and above
the head level, that is about 1.2m to 1.9m above floor
level.

In wards and sleeping rooms, main air flow should be
at a height little above bed level that is from about 50

to 80cm above the floor.

Sunlight ¢ Direct sunlight should be discourased

in rooms to prevent overheatinge.

On the whole, these treatment are considered more
critical for clinical rooms, since they are the most

crucial in the complex.
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CHAPTER NINE

DESIG N

The most important rd requirvements in the desizn
of health centre is simplicity in the flow of patients
and general circulation. They arrive and wait
underpo some form of gorting such as into those for
preventive medical care, diagnostic medical care etc. |
At the firast inastancae. _

Next is examination (consultation) of the patient
who may then proceed for further examination on -
consultant's order at the laboratory or another
medical pergonnel, From where  he/she return to the
consultant and may be referred for some sort of treatment
such ags treatment or injection. o =

Patient then, goes to pharmacy department collecté
prescription, proceed to injection room if need be and
leaves the centre for home. He/she may have to some
back the following day or some other prescribed time
Lo complete the cycle, Thig is the case of an out-
patient, for an in-patient the cycle is different, .

When the in-patient is examined by the doctor,
he is immediately directed to the ward after some
injections and collection of medicine from the |
pharmacist. There may be no need for he/she to come
to the 0,P.Ds the next day, since treatment rooms are

available in the wards.
FUNCTIONS
Gencral VWaiting : These  are equipped with wooden

benches, and not chairs which are easily removable,
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Consultatbion and Examination rooms

Ideally consultation rooms and what they comprise of
represent the quality of service dispensable in a centre,
Hence, there should be separate way in and out at one end
of the room so that the examiner could have his territory

at the other if resource permits.

Doors ghould open into the room not outside, while
a connecting door between adjacent rooms is desirable to

facilitate consultation between colleagues,

A desk, chair, a small book case for hand books, a
lockable cupboard, a wash and basin, a chair for
patient and bench for accompanying children or other
relatives are needed ingide,

Children should be allowed to come to the centre with
their mothers so that they become familiar with the centre
and discouraged from disturbing and digtracting others as
they cry outside examination rooms - helplessly.

An examination couch screenable from the rest of the room

should be provided.

DESIGN PROPOSAL

General Degipn Principles

Demopraphic Survey := For health centre design to be

complete and faultlesg a demographic survey of the
catchment area (area expected to be patrons of thecentre
on completion) is necessary, the size of a hospital or

health centre we know is dependent on the number of beds.



he gtanderd number of beds for a health building vary . -

along geographical location of the site. The WHO (World ;
Health Organization) advocates about 3 beds per 1000 head
of population resident in the catchment area foxr urban

centres and 2 beds per 1000 heads of population fp: rural

areaSes

DEGIGN PRINCIPLES

In the words of Grboveé (1981) by principles we do not-__ 

have in mind anything abgtruse or remote from daily
practice. We propose simply to discuss how to put the
hospital together go that it will be more than a mere |
collection of functions and departments needed in the
practice of medicine. How to put it together so that 33' 
8 whole and in itself the hospital plant is a stool that' ' ;

L1}
gerves the therapeutic process.

IPrimafy considerations in the design of health centres
include the followiﬁg.
(1) G3implicity and clarity in the [low of patients.
(2) Avoiding it's confusion with that of staff. N
(3) Humanization of the environment i.e (therapeutic).
Before we g0 on to elaborate onithis let ug review the
kind of visitors a health centre receives and the nattiire
of activities, B
(2) TFirst Timers . comprising those that had never
for any reason vigited the centre.
(b) Vigiting for diagnosis - coming for detection of
course for an abnormality, could be first timéré of

otherwisge.
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(¢) fTreatment - Persons on routine or at timescall

for injection or dregsing.

~(d) Renewing of pregcription - Where the earlier .
preacribed drugs have failed in solving the
problem or are hard to come by or sluggish
digaapearance of gymptoms,

(e) Signing of certificates -~ Consisting of visitors
not really ill, or those that have recovered . |
fully in need of a written testimony to aveoid o
embarassment at work place, home, school or
elsewhere. | |

(f) Disabled or infirm.— People incapable of supparting
themselves while in motion or those on wheel .
chairs. | .

