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ABSTRACT

This study sets to find out how the changing health policies in Nigeria affect the
state of health of public servants as it relates to medical services and living conditions
such as housing, feeding patterns and general welfare. It documents strategies devised
by the public servants for coping with the adverse consequences of changes in the
health policies and assesses the adequacy of measures taken by the government to
ameliorate them. The position of this study is that the capitalist nature of the Nigerian
economy is reflected in the distribution of health services and the living conditions of
various classes of workers in the public service. A quota sample of 245 respondents
from federal, state, and local government establishments in Kaduna metropolis
responded to a questionnaire on how the removal of free medical care for public
servants have affected them and how their families live and feed under SAP.
Individual interviews and group discussions were employed to complement the
survey data. Frequency distribution and chi-square tests were used for data
analysis. The findings revealed that following the withdrawal of free medical services,
the cost of modern medical services went beyond the reach of most public servants.
To meet their health needs, most public servants, resorted to seeking alternative
means of treatment like the utilization of faith healing through prayers (54.1 per cent),
traditional medicine and spiritual healing homes (26.1 per cent) and self-medication in
various forms (12.6 per cent). As regards housing 103 ( 60.0 per cent) said the prices
of their rented houses were raised beyond what they could afford. They went to live in
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substandard cheaper houses in less sanitary environments with their attendant health
hazards and physical insecurity. They complained that the rent subsidy given to them
was too meagre to secure any decent accommodation. The findings also revealed that
134 (65.9 per sent ) of the public servants' food intakes consists mainly of
carbohydrates with very limited protein and mineral contents. Furthermore, most of
the public servants' families have only one or two meals a day because they cannot
afford three meals. From the aggregate of the findings, it is revealed that the changing
health and economic policies in Nigeria have had a significant negative impact on
Public Servants' state of health and living conditions. Government measures like the
introduction of meal subsidy and review of salaries and some allowances, have not
adequately addressed these issues, thus compounding the workers' plight. It is
observed that the labour power of workers sustains the country and the Government
should ensure that the health and welfare of its workers be adequately provided for. It
is therefore recommended that government should rescind its decision on the
withdrawal of free medical treatment for public servants, and provide adequate
subsidies for housing facilities, feeding, transportation and other welfare needs of the

public servants.
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CHAPTER ONE

INTRODUCTION

L.t lotroduction

According to the World Health Organisation (WHQO), health is a state of complcte
physical and social well-being and not merely the absence of discase or infirmity. Last
(199R), assesses this definition of health as describing an idcal state rarely attained in the
real world, and that nobody knows exactly what “social well-being” encompasses. Last
fusther stated that, because we only rely mainly on measurements of phenomena that
indicate degrees of absence of hcalth, the WHQO’s conception is a poor operational
definition. Scholars such as Stokcs, Noren, and Shindcll (1982) offered an alternative
definition to that of WITO. They defined health as, “a state characterized by anatomic
intergrity, ability to perform personally valucd family work and community roles; ability
1o deal with physical, biologic, and social stress; a feeling of well-being; and freedom
from the risk of diseasc and untimely death”. Last (1993) indicated that the word *health’
is derived from the old English word ™ hal * , meaning hale, whole, healed, sound in wing
and limb. Our position is thal , the realities of the WHO’s definition and conception of
“health * locates health within socio-economic contexts which determine social well-being
as welil as disease and infirmity. The pature of health is thercfore essentially a class issue.
Health is to be viewed from the economic, social, psychological and physical points of
view.

From the fiscal dimension, the attainment of health requires a large capital outlay

in order to acquire health maintenance facilities. Consequent upon this, the world



cxpenditure on health totaled about $1.7 billion US dollars in 1990, that is, about eight
per cent of global incomes that year (World Development Report 1993). Similarly,
various Nigerian national devclopment plans, have made reasonable fiscal budgetary
allocations to the health scctor. In all the four National Development plans, first,(1962-
1968), Second, (70-74), Third (75-80) and Fourth (1981-85) for instance, the health sector
was allocated the sums of N1.3 millions (12.5%), N53.million (5.2%) and N243. million
(7.5%) of total planned cxpenditures respectively. Fiscal budgetary allocations to the
health sector have therefore been quite high, an indication of the importance the Nigerian
Government accords the health sector. These huge budgetary allocations to the health
sector are specifically meant to reduce the devastating effects of diseases on the
population. The benefits of these investments on health are to enhance a qualitative
human resource base which will further enhance a quantitative performance of the
national cconomy.

From the social view point, health is a basic need for human development. The
social aspects of health include security of lifc and property, peaceful co-existence,
prosperily, education and gencral knowledge about health itself.

From the psychological point of view, health is seen as a balanced emotional state
of the individual, the family and the society at large. A healthy individual in this context
is secn to be psychologically balanced, that is, the person has allained happiness,
conlentment and peace of mind.

With respect to the physical dimension, health involves the creation of a disease

free environment through the promotion of cnvironmental health and provision of



preventive and curative health institutions. A poor environment poses serious problcms
to the physical health of the individual. Therefore, to be in a state of good health, is not
only to be free from diseases, bul to be free from all social, psychological and
environmental problems. In addition, being healthy includes a reasonable standard of life
through adequate housing and dietary intake.

The concept of health can also be scen in the following threc dimensions, namely,
health as a right, health as a consumer good and health as an invcestment.
Health is viewed by WHOQ as a right, analogous Lo justice and political {reedom. In
particular, the WHO constitution states that "the enjoyment of the highest attainable
standard of health is one of the fundamental rights of every human being without
distinction of race, religion, political belief, economic or social condition” (WHO 1992).
Health therefore, should be seen as so {undamental that constraints to its full attainment
should not only be checked in all dimensions bﬁt that impctus should be given for the
development of the health sector to meet the health needs of the socicty. In the Nigerian
context, just likc the WHO dcelinition, health is constitutionally a right to all Nigerians.
However, the idea of health as a right to every citizen in Nigeria particularly under the
class system is an ideal and noi a practice because of the class structures that cxist in
society. Nigerians located at the lower segments of the socicty do not have equal access
(o health services with those located at the upper segments duc to social incqualitics. The
distribution of health services in Nigeria follows the class structure and the capitalist
mode of distribution in a {ree market economy.

Health is secn as a consumer good because people pay to obtain the services. In
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this respect, the decision to acquire health services rests on the individual and this
depends on the health needs and ability to pay. There is differential affordability and
preferences for types of health services across social classes.

In Nigeria, the national health policy has been formulated within the nation's socio-
economic development as is clearly stated in the preamble of the national health
policy, thus:-

To establish a comprehensive health care system, based on Primary Health
Care that is promotive, protective, preventive, restorative and rchabilitative to
every citizen of the country within the available resources so that individuals
and communities are assured of productivity. social well-being and enjoyment
ol living (FFederal Ministry of Health 1988, 1996:9).

In the context of this research, health encompasses medical services and living
conditions like housing, food and nutrition. transportation and the general welfare of the
public servant. The components of an ideal state of health of public servants in this
context include, access to and affordability of medical services when required,

nutritionally balanced diets, good housing and sanitation, and adequate welfare services.

1.2 Changing Health Policy In Nigeria

Before delving into discussing changing health policy in Nigeria, it is quite expedient to
focus on the definitions of health policy. There is generally no agreed definition of
what health policy is , because scholars, agencies, organizations , ete view it from
different perspectives. For instance, the World Bank defines health policy as the
allocation of scarce resources for health services . while scholars such as Walt (1994),
consider health policy to be concerned with process and power, that is, who influences

whom in policy process and how that happens. The World Health Organisation’s



definition of health policy focuses on the development of health services, prevention and
control of diseascs, improvement of cnvironmental conditions, development of health
manpower and planning and implementation of health programmes. Thus, a major
WHG’s health policy in 1978 was the “attainment by all citizens of the world by the year
2000 and beyond of a level of health that will permit them to lead a socially and
cconomically productive life” ( WHO, 1978 ; Ola, 1984,: 72-73). Nigeria’s conception
of health policy is located within the context of the WHO's definition, which is aimed at
achieving a level of hcalth that will cnable all Nigerians to attain socially and
economically productive lives bascd on primary health care. Such health services focus
on health education, disease control and prevention, supply of safe water, promotion of
food supply and proper nutrition, provision of essential drugs, immunization, maternal
and child health care and family planning (National Hcalth Policy ,1988).

The position in this thesis is that health policy is seen as the process of developing
health syst.ems within available resources. Thus it can be argued that the changing
Nigerian health policy is determined by available resources and the interplay of politics
and power right from the colonial period to the post independent Nigerian State. In other
words right from the colonial state to post independent Nigeria, the Nigerian health policy
has been undergoing some evolutionary change. The colonial health policy started with
curative health policy particularly for the colonial staff which later included preventive
measures, although more weight was still being given to curative medicine in post
independence era (Shehu, 1996).

According to Daramola (1984}, at independence, the then regional governments



started operating separate health policies. In these regions the health policies made
provision for frec medical scrvices particularly to the civil servants who were government
employces. At the creation of states in 1967, some of the regional health services and
polices were adopted by the state Governments. For instance, Kaduna State, in 1977, as
spelt out in its civil services rules, adopted the free medical services particularly for
public (Civil) servants and to some degree, other citizens of the state.

Nevertheless, at the onset of the Nigerian economic crisis , the health scctor was
aftected. Certain heafth policies were introduced which were not favourable to the public
servants and other citizens. The health policy of frec medical services at point of delivery
hitherto cnjoyed by public servants was removed. This change in health policy had
serious implications on Kaduna Public servants. This study is therefore concerned with
the changes in health policy which came as a result of the economic crisis and how these
changes have affected the acquisition of medical services by public servants.

From the various definitions and policy ohjectives of health, both glohally and
nationally, it is obvious that the performance of the health and its related sectors is an
important indicator of development (World Development Report, 1993). Apart from the
fact that health indicators like infant mortality, nutrition etc are also cited as indices of
development, it is also axiomatic that the higher the health standards in a country the
better able the country is to mobilize, develop and utilize the minds and energics of its
peoplc for development.

However, this understanding of health as an indicator of development only is an

instrumentalist conception. The position in this thesis is that the fundamental basis of



health is that health should bc seen as an ¢nd in itself that is, health should be beneficial
to the individual, from the womb to tomb, which further means that one should be happy,
feel good and comfortable at all times.

In 1993 the World Bank , succinctly stated the importance ol health to socio-
economic development. According to the report, improved health contributes to economic
growth in four ways, (a} it reduces production losses caused by workers illness, (b) it
permits the use of natural resources that had been totally or nearly inaccessible because
ol discases, (¢) it increases the enrolment of children in school and makes them better able
to lcarn; (d) it frees {or altcrnative uses, resources that would otherwise have been spent
on treating illness (World Bank, 1993).

In accordance with the national health policy, all the three tiers of government in
Nigeria accord important priorities to health as it is on the legislative concurrent list. The
Federal Ministry of Health is charged with the responsibility of national health policy
formulation and supervision within Nigeria and also liaises with international hcalth
organisations. Each of the thirty six states of the tederation has a ministry of health which
takes charge of health services and trains personnel to work in various health institutions
at both state and local government levels. The local government councils perform
functions which are essentially elements of Primary Health Care and determine how best
to provide it. Voluntary agencies also make substantial complementary contributions to
health care delivery and personnel training.

This contrasts with the initial objectives of the colonial health policy which

according to Daramola (1984), was mainly to provide medical services for selected
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groups of persons which included: the nucleus of the colonial officers and  members of
their families: members of the armed forces and the police and. members of the civil
service particularly the senior civil servants, The medical services were not established
tor all citizens. Such discriminatory health policy was inherited by the emergent
independent government (Schram, 1967). Medical care for the general public was a second
rate priority. These inherited health policies according to Dienye (1985) are responsible
for the Jopsided health care in favour of the urban based population. The 80 per cent of
the Nigerian population.at independence that lived in rural arcas lacked adequate medical
services.

The post independence health policies contained in the four national development
plans, (1962 — 1985), did not make any specific mention of Nigeria's public servants as
a group, nevertheless, all the health policies contained hercin were for all Nigerians
among whom were public servants who were specially catered for. According to
Daramola (1984), all the regional governments had a policy whereby all public servants
received free medical services from government institutions. He further stated that some
states later adopted the regional policies. For instance, the Kaduna State government
through its, 1977 Civil Service Rule made provision for free medical and dental services
1o its public servants. It therefore, means that both regional and state governments made
some provision [or free health care for public servants during the post independence
period. However, with time government failed to maintain its policy of free medical care
due to high demands for medical services and economic crises.

The economic crises have led to inadequate budgetary alfocation to meet the



WHO health policy which stipulates that the health sector should be allocated at least five
per cent of a country’s total planned expenditure. For instance, according to the Nigerian
National Planning Commission (1992). between 1985 and 1992, the highest allocation for
the health sector was 3.11% of the total budget of the nation. This is far from being
adequate and explains the inadequacy of health services, especially with reference to
drugs. equipment and the training of health personnel.  All these deficiencies determine
the type of medical services available to public servants.

1.3 Perspective on the Nigerian Public Servants” Health

A public servant is defined as "an employee involved in the implementation of
government programmes for promoting the welfare of the people” (Report of the Political
Burcau 1987 :115). According to Weber (1963), "a public servant is concerned with the
business of administration, controlling, managing and coordinating a complex series of
tasks" aimed at ensuring proper implementation of government policies and decisions. In
Nigeria, public servants include all categories of government employees, junior, middle
and senior cadres in its employment. The public servant occupies a very strategic position
in the social, economic and political developments of a country.

The role of the public servant is crucial in the implementation and achievement of
goals and aspirations of both military and civilian regimes in Nigeria. Nwosu (1980), has
asserted that the Nigeria public servants in their various positions as permanent
secretaries, professionals in the public service. directors and managers of statutory
corporations, chiel exccutives of higher institutions and other parastatals define and

interpret government policies into achievable goals.te further stated that the role of the
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public servants in decision making has increased rapidly since the end of the Nigeria civil
war in 1970. In the absence of the legislature during military regimes, the federal and state
public servanis play a major part in the recommendation and formulation of social,
economic, and political objectives of government. For instance, the federal public
servants drew up the second National Development Plan 1970-74. Public servants have
therefore played a significant role in the socio-cconomic development of the nation and
a special attention bhas been paid to their health by government agencies in both the
colonial and post colonial Nigeria.

According to Daramola, (1984), cach state in the federation had a policy of free
health services in government health institutions for public servants.whenevcr available.
By this policy, successive governments actually recognised the role of public servants in
devclopment and therefore made conscious efforts (o cater for their health. According to
Alubo (1987), this policy of providing free medical services [or both public servants and
other categorics of Nigerians continued until these were discontinued consequent upon
the advent ol the Nigerian economic crisis of the early 1980s. The beginning of the
economic crisis ushered in the crosion of the special medical services and privileges that
hitherto accrued to public servants as a special group.