(g) 014 or confused

(h) Bearing children or relatives

Some Useful Calculations

Againgt the background of 3 per thousand and 2 per
thousand hogpital bed/population of catchment area, rativ =
endorsed by World Health Organization (WHO) for hospitals - -
in urban and rural sareag respectively. It is deemed |
rational to assume a ratio of thig in fhe case of health
centres while bearing in mind that recognition must be

accorded need for referal systen.

For a population of 177,608 in our catchment area;
a ratio of 1/1000 is adopted considering the explanation

made above.

"1 _ X 1 608 = ‘178 bedS.
F000 A
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This figure obviously is too big for a health centre and
therefore 60.40% ratio is applied to accommodate the need for

referal treatment.

This implies 4o x 178 = 71¢2 = 71 beds
100 1

but the allowable number of beds in a health centre is &0
hence our choice of 60 bed in-patient accommodation.

Using the proportionate distribution schedule established
by World Health Organization, we obtain the following,

- Medical ward = 15beds
20beds

Surgical ward 3%%
- Obstetric ward 1% = 11.4

- Pediatric ward = 9.0
- Other = bSbheds
Congultation Room
y = mx#% where y = critical no. of sessions
m = Average consulting time in minutes
g = Total length of each session

if r = number of sessions held weekly
c = ocritical no., of consultation rooms required,
Given m = 2520 for the centre in general

T = Smins

5 = 420mins.
... W' = 2520 x = ZJO
420
if » = 6e3
where ¢ = 5

y/r - g% = 4,76 =

Noe of consulting rooms = 5
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Todd Wheeler suggested 2 examination/treatment rooms

per a consulling room. -0no. examination/treatment rooms

Operating rooms factors

Total number and kinds of surgical operations to
be performed, given a 5 day average stay and 1005
maximum occupancy of a 60 bed health centre, 20 beds of

which are surgical.

20 x go x 365 = M460 operations/year,

i

1460 1.45 rooms
287 x 3.5 per room/day :

= 2 TOOmS.
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RAME OF HEALTH INCITITUTION @ Kirikasamma Local Government Health Unitls
LOCAL GOVERNMLNT AREA : K/Kasamma Local Government
STATE , : Jigawa AINUAL MEDICAL REPORT : YEAR 1990
DISEASE FHAlE FEMALE
UHDER | 1-4 4-15 115 and | TOTAL UIDER | 1=4 4=15 115 and | TOTAL |G/TOTAL
1yr yrs yrs Above 17z vrs _|yrs Above

Diarrhoea sample

without blood 627 879 605 667 2781 490 682 516 211 189¢ 4680
Diarrhoea with

blood 436 479 499 554 1968 279 368 394 | 386 1427 3395
Diptheria 1 1 - - 2 - - - - - 2
Dracunculiasis - 3 2 1 6 - ~ 2 2 4 10
Filariasis - - - - - - - - 2 & -
Foisoning - 41 76 74 191 20 58 61 99 198 389
Gonorrhoea - - 26 291 287 - - 15 150 165 L52
Eepatitis - - 20 - 20 - - - 5 5 25
Lassa Fever - - - - - - - - - - - -
Leprosy - - 2 4 (5 - - - - - &
Malaria 1141 1770 11611 1763 6285 1114 1494 11403 1639 5630 11939
Measles 91 254 121 L2 508 114 263 116 72 562 1073
Mmmdoumwm 20 33 mo 8 81 ww 27 26 14 Mw uwm
Pneumonia 48 111 122 152 43 +5 85 [105 72 30 /
Schistosonia # 15 42 82 144 - 14 15 99 118 262
Syphilis - 2 7 49 58 - - - 11 11 69
Cther Sex diseases - ~ - 2 2 - e A 4 B 10
Trachoma 3 5 5 24 37 1 5 2 6 12 49
WWWWMFMmeWmedM 2 3 4 3 12 8 7 > - 18 20
Number of Deaths 3 4 1 - 8 iy 3 3 e 12