1.4  Kaduna State Government’s Provision for Public Servants Health Care 1977 to
1996

The Government of Kaduna Staie through previous medical policies and in

particular, the 1977 civil service rules, made provisions for free hcalth care services for

public servants and their familics. The summary of Rules 09201-09704, dealing with the
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public servants' medical and dental treatment state thus:

I'he government medical facilities are provided to all officers, employees and

families. However, an officer or employee who prefers to be treated by a private

health centre instead of availing himself or herself of government health facilities
must bear all expenses incurred through such treatment. If, however, the
circumstance of the employee's action are recognised by the chief medical officer
of the state government as requiring such service, he may authorize a refund to the
officer or employee at such rates as he the chief medical officer considers fair and
reasonable. Approval for journeys outside Nigeria for medical treatment are
allowed by the Ministry of Establishment and Training on the advice of the chief

medical officer or his deputy (Kaduna State Civil Service Rules, 1977 : 57-68).

Until the advent of the economic crisis in the early 80s, Kaduna State honoured her
own part of this policy thereby making public servants enjoy free medical care from the
State Government health institutions at point of delivery. However, in the mid 1980s. the
Kaduna State Government started a gradual introduction of user fees in its health
institutions thereby eroding the free health services hitherto enjoyed by the public
servants because of the economic ¢risis,

Some of these problems resulting from the financial crisis include under financing
of the health sector which led to other problems such as inadequate supply of drugs and
diagnostic equipment, inadequate health manpower training.. especially for specialist
programmes outside the country. There is also the problem of gradual deterioration of
health facilities and introduction of user fees which invariably affected the public

servants as they were not exempted from paying such fees.

1.5  Statement of Research Problem

The combined effects of the Nigerian economic crisis and the introduction of SAP
as a measure of economic recovery led to changes in health policies in Nigeria. There

were drastic cuts in budgetary allocations to the health sector which affected its services
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that arc essentially capital intensive and depend a great deal on imported facilities like
drugs, hospital cquipment, medical expertise etc. In Kaduna State, there was the removal
of concessions for free medical services at point of delivery by the introduction of cost
recovery measures like payment for the cost of drugs, surgery, bed [ees, stoppage of
automatic absorption of medical and paramedical graduates into government civil service
and the streamlining of the training of medical and paramedical personnei . On the part
of the public scrvants, the emerging economic difficulties and the changing health policies
affected their ability to procure health care and other health sustaining necessities such
as housing, food supply, transportation elc.

From the preceding discussions, it is quite clear that health services have not

adequately covered the public servants. Public servants are having varying unmet health
needs. In view of this inadequacy, the critical question that comes to mind is, how do
public servants as a group manage their health problems? In order words, do they have
alternative ways of taking care of their health needs?
The critical issucs this rescarch secks o investigate are :- What have been the impacts of
changing hcalth and economic policies on the health and living conditions of public
servants in Kaduna Metropolis as a socio-economic group? Specifically this study seeks
answer to the following research questions:

i. How has the acquisition of medical services by public servants and their

familics been affected by the changing health and economic policies?

ii. How have the living conditions of the public servants like {eeding, housing

transport facilities, etc been affected by economic hardships?
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11l What are the coping strategics adopted by Public servants who fail to
acquirec modern medical scrvices to cater for their health problems?

iv.  What measures has the Government put in place to ameliorate the health
problems of public servants as a result of changing health and economic
policies?

1.6 Research Obiectives

The main objectives of this study are:
(i) To cxamine Government health policics and welfare measures for public
servants and how these arc implemented?
(i) To analyse the impact of changing health and economic
policies with respcct to medical services and the living
conditions of public servants in terms of housing, feeding
and welfare services.
(ili) To examine coping strategies employed by public servants to maintain
their health and that of their families.
(iv)  To analysc the ditterential cffects of changing health policy on the state of
health and living conditions of the various categories of public servants
in Kaduna metropolis.

1.7 Significance of the Study

[n view of the present economic problems and the degree of hardships being
undcrgone by majority of public servants; this study sets out to document the impact of

changing health policics on public servants’ statc of health. This study is also expected
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Lo come up with findings which would help government improve on the system of health

care and to integrate its policy measurcs into welfare schemes for public servants. The

examination of the strategies public servants are devising to cope with the harsh realities

of the changing health policies will make significant contributions to the knowledge of

the effects of the Nigertan economic crisis on the citizens.

1.8

Scope and Limitation of the Study

This study is restricted to the state of health and living conditions of Puhlic

Servants' in Kaduna metropolis as a working class.

il.

iil.

The reasons for these limitations arc:

From the historical perspectives, public servants arc a privileged group which is
expected to be least affected negatively by government policy.

The study is restricted to the period between 1986 and 1996. This was the time
SAP as one of the economic measures was fully implemented which gave rise to
further economic recession with great consequences to the social service sectors.
Apart from that, in particular, the policy on the withdrawal of free health care for
public servants in Kaduna State took effect in 1987. In addition between 1986 and
1996 the cost of basic goods and services such as housing, food, transportation and
education became very expensive.

The dcarth of data on accurate morbidity pattern among public servants is one of

the limitations of this study.
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CHAPTER TWO

REVIEW OF LITERATURE

2.1 Introduction

This chapter reviews literature on four broad areas on which this study is focused.
[hese are:-

(1) An overview of the political economy of health services
(i1)  The Nigerian economic crisis and health services

(iti}  The impact of economic crisis and SAP on health policy.
(iv) Theoretical framework.

The basic argument in this chapter is that economic crises have had tremendous
negative impacts on the growth and performance of the various social and economic
sectors in Nigeria. Furthermore, the Structural Adjustment programes introduced by
Nigeria to ameliorate the effects of economic crisis have led to changes in Nigerian
health policies with negative consequences for the health and other social services sectors

1o the detriment of the lower socio-economic groups.,

2.2 An Overview ol the Political FEconomy of Health Services

This section discusses an array of issues which include the distribution of medical
care and access to health services by various socio-economic groups. According to
Barnerji (1981), the health of a nation is significantly influenced by the social, cultural,
political, economic and environmental tactors. Under the socio - political sphere. some
of the determinants ol health services include social relations, social structure, education

and the cultural milieu, The economic variables include income and its distribution,



means of transport, nutrilion, technology and resource allocation. The envirommental
factors include sources of water supply, waste disposal and sanitation.

2.2.1 The Rolc of Economic Variables in Health Care

Economic factors play significant rolcs in the provision and acquisition of health
care services. Among the economic variables, income plays a dominant role in the
acquisition of health services by individuals and families. Studies {rom the United States
ot America have shown that individuals and families with higher incomes can afford to
pay reasonable health services while the low income earners may not be able to do so.

Warren and Sydenstricker (1916) conducted a study in New York City in the
United States of America, on the health of workers in relation to their economic status
and found marked diftferences in health status between the poorest and better- off
families. Child mortality for example was 21 per cent among the poorest families but only
12 per cent among the better-off familics. They concluded that the greatest number of the
poorly nourished, anemic and those who had tuberculosis belong to the lower paid groups
and thus they believed that low incomes arc harmful (o the health of workers and their
familics. They further found that small variations in economic levels among the workers
had great implications for the health of their families.

Colins (1926) reviewed morbidity and mortality rates by social ¢lass and infant
mortality among various socio-¢cconomic groups. His review in the United State of
America indicated that the rich were more healthy and live longer than the poor.
Similarly, the World Bank (1993), reported that the higher a country's income per capita,

thc higher the [ife expectancy and also the longer the life-span of the people.
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Correspondingly, countries with low per capita incomes have lower life expectancy.
According to the report, income growth has more impact in poor populations because
additional resources enable them to buy basic necessities, particularly food and shelter
that vield targe health benefits. The report further asserts that the distribution of income
within households and within regions and countries also affect the acquisition of health
services. For instance in industrialized nations like Japan, United States of’ America,
United Kingdom and Canada where incomes are high and disparity is insignificant, life
expectancy is very high. Conversely, in poor countries like Kenya, Indonesia, India etc
where incomes are low and there are wide disparities in income among groups, mortality
rates are higher among the poor than the rich citizens.

The World Bank (1993) also states that across countries, more than 75 per cent
of the difference in health status is associated with income disparity. In a sample of fifty-
cight developing countries, the report shows that a 10 per cent increase in income per
capita reduces infant and child mortality rate by between 2.0 and 3.5 per cent respectively
and increased lite expectancy by a month. This estimate reflects the total impact of
income on health. For Nigeria. Srilanka. Thailand and several Latin American countries,
the report asserts that a 10 per cent advantage in income reduces infant mortality rates by
between one and two per cent.

Another dimension is the introduction of vser fees which affects individual
incomes and the acquisition of health services in some countries. According to Russell
and Gilson (1997), with the introduction of user fees in Cameroun, Sudan, Zimbabwe,

Tanzania, Egypt, Iran, Jordan, Colombia, Mexico, Bangladesh. Nepal, China. Fiji, etc, all
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ot which are relatively poor countries, the cost of medical services went beyond the reach
of the poor. In some instances. the introduction of user fees imposed barriers to the
utilization of health services for women and children. Interestingly. Russell and Gilson
(1997) also established that among the countries that have introduced user fees, "civil
servants” and health workers were commonly exempted from user fees.

Another important economic variable of health service is that of health financing.
[t is important because without adequate financing, the health sector cannot thrive. It is
for this reason that both government organizations and individuals participate at various
levels of health care financing. At the global level, the World Bank (1993.52), reported
that expenditure on health totaled about $1.700 billion in 1990 and of this amount,
governments spent 60 per cent while the rest was spent by non-governmental
organizations and individuals. The report further stated that of the $170 billion spent on
health in the developing countries of Africa, Asia, and Latin America, government spent
half the total amount.

These huge expenditures on health makes it critical to understand the importance
ol health services to the people. The extent to which governmental. non -governmental
organizations and individuals finance health services would normally reflect the
availability. accessibility and the quality of these services. The type of government
policies and organizational structure of health care services operated vary among nations
and are  located within specific ideological contexts and national priority which are
mostly based on the capitalist, socialist or welfarist ideology ( Erinosho, 1998). According

to Ukwu (1990}, the approach of various nation’s to health care financing is dependent
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upon each nations  political and economic structure, social realities and historical
experiences.

Terris (1980). has come up with a typology of health policies based on ideological
framework as follows: (a) National Health Service; (b) Health Insurance: and (¢) Public
Assistance. Terris, however indicated that, these three medical care systems are not fixed
nor immovable but that there is a continuing process of revision or replacement.
Therefore, more than one type of the three medical systems co-exist to some degree
within a country. However, the dominant system for any nation is that system by which
the majority of the population obtains care. Roemer (1980 ), in a rejoinder supported
Terris’s views but suggested that cach of Terris’s three types of medical care system
could be reclassified into two or more categories because of the diversities in National
health care policies based on different ideologies ol more than 150 nations of the world.
Roemer further pointed out that Terris” classification, has a major weakness, for paying
scant regard to self-care and traditional health care systems paid for privately by a large
segment of the population, which is common place in Africa and Asia. These criticisms
notwithstanding, it is worthwhile in this thesis, to describe Terris’s three systems of
medical care as follows:

Within the National Health Service, the national government takes responsibility
for the health care needs of all her citizens and provide medical treatment free of charge
Lo every citizen at point of delivery. In this system, services are financed by taxation and
pavroll taxes on emplovees. Services are provided by salaried physicians and other health

personnel who work in government hospitals and health centres where they provide both
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curative and preventive services. This is reported to be practised mostly by socialist
countries in Europe which are either industrialized or undergoing rapid industrialization.
The example of such countrics include, Sweden, Britain, China, and the former USSR.

In the Health [Insurance Policy, medical care is pre — paid by the health consumcrs
or rendered on fee for service basis, through a mix of governmental and non-
governmental insurance. The failure of most national health insurance to cover the full
cost of care is a major deficiency of fee for-for-service programmes. This practice is
found in Israel, Canada, Japan, USA and most countries of Western Europe.

With respect to Public Assistance, governments subsidize medical scrvices for
their citizens in various degrees . In effect, private health care providers and voluntary
agencies are allowed to provide hcalth services to augment the governments’ cflorts. The
Public Assistance policy is mostly implemented in developing countries of Africa, Latin
Amcrica and Asia. In this system, medical carc is provided in government hospitals and
health centres and are financed by general taxation. In this system facilities are generally
under funded, overcrowded and with insulficient medical and health personnel due to
poor staft remuneration.

Terris, further stated that, under the three policies or systems, government in
particular plays significant roles in pubiic health matters and in the standardization and
regulation of medical practice. However, according to Terris, the adoption of the various

health systems by the different countries account for variations in the provision of
medical services in terms of coverage of citizens, and the quality of services available to

health consumers of the different nations. Therefore citizens of the various nations of the
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world are subjected to differential access to medical care through the liberal national
health policies of Health Insurance and Public Assistance and also to some degrees under
National Health Service policy (Widgery, 1980: See- Hellandendu, 1991:4-6 ).

According to Shapiro (1997). the issue of differential access to health care
services is particularly worrisome under the private  health insurance model operated
for only those who have the ability to pay for the insurance premium. Those who are
unable to pay care excluded and are denied medical care.

In Nigeria, health care financing is Jocated within the capitalist ideological
framework. The various sources of health care financing are derived from a free market
cconomic system. These major sources include among others, government (public
sector), private sector, external funding from international agencies and voluntary
organizations. This mode of health care financing in Nigeria differs signiticantly from
health care financing in socialist and welfarist countries where government is the sole
financier of health services for all citizens ( Alausa and Osibogun, 1996 ).This is what
creates, the disparity in the provision of medical services to the various socio-economic
groups in Nigeria.

222 ECONOMIC CRISES AND HEALTH SERVICES

“Economic crisis” refers to an economic hardship whose dimensions include:;
dectine in Gross Domestic Product (GDP), a fall in export carnings. a fall in import
purchases. increase in external debts, deteriorating infrastructure (such as roads, clinics
cte), unemployment, declining educational system, deteriorating maternal and child health

cte (World Bank 1990). Economic crisis can also be defined in terms of high inflationary



rates which adversely affect acquisition of human basic needs, such as food, shelter, and
other social services.

This sub-scction deals with the effects of economic crises on  health financing. Tt
also deals with the acquisition of medical services by various socioeconomic groups vis-
a-vis short falls caused by the crises.

All over the world, economic depressions and erises and their far reaching cffects
on the economic and socio-political struciures have been recorded at various points in
time. In some cases, the onset of the crises led o negative reactions in response to their
excructaling effects. Such reactions include organized strikes, revolutions, reforms etc as
discusscd below.