U TAELE i 4 | . MONIHLY MEDICAL REPOI 3 HARCH 1990 | - .
. EIIKASAMMA LOCAL GOVENKENT ARLA, JIGAwA SUATE. | EE
LUKBRER OF CAGED
- DISEASE WALE FPEMALE
UNDER | 1=4 | 5-44 , 15 and TOTAL | UIDER , 4=4 |5-14 , 15 and | TOTAL | G/TOTAL
Iyr yIs 78 Above 1yr Jrs ¥Irs Above
Diarrhoea simple
without blood 67 84 | 47 653 255 52 79 74 72 287 St
Diarrhoea CONWp.
with bllod 38 51 47 45 182 30 42 25 36 141 22%
Gonorrhoea - - 2 38 40 - - 2 11 12 53
Malaria 104 160 [1423 141 278 133 119 150 140 542 1,130
o leasles 25 30 1 8 82 27 Z8 27 19 111 193
Y Pneumonia - 12 7 7 26 3 13 8 10 34 60
Schigtosomiagis - 15 | 10 Y 32 - - 8 7 15 47
Syphilis - - - 13 13 - - - 8 8 21
Trachomns - 1 1 2 - —_ 1 2 i 6
No. of Deaths as
result ¢f Feasles - 2 - - e 1 1 3 - 4 5
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MONTHLY IMMUNIZATION ACTIVITY REFORT

TABLE 1 12
STATE dipawa MONTH 8 - 12 QOctober
L.G.A. Kirikasamma YEAR : 1990
REPORTING : VIiD's
™YPE OF PROCHDURE NG, OF IMMUNIAATIOU :
I{ﬂPiUPI]LZﬁ- UNDER | 12=24, 2=4, 5=14] 14 & TOTAL
TION tyr Month] yrs| yrs Above
BCG Primary Vaccina- 859 670 - - - 1,529
tion
BCG
ond " 754 775 - -| - - 14,320
srd " 79 172 - - - - 251
Polic | 1st dose 808 754 - - - - 1,529
2nd " 754 775 - - - - 1,529
Srd ¥ 79 172 - - = - 251
545 1,425 - - - - 1,970
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THE GLITE |
Location : - The site is located in Kirikasemma town,
headquarters of K/K Local government in Jigawa Statee The |

avea falls between latitudes 8°+00E to 10C.35EE d4km along
Hadejia -~ Nguru road on longitudes 11°.001 to 15°.OO'N

Topography ¢ ~ The site is relatively flat in line

with sentle terrain charactristic of the surroundings,
Lying in a regional plaein of about above sea level.
Direction of fall is toward the north with slight
indication to the west., There is exuberance of grass
cover interspersed by shrubs and occassional trees of
the sudan savanah, WYhen Jjudged against the access road
that vorders it to the east it occupies a depressed

position altitude wise,

Vepetation : - As éarlier mentionéd the area falls
within Sudan~3avanah vegetational zone. Characterizedhpy_
luxuriant pgrass cover, prevalent shrubs and rare trees.

The heights of which hardly reach 15m. Grass types include
hay, elephant grass and due to climatic conditions, trees

rguch ag Neem and Dhalbeld ia. are the only ones.

Geolomy : — The underlying rocks, that cut across most

part of the gtate from south Yo north is precambrian schist,

pranile and pgneis of the basement complex potash is the

chief mineral deposit, existing in commercial quantity,
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S0il : -~ Beneath an agriculturally formed sedimentary

rocks often waterlogged are laterites that provide good

ifoundation for construction works.

Accegsgibility ¢ -~ The site is accessible via branch

off from the Hadejia ~ Nguru road which borders it to the east
and several obher footpathg from neighbouring villages

edg.Diladigeto the west, kasabur to ncrth-west etce

Electricity : ~ 'he project town has recently being
connected to the national grid via a medium size transformer
which supply the site as well,

This however is to be complemented by a standby
considering the cogency of power in any Health institution,"

a responsibility which the «LasGeAs would be willing to shouldsr,

Water Supply : - The town enjoys pipe-borne water,

-

™~ pumped through a central storage tank, This has already
being exbtended to the clinic this has however not nullified' _
the need for a pump well to guard against failure and meet

the ever increasing demand for water in = hospital.

Iiydrglopmy : — Concentration of trees énd shfﬁbs
towards the northern boundary of the site and it's
southern wind is an indication of high goil water. When it:
ig realized that the trees remain green for most part of

the year.

THE PLHOBLM

As a result of population explosion which lacked
corresponding increase in the area of food production and
affluence the average individual (Nigerian citizen) has

become more gullible to diseased growth,
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This is more so in an area where the level of western

education is regretably very low if one considers the

tremendous role played by school hygienee.