According to Davies (1962), the ycars 1905 - 1917 in Russia, formed an almost
relentless procession of increasing misery and despair amongst the workers and the
intelligentsia in the cities, In 1906 for instance, there was a bad harvest. The bad harvest

affected the food and nutritional intake of the pcople. Response to the crisis by the
working class, and merchants were immediate, bitter and prolonged and were not at all
confined to the working class. The employers, merchants and white collar officials joined
in the strikes which brought the economy to a virtual stand still.

Davies further recorded that the World War II ushered in some economic
depressions in Egypt. For instance, conventional exports, mostly cotton declined during
this period. In 1945 about a third of the work force became jobless and this had the
potential to affect the quality of life and the general health of the affected workers. The

cost of living by 1945 had risen to three times the index of 1937 thereby affecting feeding,
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housing, health and other basic needs.

Davies similarly looked at the effects of economic depressions of the 1930s in the
United States of America. According to him, it was severe enough at least on economic
grounds. Total national, private production income in 1932 reverted to what it had been
in 1916. Farm income in the same year was as low as in 1900, while manufacturing was
as low as in 1913, Mining and quarrying was back at the 1906 level. For much of the
population, two decades of economic progress had been wiped out. There were more
sporadic demonstrations of unemployed, hunger striken Americans and veterans. In New
York city at least 29 people died of starvation. It is believed that such economic
depression from the American experience did not only affect the individuals and their
health but also affected the health sector and other key sectors of the American system.
The Russian, Egyptian and the American experiences as studied by Davies demonstrated
clearly the negative effects of economic crisis on various groups in different
circumstances at different times. The {indings here have recorded various responses that
have accompanied these crises. The situations as depicted here help to understand the
impact of the Nigerian economic crises on various socioeconomic groups due to thee
hardships faced by the lower classes on acquisition of basic needs like medical services.
housing. food etc .

According to the World Bank (1990). the 1980s had been a decade of severe
cconomic hardships affecting millions of people in virtually every African country.
According to the publication, real per capital Gross Domestic Product (GDP) declined by

nearly 20 per cent between 1980 and 1987, Export earnings fell between 1980 and 1987,



while import purchasing fell between 1981 and 1985. The terms of trade for the 34
poorest sub-Sahara countrics declined persistently between 1970 and 1981. The region's
debt which stood at US $6 billion in 1970 rcached US $129 billion in 1987 representing
100 percent of its Gross National Product and more than 350 pereent of its total export.

As a consequence ol the economic crisis of the early 1980s, many developing
countries in Africa changed their economic and health policics. These changes typically
involved cuts in public expenditure. According to the World Bank (1993), cuts in
government spending affeeted health budgets. For instance, Cote d'ivoire’ cut down public
expenditure spending between 1981 and 198 by 12 per cent. Particularly, medicines and
hcalth materials absorbed the reduction, shrinking in real terms by more than one-third
during the first half of the 1980s. This is a reflcction of what is happening in most Altican
countries. The cuts in health expenditure imply cuts in the level of services to be rendered
to the public.

In Nigeria consequent upon the low performance of the cconomy and increasing
difficultics in linancing the health sector in the 1980s, government started pruning down
allocations and expenditlures in all seclors including health. For instance, the Central Bank
of Nigeria (1987), revealed that while the capital expenditure for the health sector stood
at N304.5 million in 1981, it went down drastically to N123.4 million in 1983, N34.6
million in 1984, and only incrcased slightly to N59.9 million in 1985, This sharp
reduction in health financing indicate the negative impact of the economic crisis on the
health sector.

Owing to the crisis in the early 80s and the short falls in health financing, the
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hcalth sector was foreed to introduce user fees in health centres. According to Ahmadu
Bello University Institute of Iealths’ (ABUTH ,1982) report, the policy of free health
services for all which started in 1968 was reversed. The costs of drugs, laboratory
diagnoses, operations, etc were shifted to the consumer. By 1982, uscrs were expected to
pay for curative services which included; outpatient registration fee, routine admission
and compulsory deposil fee for emergency admission. In addition, patients were required
to pay for the cost of drugs and other treatments (See-Adabayo,1983). Ejembi and
Bandipo (1989) stated that the introduction of fees in ABUTH led to drastic reduction
in the utilization of services by citizens.

The under funding of the health sector and the introduction of various hospital fees
actually affected the performance of the health seclor (infrastructure, equipment,
personne] etc) and the citizenry. Among those who patronize these government facilities
are public servanls who work in various government cstablishments. Such low
petformance of the health sector according to Gandu (1992) affected public servants
patronage of these facilities in Kaduna which dropped drastically.

Apart from under-funding of the health sector, the limitations imposcd by income
also affects the acquisition of health services by people particularly the low income
groups. Some scholars like, Muntaner and Persons (1996), have advocated for the
introduction of health insurance as an ameliorating measure. These scholars arguc that
the availability of health insurance is a critical component in determining access to health
care system. They view lack of health insurance as associated with substandard medical

care with increased risks of morbidity and mortality.
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An analysis of the advantages of national health insurance of various types
(government insurance, private insurance and other forms of health risk coverage) show
that both the poor and rich benefit and it is likely to be more bencficial to the poor income
groups and workers because these groups have low incomes which the insurance scheme
supplements ( Edozien, 1996: 24 - 26 ).

In addition to health services, economic crisis also alfected other health indices
such as, housing, food intake, transportation, education, watcr supply and other social
services etc. It has been observed that housing as a component of social development had
a boost in the FFourth National Development Plan 1980 - 1985. An important feature of
this period was the launching in 1981 of the national housing policy. This was an attempt
to improve on the physical living conditions of the citizenry. [lowever, duc to the
continuous prevailing economic crisis not much was achieved in this area because most
of the projects were abandoned after take off duc to poor financial resources to continue.

In the area of food and nutrition, the economic crisis led to an increase consumer
price index. According to the Central Bank of Nigeria (1990), the consumer price index
for food in 1981 rose from 149.9 to 498.5 in 1985.(Central Bank of Nigeria 9190). This
escalating price index of food therefore suggested that food became increasingly
inaccessible to Nigerians especially public servants whose salaries are fixced. It therefore,
implied that food intake was low even as early as the 80s.

[t is ironical that although SAP was introduced to scrve as a solution Lo the
economic crisis, it appears that the measures further compoundcd the problems created

by the economic crisis particularly in relation to health services, living conditions,
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agriculturc and food supply, cducation, commerce and industry. According to Kalu
(1994), SAP intensified inflationary trends which rose from 5.4 per cent in 1986 to 57.2
per cent in 1993. This consequently succeeded in curtailing public expenditure on health.
Furthermore, the inflationary trends occasioned by SAP also affected the pharmaceutical
industry which is an important component of health care services. According to the
Federal Office of Statistics Report (1992), budgetary allocation to the health sector rose
from 2.38 per cent in 1981 to 3.10 per cent in 1986 the year SAP was introduced.
However, as trom 1987, budgetary allocations to the health sector started witnessing
sharp declines. In 1987, the allocation dropped to 1.34 per cent and worsened in 1989,
with an allocation of 0.63 per cent. Since then, subscquent allocations to the health sector
have not shown any appreciable increase. In a similar vein, according to the Kaduna Statc
Report (1992), whereas the budgetary allocation to the health sector as a percentage of
the total planned allocation stood at 11.4 per cent and 10.8 per cent in 1985 and 1986
respectively, thercafter, the allocation started to decline gradually. In 1988 it dropped to
9.45 per cent, 7.61 per cent in 1989 and 7.27 per cent in 1991.

The reductions in budgetary allocations in the SAP era compoundcd the problems
of an aircady collapsing health sector. The purchase of drugs became difficult owing to
scarce resources. Patients, including public servants could not obtain prescribed drugs in
government health centres and had to buy them from drug stores at high cost and at the
risk of purchasing fake and potentially dangerous drugs.

The general high cost of drugs and its consequences for the proliferation of

cheaper but fake drugs subscquently led to cost recovery schemes introduced in 1989 by
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the three ticrs ol government in the Federation. In particular, a Drug Revolving Fund
Scheme (DRIY) was introduced and this demanded that all patients pay for the cost of
drugs and the proceeds recycled to purchase more drugs and cquipment (Kaduna State
Ministry of Health, Report, 1991). The Cost recovery schemes were also introduced for
diagnostic and laboratory investigations, hospitalization etc. Patients were now required
to pay for those services under the cost recovery scheme, a situation that did not exist
beforc SAP. The maintenance of existing infrastructure and cquipment in Nigeria's
governmental health centres was also affected. The acquisition of new equipment was
also greatly hampered.

Shettima (1990), in his study on the effect of SAP on the health scctor in Nigeria,
had found that SAP had affected the completion of health projects like the construction
of new health centres because of the high cost of building materials and hospital
cquipment. Hc again argued that existing health centres were poorly maintained due to
lack of funds. Consequent upon poor maintenance of the health centres, patients have
strong objection to hospital admission because they lack basic utilities and amenitics like
waler, electricity, beds, feeding etc. Further still, Shettima (1990) asserted that the
pharmaceutical industry which is a major component of the hcalth sector has been
weakened by SAP resulting in the short supply of drugs and the production of sub-
standard drugs in the country which has affected medication in the health centres.

The financial constraints posed by SAP adversely affected health policy with
respect to manpower training and development. For instance, the Kaduna State, Health
System Fund report (1993), states that fellowship training abroad for post graduate
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doctors was greatly hampered for lack of funds. Similarly, basic training programmes for
nurses and other health staff were rationalized and the number of candidates for available
courses pruncd down. Worse still, the few that were sponsorcd by the government and
those who privatcly financed the cost of their training were not engaged by the
government, Consequently, on there were shortages of personne in the health cenlres.

As regards living conditions such as housing, food and nutrition, SAP also had a
negative impact. The Central Bank of Nigeria publication (1990) indicated that the
removal of subsidy on farm inputs like fertilizers and tractor hiring services, led Lo a
decline in food production. The decline in domestic food production coupled with a ban
on food importation increasd the cost of agricultural inputs. Domestic inflation,
emanating from SAP, pushed up the consumer food price index. The consumer price
index of food rose [rom 498.5 in 1985 (belore SAP) to as high as 1,183.4 in May, 1990
(during SAP).

This escalating consumer price index of food as at 1990 implied that food was
getting out of recach of most Nigerians both in quantity and quality. This implics that for
most Nigcerians, food and nutritional intake were low. According to Dicnye (1985) the
calorie shortfalls among underfed and malnourished people are always high. He further
asserted that the productivity of such undernourished pcople in terms of working years
may grossly be atfected because of early death. It therefore means that where shortfalls
in quantity and quality of food intake exist, the incidence of communicable diseases
among the peoplc would be very high because of lowered resistance to diseases. This

would generally be an extra burden on many social amenitics particularly health facilities.
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In the arcas ol housing, sanitation and other living conditions, the adjustment
programme has allected their performance. Since the introduction of SAD in 1986, there
has becn rapid increase in the cost of house rent. The Central Bank of NigeriaReview
{1990), indicates that consumer price index for housing accommodation rosc from 257.9
in 1985 to 696.8 in 1990, Prices of building materials went up and that affected the
performance of government and individuals in the development of housing
accommodation. For instance, a 50 kg bag of cement which cost N5.40 in 1985 (pre-SAP
period), rose to N27 in 1988, NI100 in 1991 (Arowolo, 1992) and in 1996, the market
survey by the researcher indicated that a bag of cement was sold between N420 and
N480.

The preceding situation implies that housing provisions by government and
individual ownership have been greatly hampered. This means that individuals had to live
in over-crowded houscs. Such conditions facilitate the spread of communicable diseases
like malaria, dysentery, hepatitis, tuberculosis, meningitis etc, as pointed out by Duncan
(1996).

In the arca of transport, the SAP effects led to an increase in the cost of motor
vehicles and a decline in the purchase of vehicles for both private and commercial
purposes. Bolade’s (1989), study in Lagos revealed that the stock of newly registcred
commercial vehicles dropped from over 5000 in 1983 to as low as 800 in 1987. This
resulted in considerable increasc in both passenger fare and freight charges. The consumer
price index for transport cost rose from 315.8 in 1984 to 910.8 in 1990. The implications

of these increases arc that people had to budget large proportions of their income for
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transport fares. Ogunlade (1989), has asscried, that the proportion of Nigerias’ income
spent on transport in Nigeria’s urban centres is estimated to be between 10 and 16 per
cent of their income. This trend must have worsened in the 1990s because of the
increasing inflationary trends. For instance the ownership of motor vehicles particularly
on the side of the public servants has significantly reducecd as a resuit of economic crisis.
Presently, motor vehicle advances arce no longer forth coming and when given, they are
not adequate to purchase any road worthy motor vehicle, At best, only refurbishing loans
arc given 1o only those public servants who ready have the vehicles which are too meagre
to refurbish a vehicle.

The introduction of SAP has also led to drastic reduction in welfare schemes for
various groups ol public servants at Federal, State and Local government levels. For
instance, the Kaduna State government as at 1987 stopped bearing the full costs of
medical care to its public servants as recorded by the Kaduna Statc Ministry of I1ealth
Report 1985 -1991. As to be expected, the combined cffects of the cost of health care
services and the withdrawal of government subsidy on hcalth care is having a negative
impact on Nigerians. For instance, Gandu (1992), in his study of Public and Private sector
workers found that after the introduction of user charges for medical services in the late
1980s, the rates of utilization of medical services by public and privatc sector workers,
declined drastically in Kaduna town. Ile established that while 82 per cent of the workers
could utilize medical services whencver they fell sick in 1985, by 1990 only 27.4 per cent
were able to utilize medical scrvices whenever sick. About 50 per cent resorted to the use

of traditional and spiritual healers, while 36 per cent oftered prayers to God for preventive
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measures and divine healing. Others, 3.4 per cent, cither employed self-medication or
resigned themselves to fate and allowed the sickness to run its natural course.

Irinosho (1995), also indicated that the impact of SAP has caused poor nutrition
among children and a sharp decline in the Expanded Programme on Immunization (EP1’s)
activities. This has resulted in the increase in the incidence of parasitic and infectious
discases accounting for high incidence of infant mortality in Nigeria. Alubo (1995).
argued that, upon the introduction of SAP. the poor people in Nigeria experienced several
avoidable nutritional. psychological, physical and medical problems which were directly
traceable to the economic problems created by SAP. He asserted that the political and
cconomic causes of morbidity and mortality are graphically captured by the impact of
SAP. Meagher and Yunusa (1996), in their study of the Structural Adjustment Programme
and the Nigerian urban informal sector, revealed that SAP has increased pressures on
household consumption and this has in turn hampered the quality of health of families
including public servants, This is clearly manifested in the reduction in quantity, quality
and variety of food consumed by families, which has affected nutritional status. The study
further reveals that an average of 30 per cent of the respondents patronized
hospitals/clinics for their medical care, while 25 per cent shified to traditional medicine
as an alternative to modern medical care. In some cases, the respondents indicated that
they sought medical care directly from chemists/medicine stores. while others just buy
as much medication as they could afford. According to this study. some operators of these
chemists/medicine stores have capitalized on the SAP effects to operate illegal clinics in

the medicine stores.