Kirikasamma local government, although blessed With
abundant natural resources (fertile land, waterbodies,
economic trees etc.) to mention a few, and manpower as revealed
by the regent population figures has for years remained
deficient in health care delivery (facilities) effort,
Apart from the small dispensary (old), the Basic health
care unit constructed in 1986, and a similar pne in Guri
town, nothing has so far been done to arrest the
unfortunate development. It is in the light of this that
the local government council found it necessary to make
a move Lhat will ensure the establishment of a health
centre in the headquarter as obtaing in other local

government headquarters near and afar within the state,

According to them duplication of the erstwhile
available health building designs in the state linistry
of health would be improper, as such may not necessarily
meet socio-cultural requirements of the people, majority

of who constitute the Users and workers alike,

A centre which integrates modern curative and
preventive medicines plus a bit of traditional one and
desipned after due considerations of the local norms and
specificity, will surely be more acceptable and
therefore more effective in tackling health problems in

the area.
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Like any other health centre, it is demanded that

this one too, incorporates curative, preventive and
promotive services, hence provisions, should be made for
the following units: . o
(a) ‘“he out-patient department to comprise of
i) General/main waiting (ii) Reception _
iii) Card room (iv) CGonsultation rooms (M % F)..
v) Dispensaries (Male & Female) + waiting spaces
vi) Treatment rooms (male and female) | )
vii). X-ray unit (x~ray room, dark room and
reception)

viii) Staff and patients toilets (male and female).

SCOPE OF THE THESIS

i) Macro~scope : Since this project is for a site
within the boundary of the Local Government head- .
quarter. Kirikasamma it's architectural quality
should be of a standard befitting a wmodern town
in the making, this assertion does not lack
credence in the development statements of towns
in the making. For it will be unwise for one to
propecae a project that will guffer obsolence even

before it is completed,

ii) Micro=-scope -~ This consist in the design df a
health centre that will inc?rppraﬁe, the out-
patient development, radio-digﬁostic departmentl
nursing units, administration ancilliary services

and public health sgection,



iii)

iv)

132 . o
Academic scope - For a Master of Science Degree

thesis, the need to delimit study area, within the
reign of standard requirements has induced the
author to select traffic flow as a sbcio—cultufal
problem from a number of academic challenges
characteristic of health buildings. Others as fire
protection, noise control etc. do not receive

emphasig in this submission.

Research Interest - An area of interest ig chosen

to allow for an indepth study. lere our concern is

~traffic flow in it's response to socip~ cultural

influences. The objective being to distinguish -
various types of traffic generated within health
building of this level and the need to segregate
these while giving due attention to socio-cultural.

values,

Praffic flow we already know is a prbbiém that * _:”'

degserve serioug consideration from the architect.

MOLTVALION

{L].

A—

he reasons below gévé birth.ﬁo.this gscheme:

Absence of provision similar to this in the area.
Need of a means for offsetting the ecdnomic embrogiio
hindering the national drive towards attainment of = .
health by the year 2000. L
The problem of patronage due to lack of confidence
and unsuitable provision in the centre,

The desire to satisfy socio-culbural éonditions in  __'

Lhe design of communazl buildings,
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In the scheme entrance is via a spacicus rorch,

supported at its periphery by four concrete piers to the
peneral waiting area, which is subdivided into male and
female wings by a light partition with the card rooz cenitrally
disposes al the end wall, (adjoining the central courtrard’,

Prom the peneral waiting hall four corridors l2ad
Lhrougch waibing spaces to other funclions. Of these two
lead directlyahead to the nursing unit via emer tency
seclion, male day room ebc. on one side and I-ray,
delivery ward, labour voom and delivery on the othar,

'"he remaining two sideways of the meneral waitins
lead throusgh male, consultation rooms, dispensary to
male staff and patients toilets sandwitched by clinical
laboratory and serves ag offices on the richit, while i
on Lhe left lead through female consultations vooms,
femaile dispensary to female staff and pationts toilets,
wedred between admin offices and public health section.

At the end of the two corridors that load ahead fro=m
the peneral waiting area is operating theatre unit flanged
on it's sides by male surgical and female sursical wards,
to the ripght and left respectively. Hoth are accessible
via a %m wide corridor/verandah runnin: alons; the theatre
enkrance/reception and forming a T junction with the +wo
corridors Lhat empty into it.

Ad;jacent to the male surgical ward on it's risht »nd
and separabted by a 2m wide corridor is the male madical
ward and ancillary accommodations, this block also for=s

a l' with the male suriical ward.
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Similarly, adjacent to the female surgical ward at

it's left end and separated by another 2m wide corrider
is a block housing the female medical ward, duty room

‘.

gisters room and female day Toom.

The courtyards provide waiting spaces for escorts,
open air lectures, demonstrations, and relaxation. They .

process ventilation and enhance day lichting,.