Dike (1997), in a similar study came up with findings which corresponded with
that of Meagher and Yunusa, (1996). His findings demonstrated that the introduction of
SAP has made some couples to practise  family planning because of hardships
experienced in catering for children. People now engage in farming. petty trading and
private practice in order to provide food for the family. Poeple can also decide to live
without pipe borne water and electricity when disconnected.

However, a critical examination of Meagher and Yunusa’s work especially as they
relate to the issucs of buying drugs directly from drug stores and chemists may be a pre-
SAP practice and not necessary an effect of SAP. Furthermore, one may argue that this
action could be informed by lack of access to hospitals. In the case of Dike and in
reference to the acceptability of family planning and immunization, it may not necessarily
be due to the effect of SAP but as a result of intensive community sensitisation by the
various government agencies which promote these programmes. These not withstanding,
the impact of economic forces have been causal factors in changing behaviours and
attitudes towards government programmes. ; 4 73 6' 4 1

Another important dimension of the effect of economic crises is that people live
under similar poor sanitary conditions as Engels and Marx (1845) found in 19t century
Furope. Engels and Marx investigated the conditions under which the English working
class lived during the industrial revolution. The investigation focussed on health. physical,
mental, moral, and economic circumstances of the workers in England. They found that
most workers who were economically weak lived in unsanitary environments full of filth

and stagnant pools which engendered diseases. He also found that a majority of the
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working class were drawn to large cities where they were relegated to districts with poor
housing. Under such conditions, most of the workers contracted numerous preventable
diseases which could have been avoided if they had better living conditions. Waitzkin
(1978) also found that among the most important factors in disease causation among
workers is the material and living conditions of the workers. According to him, this
explains the disproportionately higher incidence of morbidity among low income carners.
I:conomic variables do not only determine the safety of the industry where the workers
are employed but also determine the group at risk in an industrial environment or in the
workplace ( Kajang. 1987). There is a strong co-relation between economy, poor
environmental health and living conditions of workers (Heinecke, 1986:53). Given this
circumstance, access o health care services and acquisition of basic living conditions by
the low economic groups in a capitalist setting will be in adequate, because these needs
are subjected to market-like forces.

In the face of obvious shortages in medical services in particular as indicated in
this review. it wiil mean that segments of the society who cannot afford to acquire
modern medical services are likely to resort to alternative medicine for treating their
health problems. One of such sources is traditional medicine which complements the
mainstream western medicine in most parts of Africa ( Schram, 1971: Dunlop, 1975;
Ovcebola, 1990: Mume, 1996). Other forms of alternative health coping strategies
include divine and miracle healing based on faith as a requirement for the healing
(Sofoluwe, Olofin and Popoola, 1996) It is asserted by Mume (1990), that if the

shortages in modern health facilities are allowed to persist, these alternatives which
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are acceptable Lo and affordable by poor people in developing countries will continue
to attract high patronage.

Lasker (1981} has however reported that the shortages force people who cannot
afford modern medical care to resort to sclf- medication using both modern and
traditional medicines for healing. Lasker (1981), Dean (1981) and Igun (1979) consider
the decision by lay persons to diagnose and trcat perceived symptoms themselves as a
reaction to shortfalls in contemporary health care systems. They further observe that
although self — medication is an illegal practice, poor people in particular indulge in it as
a coping mcchanism.

2.3 Theoretical Framework

In adopting a theoretical framework, the marxian political economy paradigm shall be
applied to analyse the interplay of politics and economic forces on health care services.
The section will also ook at the prospects of acquiring health services by various socio-
cconomic groups in capitalist societies.

The political ecconomy model has its origin from Marx's dialectical analysis of
class structure and exploitation that persist in capitalist societies. The theory posits that
the capitalist mode of production in industrial socicties creates classes whereby the few
at the upper segment of the class structure have more control of economic power and
conlrol the distribution of resources. Marx (1957) asserted that the owners of the means
of production constitute the dominant class and the workers occupy the position of the
subordinate class. This circumstance helps to perpetuate the class structure and

cxploitation m socicty
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In a capitalist system the dominant group acquires resources and services at the

expense of the lower class. In times of shortages, it is the lower class that will suffer most.
It therefore follows that in the distribution of health services its availability will be more

readily available to people in the upper class. This is because under capitalism health
services is profit oriented. is like other commodities in the market place, Furthermore,
given the requirements for profit the employers will try to eschew the cost of health care
for their employees. ( See -Navarro 1976, Turshen 1977, Waitzkin 1978, Haralambos and
Heald 1983, Turner 1987., Ham 1992, Alubo 1995, Erinosho ,1998).

Under the condition of competitive capitalism such disposition of the capitalist
employer. will mean poor health and living standards among the working class (the
subordinate or lower class) which is in a relatively weak economic and political position
to determine what accrues to them as welfare benefits ( Ake (1981). Albalking (1983:129,
Heinecke (1986), Cookey (1986:36-42,) Marx and. Engels (1975). Furthermore the low
income working class families have higher incidence of diseases due to the nature of their
work and the conditions in which they live.  Oculi (1981), found that due to the
inhuman nature of work under capitalism, children of the low income working class in
Lagos, Nigeria became senile and grey haired at eleven years of age. This implies that
the lower class have shorter life expectancy compared with the members of the upper
class.

In the context of this study, the political economy approach is geared towards
offering an explanation of the effect of health policy and the state of health of public

servants within the context of the class system in Nigeria, The Nigerian Government is
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equated with the capitalist employcr whose reluctance to satisfy the health and other
welfare needs of the employee are similar to that of the industrialist. Placing, Government
in this perspective it means that the distribution of health scrvices to its various “ classes”
of employees are determined by the location of each group in the class structure. In
contrast to the industrialist, however, government controls the state power which places
the government in a morc powerful position than the industrialist. In Kaduna State,
government determines who gets what and the public scrvants are placed in a weak
position to delermine what accrues to them because government has the power to subdue
workers irrespective of workers’ union. This is exemplilied in the unilateral withdrawal
of free medical care for public servants in Kaduna State.

In this study it is considered that the provision of adequate medical carc and good
living conditions for public servants is beyond the medical services domain but a function
ol economic and political factors. The public servants are in relatively weak economical
and political positions in relation to government to fight successfully for such welfare
nceds. Under competitive capitalism this will mean poor standard of living amongst the
lower classes in society. This is evidently manifest in the worsening standard of health
and living conditions of public servants in Kaduna metropolis who occupy a lower class
in Nigeria. Any anticipated improvement on the plight of the public servants will depend
on a political and cconomic arrangement that will put the public servants them in the

upper class and if possible at per with government in deciding their welfare needs.
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CHAPTER THREE

METHODOLOGY

3.1 Introduction

This chapter is on the methods used for this studv. Various methods were
employed for the collection of data. These include a structured questionnaire which
formed the main instrument for the collection ol data and an interview schedule used to
collect information from senior managers ol various health policy formation in the state
and group discussions.

3.2 | _ocation of the study areca

The research was conducted in Kaduna metropolis. the capital of Kaduna state.
The state has twenty three 23 Local Government Areas and covers a land area of 43,365sq
km. According to the 1991 census figures, Kaduna State has an estimated population of
3.935.618million people. Kaduna metropolitan city comprises two core Local
Government Areas namely: Kaduna North Local and Kaduna South and in fact parts of
[gabi and Chikun Local Government Areas.

Distributive trade is a major occupation in Kaduna town but subsistence farming
predominates in the rural arcas. Most of the industries are located in the Southern part of
Kaduna city. while most of the State Ministries are located at the Northern part. In all, the
state has eight Ministries and one Federal Secretariat complex housing federal ministries

and parastatals all located in Kaduna town.
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33 Population of the Study

In order to have a representative sample of all public scrvants in Kaduna
metropolis, respondents were selected from the Federal, State and 1.GA public servants
residing in Kaduna metropolis.

The main guiding principle for the selection of respondents ( sampling units) from
various arms of public servants in the state is the numerical sirength of the
ministries/parastatals which are categoriscd into large, medium and small. Thus the
Ministrics of Education and Health (large). Agriculture, Works, (medium}; Finance and,
Commerce and Industry, (small), Furthermore, Boards such as Kaduna State Water
Board,(large), Kaduna Statc Revenuc Board {medium) and the Kaduna Statc Media
Corporation (small} were selecled to represent the State parastatals while the Federal
Sccrctariat Kaduna which houses the federal ministrics of Works, Health, Agriculture,
Industry, Transport, Finance etc and the Kaduna Polytechnic represented the Federal
public servants, The Kaduna North, South and Chikun Local Government Areas which
are located within the Kaduna metropolis were selected to represent the local government
arcas. To a large extent, the Fedceral, State and Local Government public/civil service
departments in Nigeria operate similar labour conditions and thus all operating similar
health policies for their workers.

The population of the study comprised senior, middle and junior level public
servanis in the three tiers of government in Kaduna metropolis. According to the Kaduna
State Civil Service Reforms, 1988, Senior officers are those on salary grade levels 13 to

17, middle grade officers are on grade levels, 7 to 12 and junior ollicers arc those on
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levels 1 to 6 (Kaduna State Civil Service Reforms, 1998), thus, the different categories
of workers have diffcrent access to social welfare services.

3.4  Mecthods of Data collection

A combination of methods were employed for the collection of data for this study,
namely, the questionnairec method, interview schedule, group discussions follow-up
intcrviews for selected respondents and market survey, for price of selected itcems and
services. The type of data collected for each of the technique are explained below:-

i. The Questionnaire Method

A self administered questionnaire which consisted of’ both open ended and close
ended questions covered four broad areas, namcly, hackground information on the
respondents, (such as, place of work and department, age, sex ;marital status, educational
altainments and family size), employment and income such as ( length of service, salary
grade level, sources of extra income etc) , medical and health services were specifically
investigated, selll reported morbidity, types of medical services utilized, health
cxpenditure, and sclection ol health centres for medical treatment was distributed to
literate respondents. Under living conditions, information was sought; on the section of
Kaduna where respondents live and residential status, rent subsidy, housing conditions,

food intake, wellare services and coping behaviours. (See appendix I)

ii. Interview Schedule

This structured interview method was targeted at senior Health Managers and
professionals (Director General, Director Planning, Medical services, Pharmaceutical

services, Primary Health Care, as well as Deputies, Assistant Directors and Chiefs within
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these unit) of the Kaduna state Ministry of Health and Kaduna Polytechnic medical units.
The interview borders on health policy objectives as they relate to public servants in the
state (Sce guide in appendix ii).

lit. Group Discussions

The group discussions using structured questions were held with selected health
tutors{6}, a class of students of School of Health Technology 1/Wada. Kaduna and 7
respondents of the Ministry of Finance Kaduna. The interviewees included males and
females cutting across the three cadres{junior, middle and scnior staff} These three
groups of interviewees were meet with at scparatc sessions on appuiniment in their
respective stations. The group discussions focussed on the effect of' changing health
policies on the health sector and the distribution of medical services, living conditions and
coping stratcgies of public servants.

This group discussion differed, in composition from a conventional focus group
discussion in the scnse that, the groups were not homogenous in terms of gender, income
size, and educational attainment. This was because information was needed across board

as a follow up to the questionnaire and the interview schedule.
-q
LRY

iv. Follow-up Intervicws

Follow-up oral interviews using unstructured questions were conducted with some
of the respondents (afler applying the questionnaire) in order to elicit further explanation
on some of the responses in the questionnaire. The follow-up interview provided incisive
information being a follow-up exercise to the Questionnaire in such areas as medical

refunds, access to amenity wards in government medical centres, public appeals for
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financial assistance for medical nceds, monthly family expenses on medical treatment,
rental payments, meals intake, behaviour of medical personnel in governmental health
centres etc.

V. Market Survey: Market surveys using oral interview methods were conducted on

the cost of certain aspects of living conditions such as cost of housing accomodation, cost
of medical treatment ,cost of basic food commoditics, cost of transportation, etc.
3.5 Sampling

The investigation set out to have a sample of 250 public servants. It was also
believed that such sample size would present a fair representation of the public servants’
views and opinions. Specific sub-samples quotas were proportionaicly allocated to the

three tiers of government based on their populations as shown in Table 3.1
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Table: 3.1 Break Down of Respondents by Tier of Government Ministry. Board
and Parastatal As At The Time ol Survey

(Quota . Yo of
Tier/Sub tier population Sample Of % 250
I'otal Poptn. sample
No Size
I. Federal Sector and (3.148) (40) 1.3 16.0
- Various units.
2. State Ministries and (166) 1.4 66.4
Parastatals. (11.968 )
a. Min. of Education 50
b. Min. of Health 30
¢. Min. of Works 16
d. Min. of Finance . 20
¢.Min. of Agriculture 10
I. Min. of Trade & Ind. 20
¢. Kaduna State Revenue 5
Board.
h. Kaduna State Water 10
Board.
i. Kaduna State Media 5
Corporations.
= 17.6
3. Local Governments (3.611) (44) 12
a. Kaduna North 14
b. Kaduna South 16
¢. Chikun 14
TOTAL 18,727 250 : 100%

The number of public servants included in each establishment in Table 3.1 was
decided on the proportionate number of employees in each establishment.
The quota sampling procedure was employed for the selection of the individual public
servants in cach tier, Ministry, Parastatal and salary grade levels. Specific proportionate
numbers were selected from specific stratum based on the population  size of each

stratum. In cach ministry, board and parastatal surveyed, the nominal roll of the staff and



their respective  grade levels (GL) was obtained. Using such nominal roll the public

servants were picked based on the sub-sample sizes allocated to the senior, middle and

Junior staff respectively. Those available were given the questionnaires to fill.

The Federal public servants and the local government public servants constitute

33.6% of the respondents. while the State Public Service constitutes 66.4% of the

respondents.

Table 3.2 shows the distribution of the public servants according to Grade Levels.

Table 3.2

Salary Grade 1evels of Sample Respondents and Strata

1 otal Poptn, And No.

Income Group (G1.) Selected'in Each Stratum | 940f Stratum % of Sple.
Poptn. Sample
Size
| — 6(junior) 6050 80 1.3 32%
7 — 12(middle) 0580 120 1.3 48%
i 5
[3 — 17(senior) 3097 50 1.6 20%
TOTAL 18,727 250 - 100%

The salary grade level was used to approximate the income of public servants.