Elevaltion : ''ne facades of health buildings nezd not
express too much aesthetics or grandeur since functionality
and circulation are the most over-riding consideration.

As such major facades face north/south desirable directions
although the approach faces east as it exists, here i%  w{'
will be noticed that openings on this and the west sides
are prooved this will not only trap the effect of sun,

but will also create gome cooling effect in the interior.   ;i

Vertical shading columns and overhanging roofs are
evenly employed to minimize exposure of wall surfaces to

excessive solar radiation characteristic of this area, 3

Structure : Consist in simple structural system
made to obey 6m grid (medule), double-pitched roofs of

simple trusses and drainage via gutters by the sides.

Herviceg : Little or no problems can be expected
of a building which has most of its exteriocr walls _
unengaged. T'he land is relatively flat, sloping gently
in the north west direction, where most of thelﬁ R

drainage channel is directed.
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Materials and Finishes : HMaterials employed are basically

concrebe hallow blocks (225mm) for structural walls and

(150mm) for partition walls.

Timber éteel and aluminium sheets are used in the
roof and other relevant areas. While anodized louvers
and casement doors are used to secure openings,

Finishes include terrazo and granolithic cement
screed for floors, spatter dash and egsvolk paint on

walls. Other include cork tiles, linoleum and carpets.
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DCHEDULE OF ACCOMMODATION

Qut-Yatient Department

FUNCTTON HUMBER] AREA ﬁz_
Card Room 1 53
Store | ,
General Walting 1 180
Consultation/Examination room (male) 2 7e
" ™ " (female) 2 2

Under-five ciinic' 1 26
Digpensary 2 36
X~ray room 1 26
Dark room 4 8
Waiting space -1 18
Changing space 1 9
Treabment (Male) 1 18
Treatment (Female) 1 18
Fharmacy 1 26
Btore . 1 18
Laboratory ‘ 1 48 -
Patients toilet (Male) 1 1345 .
Patients tcilet (Female) 1 1565
Public Health

Lecture hall g 45
Offices . 2 36
Couryard and garden 1 20
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FUNGTION NUMBER| AREA m°
tdwinigtration
Community health officer 1 o4
Secretary of health 1 21
Medical Officer 1 24 B
Supervisor | 1 24   '
lHealth superintendent 1 24 -
sister 1 8
Seminar room 1 >4
Poilet for gtaff (male) 1 13.5
Female staff toilet 1 1345
Ante-natal Clinic
Labour room and toilet 1 36 "“
Delivery room o 1 30
Sluice reoom 1 15
Yost-natal
Treatment room 1 56
QOperating Suite
Reception 1 9
Patients waiting 1 2y
Changing room 2. 24
Toilet 2 6
Secrub—up and;store 7 o
Anacthesia 1 12
Lobby 1 5
Operating theatres 2 01
Sluice room 1
Bterilizing 1 8
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FUNCYZON WUMBER] ARSA mz
llale Ward
Surpical ward 1 72
Trealment rooms 2 18
Hurses duty room pod 24
Courtyard 1 132
Toilets and lobby 4 12
Showexr and lobby 2 6"
Sluice 1 6 "
lurges change 1 6
Day Space 9 36
Medical wards 1 54
Female Ward -
Surgical ward 1 72;
Treatment rooms 2 24
Hurses duby room 2 .
Courtyard 1 152:
Sluice 1 3)
foilets andhlobby N o
Hurges changing 4 6
Shower and lobby 2 e
Medical ward 1 Ve
Ancillary Services
Kitchen 1 18 .
Store 1 9
Servery 4 9
Laundry 4 18
Ironing space 1 15
Dining 1 26
General store 1 18
Hﬁint&inance Unit 1 24
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CONCLUSION

Tra fic problems in health ingtitulions can be
conbrolled by the provision of adequate circulation space,
that is raising the proportion of circulation area vis-avis
desirned funetional spaces, offsets/recesses along corridors,
streeta or direct circulation routes. GSeparation of
routies between staff and patients and anong different

vigilorg.

Prevention of crossed flow, subdivision of wniting
areas and gufficient lighting of major traffic zones are

also considered tenable solutions.

o facilitate uninbibited flow of hospital vehicles,
achioving of much as possible an even Ay finished floor
level is equally important and accepl ible as a design

gsolution to hospital traffice

Similarly doors must not open onto waiting aveas,
while erovud generating/attracting functions nust not be
situated close Lo one another to curtail roudiness, which
is o misgtake often made by desirners arnd nccess to

them should not lead from game direction.

Althoumh much has been said about traffic problems
in health institutions, little has been achieved at the
laovel of health centres, thus my motive for contributing

the 1ittle I know and learnt from observabtiona,



Te

2e

} o

9,

BIBL1OGRAPHY

Anthony Cox and Philip G. (1981) Design for ilealth Jare

Butterworths (Desipn Series),

Alan, E. (1970) Haterials, Michell's Buildins

Construction.

Heufert Co (1984) Neuferts Architect Data - llew. Int,

Edition (low priced).

Oyebanjo O. Population and Health Planning - 10 year
development and welfare plannings for

Nigeria 1946,

Philip Ibithi (1941) - Social Organization,



142
QUESTIONAIRE

OQUT AND IN PATIENTS - A HOSPIPAL SURVEY

INSTRUCTION

The purpose of this questionaire is to find out

what impact has ward environment and that of the clinic

in general got on the recovery of a patient., Your

identify is not required.

SICTION I i+ Genersl Information on Hospitalization

(1)
(2)
(3)
")
(5)
(6)
7

(8)

Please answer the following questions.

Your Admission/Card NUMDEr eeeecescssscsccsssscences
Your age at last.birthday Pesssurssntsetansnaetentee
Sex : Malessesacscossecs Female sesececescassence
Name of birth place or residence sececcesccesscssvcce
AdATC98 escessecssccscsssancecssacssssscssessnnssnsse
Occupalion sesessscescssscscsssccassscscnssesssccnsce
For how many days have you been in the hospital

and how-many times have you been here eceecesceccssce
Ligt the type of drugs you have used so far

LU B L B B B B B I B I B B BN B B B I N R BN A R R N B R R R A

SECTION 2 : General Information on your Ward.

&)
(2)
(%)
()

(5

How many beds are there in your ward eesscsscssssese
llow many beds are occupied ceececcssscescsscccsscsss
Do you find the atmosphere uncomfortable? eesecscces
what are the major source of discomfort as far

as you are concerned? eecesccssstevssvssscesnsssssnss

How would you like to have a snack bear within

easy reach R T N R R R R R R R R RN



(6)

(7)

(8)
(9)

(10)

1435,
What and when was your worst experience in a

héspital S0 8000080000000000000EsRRRRERsRERIRRTRRRS
Indicate ycur current medical problem scscescsssssnse
T mImmmnmnmmmmIIImImIoImnmIInnnInnhho
Do the location of conveniences upset You? eeecsscses
What would you say about the general distribution

of facilities in your (domain/ward) cecsescecsecesscss
e mrmmIImnmmnmmmIIIomIommnmnonhhhhhhhh

Do you consider the number of staff attendins you

adc{]uabe ® 8 &9 88 BB S TSRS e R SRR

OECITION 3

(1)

Just before you are admitted into this hospital and
even before your illness became serious/acute vou
may bthought of going to some other clinics or
resort to some other means. Indicate by a way of
ticking the wost appropriate (responses/line of
action) intention.

(a) Not to come to clinic at all

(b) Go to a dispensary

(¢) Expect miracles

(d) Opt for traditional appro:ch.

Indicate your confidence in the operation of
hogpital services.

{(a) Not confident at all

(b) BSlightly confident

(¢) Fairly confident

(d) Very confident.



Al
(3) How do you find ward environment

(a) Conducive
(b) Comfortable
(¢} Uncomfortable

(d) Hostile

Following is a list of factors which influences people's

choice of a particular hospital, distance immaterial,

RIEASON NONE LIMLE] MUCH Viki§ A GREAT
INFLUBN—- NUcH DEAL
CING
Fatablished

loyality 1 a A 4 5
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Underncath are some posaibles reasons why pecople come to

hospitale. How important are these reasons in your opinion.

REASOHN NONE} LITMILE|] MUCH INFLU¥~| ViRY| A GREAT
NCE MUCH] DEAL
a) My family like it| A 2 3 4 5
b) My friends prefer
it. 1 2 3 S
c¢) lMost people go to | | s
hospital 1 2 3 4 5.; .
d) I was encouraged -
to o to hoapital 1 2 3 i >
e) Have read a lot
about hospital
in books. 1 2 3 4 5
£) Have seen many
people go Lhere
and resain -
their health p 2 3 4

!
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