However, it is known that some public servants have other means of income which they

may or may not measure accurately. Both the salary grade levels and the other sources of

extra income are however used to determine the real income of the public servants in data

analysis.

Of the 250 questionnaires distributed. 245 (98.4 per cent) were completed and

returned. All the LGA and federal public servants returned their questionnaires while the
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state public scrvants had 97.5 per cent return rate.

36 Kev Variables Under Investigation

The key independent variables under investigation, includc real income (salary
grade level and exira income), age and edncational attainment. The dependent variables
in this rescarch are health and living conditions. Thetr indicators include crude morbidity,
medical (reatment, meal intake, patronage of alternative means of treatment, housing
conditions, and welfare services.

3.7 Methods of Data Analysis

Both the uni-variate and bi-variate analyscs of the responses are made to
determine the differential cffects of SAP on the various catcgories of the public servants.
The computer soft were "Statistical Package for the Social Sciences (SPSS-PC™) was
used for the analysis of data [or all the statistical analyses in this study.

3.8 Problems Encountcred in the Field

The first problem encountered in the field work was the apathy exhibited by some
respondents, They were initially reluctant to fill in the questionnaire. This also contributed
to the ditlficulty encountered in retrieving the questionnaires. This situation prolonged the
duration of the ficld work (May - July 1996). Thec busy schedules of some top government
officials (i.c the Health Managers of the State Ministry of Health ) also prolonged the
interview period which took almost eight weeks insiead of the two weeks planned for the
task. This was completed in September 1996 and the group discussions ,follow-up
interviews and market surveys were completed in December, 1996.

Another problem was that the rescarcher was called upon to resume duty by his
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emplover alter the course work which interrupted the collection of data and the final
report. These problems were resolved by converting the status of the studies from full-
time to part-time. Savings were also made from monthly salary in order to finance and

actualize the production of the thesis.
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CHAPTER FOUR

SOCIO-DEMOGRAPHIC CHARACTERISTICS OF RESPONDENTS, HEALTH

4:]

SERVICES AVAILABLE AND COPING STRATEGIES FOR MEETING

SHORTFALLS IN MEDICAL NEEDS.

Introduction

This chapter is divided into two main sections as follows:-

(1) Socio-demographic characterist of the respondents, and

(2) The impact of changing health policy on the health of public servants:-

Socio-Demographic Characteristics of the Respondents

In this section. the socio-demographic characteristics, (gender. age, marital status,
family size, level of educational attainment and income) are analysed.

Sex and Age Composition of the Respondents

Of the 245 respondents who returned the questionnaire, 180 (73.5 per cent) are
males, and 65 (26.5 per cent) females. The government health policy is applicable
equally to both sexes except for maternity leave and shorter working hours for

mothers during the first eight weeks of resumption from maternity leave.
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The ages of the respondents are shown in Table 4.1

TABLYE 4.1: The Age Composition of the Public Servants

AGLE (YEARS) FREQUENCY PERCENTAGE
26-35 79 36.9
IS 113 52.8
46 and above 7. 10.3
TOTAL 214 100.0

Missing cases = 31 (Did not indicate their ages)

Table 4.1 shows that most respondents, 52.8 per cent, are between the ages of 36

— 45 years. The Table also show that while 36.9 per cent of the respondents are 35 years

or younger, only about 10 per cent are above 45 years. The analysis further shows that,

majority of the respondents, 121(49.4 per cent) had 11 to 20 years of service, 75(30.6 per

cent) have worked for ten or less. 43(17.6) 21 to 30 years and only 6 (2.4 per cent) have

up to 31 vears of service or more.
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4.2.2 Marital Status and Family Size

Table 4.2 Shows marital status of respondents

TABLE 4.2: Marital Status of Respondents

MARITAL STATUS FREQUENCY PERCENTAGE
Single (Never Married) 35 4.4

Married 202 82.8

Divorced 2 0.8

Separated 3 1.2

Widowed 2 0.8

TOTALS 244 100.0

Missing casel = (Did not indicate marital status)

From Table 4.2, most of the respondents (82.8) per cent) are married. As married
people it is expected that males in particular who constitute the bulk of” respondents have
wives, children and other dependents. Apart from themselves, they have to provide for

their medical needs, feeding, housing ete.
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The family sizes of respondents are shown in Table 4.3

TABLE 4.3 Family Sizes of Respondents

FAMILY SIZE i.c FREQUENCY PERCENTAGE
NUMBER OF PERSONS

I-5 103 47.0

6-10 107 48.9

11+ 9 4.1

TOTAL 219 100.0

Missing cases, = 26 (26 respondents did not answer this particular question)

Table 4.3 reveals that the family sizes of the respondents are quite large. Most
families have between 6 and 10 members. Such large families can have far reaching
effect on the acquisition of health services. This also affects the feeding patterns, and the
types of houses they live in. This implies that the public servants have high degrees of

responsibility for catering for large families.
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4.2.3 Education Attainment of Respondents

Table 4.4 shows formal educational attainment by respondents.

TABLI 4.4 Level of Formal Educational Attainment of Respondents

LEVEL OFEDUCATION | FREQUENCY PERCENTAGES

None 21 8.6

Some/Full Primary

I“ducation 27 11.0

Secondary or Equivalent 46 18.8
Post-Secondary 151 61.6

TOTAL 245 100.0

Table 4.4 shows that the bulk of the respondents have attained one form of formal
education or the other. The table further reveals that 61.6 per cent of the respondents
have acquired post secondary level of education. The remaining respondents have also
cither acquired primary or Secondary education, A statistical analysis of the relationship
between level of education and age using cross tabulations illustrates that most public
servants between the ages of 26 and 45 years have acquired either post primary, post
secondary, or university education.

The large proportion of respondents who have attained some level of formal
education implies that most of them know about illnesses and health needs. The

constraints for their acquisition of appropriate health services il any is likely to be



financial resources, beliefs, tastes and preferences and other confounding factors.

4.2.4 Primary Income and Total Annual Income of Respondents

In this sub-section, the research centred on the income distribution of respondents.
The Income is derived from their rsepective Grade Levels (GL), and extra incomes if any.
Table 4.5 shows the income distribution of the respondents according to their salary grade
levels as at 1996.

TABLE 4.5 Salary Grade Levels of Respondents as The Primary Source of Income

GL-RANGLE SALARY RANGE FREQUENCY PERCENTAGE
|-6 N4,356-N11,220 77 31.4
7-12 N8, 74R8-N28,812 R 48.2
13-17 N21,858-N44,928 50 20.4
TOTALS 245 100.0

Federal Establishment Circular FED/I January 1995,

In the questionnaire, the respondents were asked to indicate whether they have other
sources of income apart from their salaries. The responses show that 58 (23.7 per cent)
respondents, had other sources of income obtained from activities like farming 18 (31.0
per cent), trading 10 (17.2 per cent), contract 2 (3.5 per cent), consultancy service 2 (3.5
per cent), private practice 14 (24.1 per cent), rent 5 (8.6 per cent), as well as others
constituting 7 (12.1 per cent). The total incomes from salary and the secondary

occupations are shown in Table 4.6




TABLE 4.6 Total Annual Income of Respondents: Salary Grade [ evels Plus
Secondary Sources Where Applicable

INCOME RANGE FREQUENCY PERCENTAGE
[.ess than N10,000.00 37 17.4
N11.000.00 — N30.000.00 108 50.8

N3 1,000.00 — N50,000.00 55 25.7
N51.000.00 — N90.000.00 13 6.2

TOTALS 213 100.0

Missing cases = 32 respondents (Did not answer this question)

Table 4.6 shows that the majority of the public servants 50.8 per cent earn a real
total annual income of between ten and thirty thousand naira and 25.7 per cent earn
between thirty one and fifty thousand Naira. The table further shows that 17.4 per cent
of the public servants have a real annual income of less than ten thousand Naira, and only
6.2 per cent earn N3 1,000 and N90,000.00 per annum. These categories of the annual
income also include the contribution of the members of the family who are employed. The
amount of money earned by other family members range from NI1000 to N10,000 per
annum.

On further investigations on the actual time the respondents started doing
supplementary work to earn extra income, the findings show that 38 (65.5 percent) of
these 58 respondents who answered this question had started between 1986 and 1996
which corresponds with the SAP period. Nevertheless, 9 (15.5 per cent) respondents had
started supplementary work between 1981 and 1985.

A close examination of the statistics indicates that between 1981 and 1985, an

insignificant proportion of the public servants had started to source extra incomes as




compared to post SAP period. 1986 and onward.  When the relationship between age
and period of starting sourcing for extra income is analysed, ( Table 4.7 ) the findings
show that some respondents between the ages of 26 and 45 years had been sourcing extra
income since 1981 but the number increased between 1986 and 1995,

TABLE 4.7: Relationship Between Age and Periods of Starting sourcing of Fxtra
Income

Age PERIOD WHEN WORKERS STARTED SOURCING TOTALS
RANGE IN | FOR OF EXTRA INCOME
"TEARS
HEAR 1981 — 1986 — 199] — 1996

1985 1990 1995
25 Yearsor | |1 3 2 2 8
less
26 - 35 . 6 7 3 18
36 - 45 7 8 9 3 27
46+ 1 I | 2 5
TOTALS 11 18 19 10 58

Missing cases = 187 (Are not raising extra income)

The inference that can be drawn from Table 4.7 is that the main push factor for
sourcing extra income is the inadequate wages to meet the materials needs of workers and
their families in the SAP cra. However, barriers, especially the lack of capital for take
off, physical strength ete are major hindrances for public servants™ engagement in raising
extra income,

A further analysis of the data shows that a high proportion 76.6 per cent started

doing supplementary work between 1986 and 1996. This period corresponds with the

W
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SAP years. This means that between 1986 and 1996, the economic situation served as a

push factor for raising extra income from other sources like farming, trading, contracts,

rentals and skilled professional services like consultancies and other forms of private

practice. Those who have tertiary levels of education formed the majority of those

involved in raising income from the other sources as illustrated in Table 4.8,

TABLE 4.8 Educational Attainment and Raising of Extra Income

Level of SOURCES OF EXTRA INCOME (FREQUENCY)

education | Farming | Trading | Contract | Consultancy | Rent | Totals
Primary 2 | I 3 3 10
Sccondary | 2 2 | 4 3 12
Tertiary 14 6 2 8 8 36
TOTALS 18 9 4 15 12 58

Missing cases = 187 (Are not raising extra income)

*Tertiary means educational qualification acquired after secondary education

in Universities, Polvtechnic lodges of education elc.

X2 = 21.67, df = 8 significant at 0.05 level

h
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Although all categories of public servants engage in sourcing for extra income, the
data in Table 4.8 indicates that the higher the educational attainment the higher the likeli-
hood to source for extra income. Also the public servants level of educational attainment
determines what they do for raising extra income as indicated by the chi-squire test.

This study also sought to establish the relationship between salary grade level and
the sourcing of extra income from both skilled and non-skilled sources. The results are
shown in Table 4.9

TABLE 4.9: Relationship Between Salary Grade Level and Sourcing of Extra Income

Salary | TYPE OF EXTRA INCOME
Grade . I . : . ;

Farming | Trading | Contract | Consul- | Private | Rent | TOTALS
Level

tancy

1-6 3 I 0 0 5 9
(N=)
7-12 4 7 0 12 | 24
(N=)
13-16 7 1 + 8 2 25
(N=)
Totals | 14 12 4 20 8 58
(N=)

Missing cases = 187 (Are not raising extra income)

Table 4.9 shows that the majority of public servants who engage in such practices
mostly belong in grade levels seven and above. It is surprising that public servants in the

lower salary grades 1 to 6 who should be keen on raising extra income to supplement
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their meagre income, are less likely to do so than those who are on high salary grade
levels. This is explained by the fact that those on higher salaries are better equipped
financially to engaged in such extra ventures.

Generally, (rom Tables 4.5 and 4.6 public servants’ incomes appear to be
insuflicient to cater adequately for their medical needs and other necessities in the face
of the inflationary trends and demands to pay (or health services which were hitherto free
at point of delivery.

43 Medical and Health Services Available To Public Servants.

This section focuses on the medical and hcalth services available to public
servants. It also discusses the coping strategies of the public servants consequent upon
unfavourable changes in medical care policics for public servants.

As a take-off point, the respondents were asked to indicate whether they
always seek modern medical treatment when they fall sick. A majority of the
respondents,237(96.7 per cent) indicated that they do. Furthermore, the respondents
were asked (o state the type of health services provided for them by their employers

namely, the various arms of government: The responses are tabulated in Table 4.10.
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TABLE 4.10 Types of Health Services Provided by Emplovers to Public Servants

TYPE OF HEALTH FREQUENCY PERCENTAGE
SERVICES/ASSISTANC

I

Free medical care 40 17.5
Payment of medical 21 9.2
allowance

Credit facilities for 6 2.6
medical care

None of the above 161 70.7
TOTAL 228 100.0

Missing cases = 17 (Did not answer this question)

In Table 4.10, 70.7 per cent of the respondents indicated that no medical services

are provided for them by government. However, based on further analysis of the

question, some of the respondents (17.5 per cent) from the Federal sector (i.e Kaduna

Polytechnic and the Federal Secretariat) indicated that they are enjoying free medical care

while other respondents indicated that they are paid medical allowance (9.2 per cent). An

insignificant proportion indicated that they are paid credit facilities for medical care. The

medical credit provides for public servants to incur expenses in designated health centres

which are later paid by their employers. This is practised in a few parastatals, especially

the Kaduna State Media Corporation(KSMC), Water Board and the Revenue Boards as

indicated by the respondents.

The differences in the provision of health services for public servant particularly




between the Kaduna State core Ministries and the Boards as identified during the
interview with health managers are due to the fact that the core Ministries operate strictly
within the provisions of the Kaduna State Civil Service rules, while the boards, are
allowed to provide additional welfare schemes for their workers.,

It should be emphasized here that the Local Governments, core ministries at both
state and federal levels operate separate medical policies for their employees, which tend
to differ to some extent from those of their extra ministerial departments. The local
government and the core ministries for instance. operate a policy of refund of medical
expenses incurred by public servants while boards and extra — ministerial departments
apart Irom refund of medical expenses, also provide for pavment of medical and
retainership schemes (provision of credit facilities).

Although government has made provisions for the refund of medical expenses in
the core ministries. it is apparent that only a few well placed public servants and
especially those in the medical field enjoy such a facilities. The Kaduna State public
servants pointed out during follow-up interviews that the procedures for obtaining refunds
are too cumbersome and distressing. If a public servant is not treated in a government
hospital, such refund, may not be made because of the discretionary powers of the
government medical officers on refund of medical expenses incurred in private clinics.
Some public servants indicated that their applications for the refunds are either delayed.
misplaced or get missing in the process. Some applications for refund were reported to
be yet to be processed after there yvears of submissions.

The 40 (17.5 per cent) of the respondents who enjoy free medical services and



6(2.2 per cent) who enjoy credit facilities are those from well to do federal and state
organizations such as Customs service, Immigration, Kaduna State Water Board, Kaduna
State Media Corporation, Kaduna State Board of Internal Revenue and Kaduna
Polytechnic. In the case of Kaduna Polytechnic, all aspects of health care delivery are
free except pregnancy. The authority considers pregnancy as a voluntarily acquired
condition and not an illness.

The responses of the public servants were corroborated by the responses received
[rom the management staff of the Ministry of Health. When interviewed, they indicated
that although government has withdrawn free medical services at point of delivery, the
policy on the refund of medical expenses to public servants was put in place and is still
in opcration.

From follow-up interviews, the respondents indicated that in some cascs, refunds
are made if treated in government owned hospitals although the procedures for claiming
refunds arc cumbersome. In the cases of those treated in private clinics, some of the bills
are considered suspect and rejected. Apart from these, some of the bills approved for
refunds were drastically slashed down, in some instances, by more than hal{ the amount
applied for.

Of'the 21 (9.2 per cent) of the respondents who indicated that they enjoy medical
allowance, majority of them (4 (68.0 per cent) receive a maximum of N50Q per month
as medical allowance. When they were further asked to assess the adequacy of the
monthly medical allowance paid to them by government, a considerable number 16 (76.8

per cent) indicated that the allowance was very inadequate while only 23.2 per cent felt
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that it was adequatc. When officials of Boards and Parastatals who pay the medical
allowances were asked to comment on the adequacy of medical allowance paid to their
employees, they said it was inadequate but argued that, that was what they could afford.

From the foregoing it is cvident that, with the introduction of SAP, different
medical and health policies began to emerge from government ministrics, Boards, and
Parastatals for their workers. The quality of medical services provided for workers by
these agencies depend on the volume of revenue collected by them. The bottom line of
this is that the bulk of the public servants are not coverced by any specific health services
and have to source for alternative means of ircatment.

Some of the respondents further disclosed during group interviews that, SAP
policies have created conditions which have led to increase in morbidity and mortality due
to lack of adcquate drugs, cquipment, medical personnel and other facilities in
governmental health centres. Some of the respondents disclosed that they had [ost some
of their colleagues and family members who had otherwisc curable medical and surgical
problems, due to lack of fund to pay lor such scrvices. Some of the male discussants
complained that they have lost their wives in childbirth because they could not afford to
pay for the cost of caesarian section. In some cascs however it is the health centres that
lack the basic facilities 1o provide for the immediate needs of the patient. In such
circumstances paticnts’ lives are sometimes lost before any referral arrangements are
made.

Some of the medical staff among the discussants complained of inadequacy of

manpower training in the health sector and the exodus of medical specialists in scarch of
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greener pastures in other countries. For those who have managed to remained in the health
centres, their productivity is dwindling because of their engagement in other ventures (or
raising cxtra income. They discussants also indicated that the contribution and
participation of Non-Governmental Organisations (NGOs) in the health sector especially
in the implementation of Primary Health Care activities have reduced due to the fact that
these NGOs now insist on joint financing of projects with government instead of the sole
financing by the NGOs concerned.

4.3.1 Aftilude Towards Government Cost Recovery Schemes and Affordability of

Governmental Health Services

The respondents were asked to indicate wherce they have been receiving modern
medical treatment for ailments. The responses show that 67.8 per cent  go to government
health centres while only 32.2 per cent indicated that they go to private hospitals. In
government health centres where services are relatively cheap and where there is a good
number of health personnel, it is apparent that public servants arc receiving good
attention. However, absence of some categorics of medical specialists and diagnostic tests
in governmental kealth centres serve as push factors for public servants to go to private
clinics.

The study investigated the Kaduna State Cost Recovery Scheme introduced in
governmental health centres inl1987. 'the cost recovery scheme policy was introduced as
a result of the economic crisis in the health sector. The scheme is aimed at generating
revenue for further recycling particularly to sustain drugs supply, equipment, diagnostic

facilities in the hospitals. Furthermore, this was to make health services accessible to all
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the citizens for those who could afford to pay for the services. The respondents were
asked to indicate their awarcness of the cost recovery schemes introduced by the Kaduna
State Government Hcalth Centres. Their responses show that only 33.6 per cent were
awarc, whilc the rest claimed not to have any knowledge of the scheme. This ignorance
was further confirmed by the Director of Medical Services ol the Kaduna State Ministry
of Health. He said that there was no official government circuiar on thc matter to the
Kaduna State Public Servants.

For those public scrvant (n=68) who were aware of the cost recovery scheme, 33.8
per cent indicatcd that they heard it from hospital staff, 20.6 per cent, from government
statement, 17.7 per cent, from radio, and 11.8 pcr cent, from newspapers. Of the 68
respondents who claim awarcness of the recovery schemes, 60.2 per cent indicated that

government was justified tor the introduction of the schemes, while 42.3 did not see any
justification for such scheme. Table 4.11 shows the reasons for the support of the

scheme.

KAz
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TABLE 4.11 Respondents™ Reasons for Supporting the Introduction of Cost Recovery
Scheme in Government Health Centres in Kaduna Metropolis.

REASON FREQUENCY PERCENTAGES
I. To Ensure availability 12.1
of Drugs 5

2. High cost of health 6 14.6

services

3. To provide high 7 17.1
quality health services

4. Government alone can
not cope with increasing
demand of medical
services 9 22.0

5. Services are cheaper 7 17.1
6. Generatle revenue 2 4.9

7. Others 5 12.2
TOTAL 41 100.0

Most of the respondents who indicated support for the introduction of the Cost
Recovery Scheme are health and medical personnel working in the various governmental
health centres and also as health managers in the state ministry of health headquarters.
I'he health sector personnel are very well informed about the importance of the cost
recovery scheme and hence their support for the scheme.They have been made to
understand that the government alone cannot cope with the increasing demands for
medical services and that the scheme is to help generate the necessary revenue needed
for the provision of adequate medical services. Some view this as an opportunity for the

local pharmaceutical and medical industries to boost their skills and productivity to meet
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local demands.

However, a majority of the respondents who object to the introduction of the cost

recovery scheme are the non-health staff’ from other ministries, boards and local

governments, They decried the poor handling of the scheme, and the meagre incomes of

public servants, from which they are to pay for medical treatment.

Some felt that

government has enough financial resources to provide free medical services and therefore

there is no justification for the schemes.

The respondents were also asked to express their opinion about the cost of

obtaining medical services in Kaduna metropolis. Their responses are depicted in Table

4.12.

TABLE 4.12 Cost of Medical Services in Kaduna Metropolis

OPTION FREQUENCY PERCENTAGLE
Cost of medical services are oo 193 82.1
high
Cost of medical services are 27 11.5
fairly high
Cost of medical services are 12 5.1
moderate
C'ost of medical services are low 2 0.9
Cost of medical services are | 0.4
very low
TOTAL 235 100.0

Missing cases = 10 (Did not answer this question)

Itis evidently clear from Table 4.12 that the majority of the respondents 193 ( 82.1

per cent ) consider the cost of obtaining medical services to be too high. However senior

ministry officials opined that the medical services
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health centres. Further analysis shows that of the 193 respondents who indicated that the
cost ol medical services are too high are made up of 62 (32.1 per cent) junior staft, 106
(54.9 per cent) middle cadre and 25 (23.0per cent) are senior staff. Both junior, middle
and senior stafl” across board indicate that the cost of medical services are too high.

It was established from drug stores and medical practitioners that the average costs
ol complete treatment for common illnesses such as malaria and typhoid fever in an
approved health centre is N350 for malaria and N750 for typhoid fever in the absence of
complications. This covers cards, fees, consultation, laboratory investigations and drugs.
IFrom the cost presented here the salaries and real income of most public servants cannot
cater for their health needs even for common illnesses. It therefore, means that some of
the respondents and their respective dependents  suffer from ailments that are either
inadequately treated or not treated at all vis-a-vis the meagre incomes of the respondents.

43.2 Health Coping Behaviours of Public Servants

This sub - section centres on the coping behaviours of public servants occasioned
by their inability to acquire adequate medical services. The respondents were asked to
indicate whether they utilized medical services whenever health problems arose to which
96.7 per cent responded in the affirmative.

The respondents were then asked to specify the diseases they consider threatening
enough for which medical attention must be they sought. Their responses are tabulated

in table 4.13.
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TABLE 4.13. Disecases Considered Threatening Enough to Seek Medical Help by
Respondents.

HEALTH PROBLEM FREQUENCY?* Out of PERCENTAGES
245
1. ..h{iilhu"fi ) 80 32‘?
2. Typhoid Fever A
3. Hypertension/ B/Pressure 80 g
} .‘ i er NSOy ress < 70 28(‘)
4.T.B ~
5. Diabetes 64 e
S LAHDELE: 62 253
6. Cholera = 5
. . . 60 24.5
7. Surgical Operation . 50 133
8. C.S Miningitis = ; 5
57 21.2
9. Measles 57 212
10. Delivery/Gynea Cases 11. 51 20.8
Cancer Discases - 20
% 51 20.8
12. Sight problems o
o= - ) 48 10.6
13, Sickle Cells Anemia
. 46 18.8
14. Liver Problems
: 44 17.9
I5. Heart Problems
& g 44 17.9
16. Psychiatric Problems 44 17.9
17. Pneumonia he
I8, Stimach Ulcs % i
. olomach vlcer SS 22‘4

*The respondents were required to list all illnesses for which they feel medical assistance
must be sought.

I'rom the list of the health problems given by the respondents. ailments like
malaria, typhoid fever, T.B, cholera and diabetes ranked top. These are the discases
among others that often affect the respondents, and should they occur they will feel
threatened and seek medical assistance. The respondents were further asked to state
where they seek medical help for diseases listed in Table 4,13 if and when they occur.

Table 4.14 shows the responses.
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TABLE 4.14 Sources Where Respondents Said They Would Seek for Medical Services
When Diseases listed in Table 4.13 Occur.

INSTITUTION FREQUENCY, N=237 PERCENTAGE

Government 231 97.5
Hospital/Clinic

Private Hospital/Clinic 178 75.1

Private drug store 81 34.2
Drug hawkers 70 29.5
Friends and relations 68 28.1

Others (Spiritual prayer 222 93.7

Traditional healing etc)

TOTAL 100.0

Missing cases = 8 (Did not answer this question)

*The respondents were required to list medical centres where they sought medical
assistance is between 1986 and 1996.

Table 4.14 shows that most respondents indicated that they seek assistance from
more than one source for medical care. This is largely due to various different reasons like
finance, beliefs, taste and preferences, However, a majority of the respondents (97.5 per
cent) patronize government health institutions when they have health problems. This high
patronage of governmental health centres is largely because consultation is still free in
government owned health centres, but medication is paid for. Sometimes patients get
prescription and buy elsewhere. A substantial proportion also patronize private health
centres, others patronize drug stores and drug hawkers, and a few take solace in their
relations and friends most of whom are medical staff who assist them with drugs. The

table also reveals that a large proportion of respondents apart from patronizing modern
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medical services also seek alternative means such as prayers, traditional means and self-

medication when they do not acquire modern medical care.

In follow-up interviews with some respondents, it was revealed that in some cases

respondents obtained prescriptions from health centres for the purchase of drugs and wait

for salaries to be paid to buy the drugs. In spite of this some of them are unable to acquire

the complete dosage for treatment. Referrals to other health institutions are similarly

delayed or not followed up at all.

In this study the relationship between the salary grade level of public servants and

the place of seeking medical treatment was analysed as indicated in Table 4.15.

TABLE 4.15: Salary Grade Level and Place for Seeking Medical Treatment

"GRADI PLACE OF SEEKING MEDICAL TREATMENT
LEVEL e :
Govt, Private Other TOTALS
Hospital/ Hospital/ alternative N %
Clinic Clinic sources
01 06 - -
100 41 19 27 87 100
(47.1%) (21.8%) (21.1%)
7-12
v E R0 18 16 114 100
(70.2%) (15.8%) (14.0%)
13-16 19 12 5(13.9%) 3 Wb
(52.8%) (33.3%)
N 237 100
TOTALS | 140 49 48
!
' (50.1%) (20.6%) (20.3%)

Missing values = 8 (Did not answer this question)

X2 = 42, df = 4, Significant 0.05 level

Although all categories of public servants seek medical treatment from the same
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sources. the chi-squire test in Table 4.15 indicates, that there is significant difference in
the places of health seeking for public servants across the various salary grade levels. In
a follow- up interview some senior public servants reported that they have better access
to facilities in governmental health centres where they get better treatment in terms of
reception, care during hospitalization which junior public servants do not enjoy. A glaring
example is the preferential treatment accorded senior public servants in the New General
Hospital Kaduna. While senior public servants are hospitalized in amenity wards with
facilities like air conditioners, mosquito screens, private rooms, special diet. special
attention, noise control mechanisms ete, the junior public servants are accommodated
with other patients in the general wards which are usually overcrowded and lack the
aforementioned amenities. In  privately owned health centres however, such
discriminatory practices are not prevalent. Where wards contain better facilities access
to them is based on the patient’s ability to pay for services required. Therefore, since both
government and private health centres now charge fees, junior public servants prefer to
patronize privately owned health centres where they are not discriminated against.
Some of the junior stafl with whom in-depth interviews were held complained
about the conduct of medical personnel in governmental health cenires. They said that the
nurses in particular are often hostile to patients. The general complaints about doctors is
their engagements in private practice which makes it difficult for them to pay proper
attention to patients. [t was said that that in some cases, before doctors respond to their
call duty, the patients would have had serious complication and died. Another dimension

of general complaints is that doctors divert patients to their private clinics and diagnostic
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centres where patients are exploited for economic gains. The respondents further
complained that health staff in government health centres hawk drugs secretly to patients
thus often blocking them from having access to governmental drugs which may be more
genuine and cheaper.

The respondents who indicated that they were utilizing alternative sources of
medical assistance were asked to state such alternative sources. The responses are
presented in Table 4.16.

TABLE 4.16 Alternative Sources of Treatment Consequent Upon Non- Acquisition of
Modern Medical Services

OPTION FREQUENCY PERCENTAGE
120+ =
Prayers 54.1
Traditional Healing i
Homes 4% 26.1
Others (Self Medication) 28 2.6
Do Nothing 16 79
TOTALS 222 100.0

Missing cases = 23 (Did not answer this question)

Table 4.16 contains those respondents, who apart from utilizing modern medical
services of any sort also acquire additional/alternative means of treatment. The results
presented show that a large proportion of the respondents (54.1 per cent) rely on spiritual
healing through prayers. This 1s followed by the patronage of traditional healing homes,
26.1 per cent: 12.6 per cent practise self-medication while 7.2 per cent resign to fate. The
respondents who practise self-medication cut across the three cadres of the public
servants.
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It is noteworthy that a considerable proportion, 54 per cent of the respondents
believe that their health necds could be taken care of through prayers alone or take
medicine and still pray for the medicine to be effective for healing their illnesses. Those
who practice self medication (12.6 per cent) said they usually buy drugs based on
previous prescriptions for similar symptoms. In some instances e¢ven the cost of card and
transportation scarc many patients {rom patronizing modern medical centres. In follow
-up interviews, it was revealed that occasionally some public servants resort to making
appeals in electronic and print media, religious and tribal organizations for financial
assistance to cater for their medical nceds. Some public servants indicated that in some
instances they have sold some of their personal property to obtain money for treating an
illness in the family.

An analysis of the relationship between salary grade levels and the patronage of
altecrnative means of medical treatment shows that public servants across board seek
alternative means of trcatment. However, a closc look at the analysis shows that more
public servants at lower and middle level of the salary grade levels (GL 01 - 12)

patronizc alternative means of trcatment than the senior levels (see Table 4.17).
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TABLIE 4.17: Salarv Grade Level and Patronage of Alternative Means of Treatment

Grade Ievel | Alternative Means of Treatment On Non Acquisition of Medical Care

; Prayers Traditional | Self Resigning to | TOTALS
Healing Medication | fate
Homes
L01-06 | 33(54.1%) | 22(36.1%) | 1(1.6%) 5(82%) | 61(100%)
0712 |35(39.3%) |26(29.2%) |12(13.5%) | 10(18.0%) | 89(100%)
1316 7(41.2%) 6(35.3%) 3(17.6%) 1(3.9%) | 17(100%)
TOTALS |75 44 s e (77

- e —— IS
*Missing cases = 45 (Some respondents did not indicate their GL and Alternative

means of treatment)

Table 4.17 shows that there is generally a high patronage of alternative medical
care by all categories of public servants although the middle cadre (53.3 per cent) and
lower cadres (36.5 per cent) constitute the majority, while the upper cadre accounts for
only 10.2 per cent. This is because alternative medicine is cheaper, readily available.
affordable and devoid of cumbersome procedures to obtain.

The relationship between salary grade level and patronage of alternative means of
treatment is also replicated when the relationship between real annual income and
patronage of alternative means of treatment was analysed in Table 4.18. What this mean
is that income is one of the main determinants of health in societies with a formal

cconomic system.
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4.18: Annual Income and Type of Alternative Means of Treatment Sought.

ANNUAL TYPE OF ALTERNATIVE TREATMENT SOUGHT

INCOME \

Pravers Traditional | Self- Resigning N=100%
Healing Medication | to fate
Homes

N10.000 or | 18(48.6%) 14(37.8%) 410.8%) - 4(10.8%) 37(100%)

less ;
N10.001 - 72(53.2%) 35(25.9%) 15(11.1%) 13(9.6%) 135(100%)
30,000
N30.001+ 11(26.8%) i 22(53.7%) 6(14.6%) 2(4.9%) 41(100%)
|
| !

Another dimension of coping revealed by the respondents during the group
interviews is that, the public servants have become more conscious of taking preventive
measures for their health. This can be seen in the acceptance and practice of
immunization, family planning and the baby friendly programme (i.¢ exclusive breast
feeding of children for first six months of life ). In fact, some of the female discussants
who had prior to this period, not adopted family planning on religious and cultural
erounds admitted that the impacts of the changing economic and subsequent changes in
health policies have made them adopt family planning. The principles of exclusive breast
feeding became a relief measure 1o some respondents because of the high costs of
artificial baby food products.

44  CONCLUSION

The main findings presented in this chapter are that the costs of medication have
risen 1oo high for public servants in Kaduna and that they have difficulties in collecting

refunds for expenses on health services such provision exist. Consequent upon this, many
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public servants have resorted (o alternative means of treatment as coping strategies to
meet the shortfalls in acquisition of modern medical services.

It is important to state the shortfalls in medical supply for public servants is
largely caused by the impact of induced changing health policies as result of changes in
gconomic policies in the country. In other words, the state of the Nigerian health services
and their distribution to the Nigcrian public servants are influenced by the Nigerian

political economy.

T Usnany T
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CHAPTER FIVE

THE LIVING CONDITIONS OF PUBLIC SERVANTS

In this chapter, the living conditions, which for this thesis include housing. feeding
patterns, transportation to place of work and other basic routine needs are analysed. For
the purpose of this thesis, these variables also serve as indices for measuring the state of
health of public servants.,

5.1 Housing Conditions of Public Servants

Among the social services. shelter ranks very high in the policies of most
governments in both the developed and developing nations. The respondents were
asked 1o state whether they are tenants, squatters (i.c being accommodated by other
people) or landlords. Table 5.1 shows the responses.

TABLE 5.1: Residential Status of Respondent

RESIDENTIAL FREQUENCY PERCENTAGE
STATUS
Squatters (Accommodated by 23 9.8

a relation or a friend)

Tenant (Privately rented 131 56.0
accommodation)

Occupying government 43 18.4
quarters

lLandlord (personal House) 37 15.8
TOTAL 234 100.0

Missing cases = 11]Did not answer this question)
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From Table 5.1, it can be scen that 56 per cent of the public servants are tenants
occupying privately rented accommodation while 18.4 per cent occupy government
quarters which are also paid for. Table 5.1 also shows that 9.8 per cent of the
respondents are squatters. Squatters are people, who, because they are unablc to rent
private accommodation mostly due to financial constraints are accommodated by cither
relations or friends. A further analysis of the squatters shows that 15 (65.2 per cent)
belong to the junior cadre, 5 (21.7 per cent) are in the middle cadre, while 3 (13.1 per
cent) belong to the senior cadre,

The respondents were asked to state the number of people living with them  as
members of their household and the number of rooms in the houses they occupy
irrespective of the type of house(flat, low-cost, compound etc). The responses indicate
that the average number of occupants per bed room is 4 ({our) persons. This is higher
than the average allowable public health standard of 2(two) persons per standard bed
room. The respondents’ residential locations were also analysed. The analysis shows
that the residence are spread all over the various scctions of Kaduna metropolis,
although a majority of them 183 (74.8 per cent)are living in the satellite and suburb
scctions like Television Village, Kurmin Gwari, Nassarawa etc, sixty - two (25.2 per
cent) arc living in the central area of the Kaduna metropolis, like Doka, Unguwa Rimi

and Malali GRA, Gabasawa etc.
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The findings of this research also indicate that 133 (55 per cent) have changed

place of residence between 1986 and 1996 for various reasons as shown in Table 5.2

TABLE 5.2. Reasons for Change of Residence Between 1986 and 1996

REASONS

FREQUENCY

PERCENTAGE

Transfer from former 54 40.6
station

New Appointment 9 6.8
High Cost of Tenancy 10 7.3
Need for Spacious 17 12.7
Accommodation

Security Reasons 7 8.3
Poor Sanitary Conditions 3 2.3
To occupy a Personal 8 6.0
House

Others (Ejection etc) 25 18.8
TOTAL 133 100.0

Missing cases = 112 (46.0%) (Have not changed Residence)

It is evident from Table 5.2 that most of the public servants have changed

residence as a result of transfers. Nonetheless, other reasons such as high cost of rent,

ejection and the need for more spacious accommodation were advanced. The change of

residence from one rented accommodation to another has negative impact on public

servants” meagre incomes. This appears most often in cases of transfers. The affected

people are often required to pay rentals in advance for a year or two whereas they might

have been paying on monthly basis in their former places of residence and those who are

unable to pay are forced to squat. Furthermore, change of residence destabilizes families

especially in respect of having to change schools for children and acquiring
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accommodation in slums with poor sanitary conditions in addition to being far away from
the working place.

Some advantages are however experienced by those who change residence. The
respondents were asked to state the advantages gained and inconveniences encountered
as a result of the change of residence, Table 5.3 presents the advantages gained.

TABLE 5.3 Advantages Gained at New Residence by Those Who Changed House

ADVANTAGE FREQUENCY PERCENTAGLE
Privacy/Convenience or 72 55.0
comfort
More spacious I 8.4
accommodation
Peace 11 8.4
Security 10 7.6
Better Sanitary Condition 6 4.6
Electricity Supply 8 6.1
Water supply 5 3.8
Others 8 6.1
TOTAL 131 100.0

*A respondent could list more than one advantages

In Table 5.3, it is evident that one of the outstanding advantages gained as in
change of residence is privacy and convenience. Others include, spacious
accommodation, peace, utility supplies and better sanitary conditions.

These stated advantages can be inferred to mean a certain degree of psychological
satisfaction and comfort which are positive indices for good state of health. Similarly, the

issue of overcrowding in some households is removed. However, there are in
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conveniences as indicated in Table 5.4.

ABLE 5.4  Inconveniences Encountered by Respondents Because of Change of

Residence
INCONVENIENCES N=175 PERCENTAGE
[Loss of better house 103 58.9
‘higher cost of tenancy
[.oss of security 7 4.0
High cost of transportation 10 5.7
to work
LLoss of spacious 6 34
accommodation
Poor sanitary conditions 12 6.9
Loss of good friends 25 14.2
Others (Changes of 12 6.9
schools for children)
TOTAL 175 100.0

*A respondent could list more than one inconveniences that is why 133 respondents
listed 175 in conveniences.
Table 5.4 reveals that some of the respondents have encountered certain inconveniences
as a result of the change of residence which include, loss of better housing, good friends,
spacious accommodation, incurring higher cost of transportation, loss of good house at
former location and higher cost of tenancy at new location, poor security ete. It is
observed that high cost of transportation, loss of good spacious accommodation, loss of
accommodation at former residence and high cost of tenancy at present location affect the
public servants comfort.

Poor sanitary conditions at new locations have also been ranked high by the
respondents. A typical unsanitary condition of a residential arca in Kaduna suburb is like
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Kurmin Gwari, Kakuri, Nasarawa, Kawo, Television, ete characterized by stagnant,

muddy and dirty ponds and poor drainage. It is also characterized by indiscriminate

disposal of liquid and solid wastes causing aesthetic and health problems. Such areas are

breeding places for insects that cause diseases as observed in the course carrying out the

research.

Due to the inflationary trends. in response to economic policies and measures, the

charges for rent are very high. From the market survey conducted in 1996 involving

estate agents, landlords and tenants, average rent for various categories of accommodation

range from N3.600 — N80O,000 per annum. The pre-SAP and post- SAP rates are presented

in Table 5.5 for assorted house types in Kaduna.

TABLI: 5.5: Mean Price List of Assorted Accommodation Units Based on Market

Survey. 1996

Accommodation Type

Price Beftore SAP (Per

Annum)

Price during SAP (Per

annum)

Single Room

NO960 - 1,200

3600 — 6000

Two Bed Room [Flat

3600 — 5000

20,000 - 30,000

Three Bed Room Flat

7000 - 15,000

35,000 - 50,000

Four Bed Room Flat

10,000 - 20,000

50,000 - 80,000

The annual rent cost is far above most of the respondents” real annual incomes.

The rent subsidy given to public servants cannot match the tenancy cost. This is

clearly evident from the responses in Table 5.6 where 50 per cent of the respondents

indicated that rent subsidy is much lower than the actual amount paid as rent.
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TABLE 5.6: Comparism ol Rent Subsidy Paid to Public Servants With Actual

Amount Paid For Rent Subsidy.

ASSESSMENT OF RENT
SUBSIDY

FREQUENCY

PERCENTAGE

The rent subsidy is much
higher than actual amount
paid for rent

30

The rent subsidy is a little
higher than actual amount
paid for rent

The rent subsidy is about
the same as actual amount
paid for rent

The rent subsidy is a little
[ower than actual amount
Paid for rent

16

The rent subsidy is much
lower than actual amount
paid for rent

87

50.0

TOTALS

174

100.0

Missing cases = 71 (Did not answer this question) includes those who do not rent)

Of the 30 respondents who indicated adequacy of rent subsidy 24(80.0 per cent) are
middle and senior staff from Kaduna Polyvtechnic and from the Ministry of Health who
are on an Enhanced Special Salary Structure (EUSS) their rent subsidies are far higher

than the unified salary grade level operated in the mainstream civil service because some

special professional allowances which are paid to other public servants.

For the 43 respondents who earlier indicated that they live in government quarters, (83.7
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per cent) of them said they prefer their present occupation of government quarters to the

payment of rent subsidy, while only 7 respondents (16.3 per cent) prefer the contrary.

These seven are those occupying poorly maintained government quarters.

The respondents™ attitudes about government official houses and rent subsidy are

shown in Table 5.7

TABLLE 5.7: Attitudes of Public Servants to the provision ol Houses Instead of Rent

OPTION FREQUENCY PERCENTAGE
Very acceptable 139 60.2
Acceptable 46 0.0
Don’t care either way 31 13.4
Unacceptable 8 34
Very Unacceptable 7 3.0
TOTALS 231 100.0

Missing cases = 14 (Did not answer this question)

In fact, data in Table 5.7 further substantiate the preference for government
accommodation as it would be acceptable to 80.2 per cent of the respondents if
government decided to provide accommodation and cancel rent subsidy. It is mostly the
landlords who do not care either way as established during follow-up interviews.

Based on Kaduna State Ministry of Establishment’s circular in 1995 on review of
salaries and allowances, the rent subsidy for public officers ranges from N3.000 to
N5,544 per annum for” GL 01-06, N8,700 to N21,576 for officers on GL. 07 to 12 and
N13.704 1o N25,152 for officers on GL 13 to 16. These are illustrative of the meagre

nature of rent subsidy compared with actual amount paid for renting houses (Sce table

n
h
R
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An examination of the physical conditions of the houses was made by asking the
respondents to orally describe in terms of water supply, toilet facilities, drainage and
access roads.

The results, showed that 198 (80.5 per cent) of the respondents have pipe borne
water. However, 48 (19.5 per cent) of the respondents have only well water. The purity
and quality ol well water cannot be guarantced and thercfore, respondents who have such
a facility could be more prone to water borne diseases. Most respondents enjoy pipe-
borne walcer because most sections of the Kaduna metropolis have been linked with water
pipe lines. For those who are utilizing well water it is discovered that most of them are
living in the outskirts of Kaduna such as Nariya, Gonigora, Rafin Guza, Kurmin Gwari,
Kakuri etc which arc urban slums.

In terms of drainage, the analysis shows that 52.8 per cent of the respondents do
not have good drainage facilities. Stagnant pools of water from bathrooms, kitchens and
rain water are common sighls as personally observed in areas like in Television Village,
Nasarawa, Kurmin Gwari and Mekera Kakuri, Kawo ctc.. Pit latrines are very common.

Thesc can affect water supply for those using wells. They also facilitate the breeding of
insect borne diseases.

For the usage of toilet facilities in particular, the analysis shows that a majority of
the respondents, 55.5 per cent use pit latrines. Some of the latrines are so much exposed
that the wastes could leak into some wells and stagnant drainage. Pit latrines are
breeding sites for flies which in turn contaminate foods and result in various illnesscs like

typhoid fever, cholera, hepatitis, cnteric fevers, etc. A case in poinl is the outbreak of
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cholera in 1996 in some parts of Kaduna town like Nasarawa, Kakuri, and Television
Village during which 14 (5.7 per cent) public servants were among those affected ( as
retrieved from certified hospitals medical records in the Nasarawa General Hospital,
Kaduna).

It was also discovered in the course of the study that 129 (60.6 per cent)
respondents had dustbins, while the remaining 39.4 per cent did not have. In some of
these environmentally poor areas, solid wastes arc indiscriminatcly disposed of which
create serious health problems to the inhabitants of the area.

5.2  Fceding Patterns of Public Servants

Among the basic needs of the human being, food ranks very high. Human beings
nutritionally balanced foods to maintain good hcalth. Poor food intake may result in
under-nourishment and malnutrition with concomitant starvation, lowered resistance (o
infection, ill - hcalth and premature death. The calorie shortfalls among under - fed and
malnourished people are always high. The productivity of such undernourished and
malnourished workers in terms of working years is grossly affected because of death.

The respondents were asked to state whether they and their families have regular
and sufficient meals or not. The findings show that a large number of the respondents 184
(75.1 per cent) said they cannot afford three meals per day for their respective families.
The general reason given for irregular meals is the economic predicament in the SAP
period. The foregoing of meals is a coping strategy adopted by the public servants in view
of economic realities. The relationship between level of income and the forgoing of

various meals is presented in Table 5.8.
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Table 5.8: Real Annual Income and Forgoing of Meals

Range of Real

Annual Income

Yes

Forgoing of Some Meals

=N=10.000 or less
(GL O] —06)

=N=10,001- 30,00
(GL 07 - 12)

64 (88.0%)

No

Total =N=

9(12.0%)

77 (79.0%)

N=30.0001 +
(GL 13-17)

TOTALS

17 (57.0%)

21 (21.0%)

73 (100%)

98 (100%)

13 (43.0%0

158 (79.0%)

30 (100%)

43 (221.0%)

201 (100%)

Missing cases 44 respondents (Did not indicate forgoing of meals).

X2 =6df=2

Significant at 0.05 level

Although all categories of public servants forgo some meals because they cannot

alford three square meals a day. The data in Table 5.8 indicate that the level of real

income of the public servants determines the incidence of forging of meals. The lower the

real income of public servants, the higher the likelihood for their families to forego certain

meals because of non-availability of food

Some of the respondents were asked during follow-up interviews to state what

actually happen in situations where meals were forcely skipped. Some of the respondents

asserted that lack of regular meals by their families have affected the performances of

their children in school activities. Furthermore. such situations according to the

respondents, have led to social vices like occasional stealing and pilfering of household

property by their children in order to secure food. The data further shows that 67 (36.4 per

cent) of the respondents of 35 years of age or older further stated that most of them have
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devcloped stomach ulcers. Virtually all interviewees said that they suffer from
psychological distress for inability to caler adequately for their familics. Some
respondents mostly the junior officers have also had to absent themselves from office
whilc others have left office in scarch for food which resulted in queries and disciplinary
measures, Some respondents revealed that in order to avoid irrcgular taking of meals, they
buy food items on credit and accumulate debts pending the payment of their monthly
salaries. The debts are even sometime more than the expected salary.

Apart from foregoing some meals mosl of the meals taken arc substantially
carbohydrates. In some cases there are variations, The reasons for the high consumption
of carbohydrate foods are because carbohydrates foods are relatively cheaper than the
high protein foods. In view of their meagre incomes, public scrvants resort to these
cheaper foods even though these are less nutritious. Somc respondents expressed
dissatisfaction with the kind of food they eat. For instance, some claimed that they cannot
afford protein foods, such as meat, fish, palm oil, and basic ingredients to improve the

nutrients and flavour of their food.
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Table 5.9 shows the most frequent types of food taken for breakfast by the respondents.

TABLE 5.9: Most Frequent T'vpes of Food Taken For Breakfast By Respondents
at the Time of Investigation

TYPE OF FOOD | FREQUENCY PERCENTAGES
|. Teaonly 26 106
2. Tea with bread 15 6.2

3. Papa/Akamu cake 66 26.9

4. Pap with bean cake 33 13.5

5. Rice and Beans 55 22.4

6. Fresh Tuwo/ Gari 6 24

7. Left over food |33 | 13.4

8. Others (Snacks and

Vegetables) 11 53
TOTALS 245 ' 100.0 -

From Table 5.9, the public servant’s breakfast is most ofien made up of pap. with
bean cake and previous days’ food. These foods are relatively cheaper than tea, milk with
bread. A sizeable number cat heavy foods like rice, beans, “gari”, and “tuwo™ and left
over foods for breakfast. In standard dietary planning this is a deviation from the normal
menu schedule for healthy growth. Breakfast menu should compose of fluid diets like
heverages, milk, egg, fruits. sugar and bread.

Table 5.10 indicates the types of food usually taken for lunch by respondents as at the

time of investigation.
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TABLE 5.10 Most Frequent Ty

Time of Investigation

es of Food Taken For Lunch by Respondnets as at the

TYPE OF FOOD

FREQUENCY

PERCENTAGES

. Tuwo/Gari 38 21.5
2. Rice and Beans 51 28.8
3. Moi-Moi 2 1.1
4.Yam Only 15 RS
5. Beans Only [0 5.7
6. Rice Only 22 12.4
7. Gari Only 9 50
8. Pounded Yam 16 9.0
9. Others (Snacks

vegetables 14 19
TOTALS 177 100.0

Missing cases = 68 (Did not answer this question because some forego meals)

From Table 5.10 most foods caten as lunch are rice and beans, “tuwo™ “gari”
and rice, without meat and vegetables.

Table 5.11 shows the most frequent types of food taken for dinner by the respondents.
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TABLE 5.11 Most Frequent Types of Food Taken For Dinner by Respondents as at the

Time of Investigation

TYPE OF FOOD FREQUENCY PERCENTAGES
. Tuwo 143 773
2. Yam 4 2.2
3. Rice 11 6.0
4. Pounded Yam 8 4.3
5. Beans 6 3.2
6. Gari 12 6.5
7. Others (Snacks and | 0.5
vegetables

TOTALS 185 100.0

Missing cases = 60 (Did not answer this question because some forego meals)

It can be seen in Tables 5.10 and 5.11 that items on menu for lunch and dinner are
almost the same and that “tuwo™ is significantly dominant for dinner. In concluding this
section, it should be emphasized that the majority of the public servants do not take
regular meals and that their meals are mostly made up of carbohydrate foods. Proteineous

food are rarely taken.

5.3  Public Servants” Welfare

In Nigeria, some of the existing welfare schemes available to public
servants include the following: medical care, meals and rent subsidies, and : housing,
transport. children’s education, furniture and entertainment and personal effects (clothing)
allowance(s) for higher public servants. For the purpose of this study some welfare
schemes like medical care, meals, transport, housing and personal effects (Clothing rain
coats, drivers” and messengers” uniform, booths etc) were considered crucial and were
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subjects of investigations.

The respondents were asked to rank these welfare schemes. in order of preference

as it affects them. The results are presented in Table 5.12 below.

TABLE 5.12 Welfare Assistance Preferred by Public Servants: First Choice
Onlv Indicated

WELFARE FIRST PRIORITY PERCENTAGE
Feeding (Food) Allowance k2 337
Accommodation(Staff 52 21.2
Quarters)

Transport Allowance 51 21.2
Medical Treatment/ Health 52 20.5
Insurance

(Clothing) for Work 8 33
TOTAL 245 100.0

From the results, in Table 5.12, there is a high preference for food as first choice
while accommodation, transport and health insurance ranked second: third and fourth
respectively. The various reasons given by the respondents for their preference for food,
include the fact that food is a daily basic need for human survival. Furthermore, because
of the meagre income which they earn and coupled with high inflationary trends, their
expenditure pattern are largely restricted to the food component to cater for themselves
and their families. The present meal subsidies is too meagre to make any meaningful
contribution to the food budget. Based on a Kaduna State Establishment circular in 1995
on review of salaries and allowances, the flat meal subsidy for all public officers

irrespective of rank is N528.00 per annum. A further breakdown shows that the meal
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subsidy is N44.00 per month and N1.45 per day. This is abysmally too meagre to secure
a plate of food, cven at a "bukateriat”.(i.e is a road sidc popular eating place where meals
are cheaper in comparison to standard rcstaurants).

Table 5.12 also shows that accommodation ranked next to food because shelter
is another crucial basic need for workers a;]d their families. Lack of accommodation
affects the general well being of workers and in some cases leads to stress and frustration.

The transport component ranked third and this is because the public servants need
transportation to thcir working places and back home. I'urthermore, the increasing
transport cost during this SAP period made the public servants pay more for
transportation. Present transport subsidy is 5 per cent of the average of actual transport
costs to and from work.

The medical allowance and health insurance ranked fourth due to the fact that the
incidence of illness is not a daily affair in the life of the respondents and their [amilics.
But food, accommodation and transportation are daily basic necessitics. Nevertheless,
some respondents observed that although the incidence of illnesses are occasional, when
they occur, a substantial amount of their income and in many cases even more than their
incomes is required for medical treatment.

It is clear from Table 5.12 that the respondents have a reasonable preference for
the welfare services cxcept personal effects. It therefore, means that government has
responsibility to adequately address these issues in order to improve on the general

welfare of the public servants.
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54  CONCLUSION

In this chapter the impact of changing health and economic policies on the living
conditions of public servants such as housing,. feeding patterns. and social welfare
schemes have been analysed. The findings show that public servants are differently
affected in relation to their positions on the salary grade levels in the civil service. Those
on lower grades are worse aftected. They are more prone to transfers, during which they
face difficulties in acquiring accommodation. It is also established that some junior public
servants in particular live in unsanitary neighbourhoods. House rents are generally too
high and the meagre rent subsidy cannot be sufficient to cater for them.

The findings also revealed that primary diets of most public servants comprise
mostly carbohydrates and they forgo meals very often. Consequent upon these, the public
servants prefer welfare schemes that centre on food, accommodation and medical services
in that order. The findings also indicate that the differential impact of changing economic
policies on public servant's feedings affect the junior and middle cadre staft more than the
senior staff. Most of these are a reflection of the impact of changing economic policies
on the Nigerian public servants: which is a product of a of the capitalist economic

framework institutionalized and being perpetuated in Nigeria.
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CHAPTER SIX

SUMMARY. DISCUSSION AND RECOMMENDATIONS

6.1 Introduction:

This study has set out to cxaminc the impact of changing health and economic
policies on the health and living conditions of public servants in Kaduna metropolis [rom
1986 to 1996. The summary of the findings is presented below.

6.2  Summary of the findings

The findings show that, most public servants in Kaduna no longer enjoy free
medical care (70.7 per cent) becausc this has been withdrawn. Furthermore, for those who
enjoy some form of medical subsidy (11.8 per cent), the amount is =N=500:00 per month
and too little to cater for their medical necds. Other findings include the fact that public
servants tend to seek medical services in both government (97.5 per cent ) for low cadre
and private (75.1 per cent for} high cadre. Thus more lower cadre public servants prefer
Government owned health centres.

The cost of medical services are too high relative to the public servants’ income.
Closely related to this is the {act that the cost recovery schemes introduced by various
tiers of Government have further compounded the problems of public servants who now
pay directly for medical carc at point of delivery.

With regards to living conditions, the findings show that, the rent subsidy which
ranges from { =N=8,468:00 10 =N=17, 424.00 per annum), paid by government to public
servants, is not enough to secure good accommodation in areas of good sanitary

conditions. liconomic conditions have made housing rents very exhorbitant and beyond
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the rcach of most public scrvants particularly the middle and juniour public scrvants.
Most of the junior and middle cadre staff are now living in unsanitary environments. This
makes them susceptible to water, air and inscet borne, communicable diseases.

The difficulties of acquiring adequate accommodation have forced some public
servants especially those at the middle and lower levels to be squatters (9.8 per cent) in
crowded houses with their attcndant negative health implications. What is more, public
servants’ meals are essentially made up of carbohydrates which fall short of balanced
dict. Most public servants (75.1 per cent) mostly of the lower and middle ranks lack
regular meals owing to the fact that they cannot alford all meals. Apart from lack of
regular meals, most public servants and their families purchase food stuffs on credit
pending when salaries are paid.

One of the objectives of this study was to document health coping behaviours
devised by public servants to cope with adverse changes. Due to the inability to acquire
modern medical services, public servants, 206 (84.1 per cent) from the various salary
grade levels and educational attainment seek alternative sources of medication for their
health problems. These alternative sources include, prayers, traditional medicine and
spiritual healing, and self-mcdication of various sorts. Those who practise self medical
purchase un-prescribed drugs and local herbs which are consumcd without mcdical
supervision,

In some other circumstances apart from not buying complete doses of medication,
somc public servants have to delay the purchase of preseribed drugs until salaries are paid

while others rely on friends and relations who assist them with assorted un-prescribed
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drugs. The findings, show that some public servants out of absolute want and frustration
resign to fate and allow the illness to run a natural course.

Although in most of the areas investigated, the impact of changing health policy
on public servant cuts across salary grade levels, the middle and lower public level
servants suffer more negative impact than senior public servants. The major areas of
differential impact are summarized below.

The findings show that an aggregate of 150 (72.8 per cent) of public servants in
the middle and lower cadres lack regular meals. squat, largely patronize alternative means
of medication, and live in areas of very low environmental quality. Thus this group is
more exposed to health risks than the corresponding figures 95(29.2 per cent) for senior
public servants.

This study also examined specific Government health policies and measures in
relation to the state of health of public servants and the following findings have emerged.
Government in 1987, decided to cancel the policy of free medical services in Government
owned health centres and introduced cost recovery schemes. Public servants were not
exempted and had to fend for their medical needs at point of delivery. In effect most
cannot meet their medical needs.

Nevertheless, the findings show to some degree that, the changing economic and
health policies have led to the adoption of positive health habits by public servants, like
family planning, availing themselves of immunization, exclusive breastfeeding, family
food production and the exploring of sources for extra incomes to improve their financial

stands. The respective benefits of the various behavioural measures adopted include
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having few children to cater for, prevention of diseases on which money has to be
expended for trecalment, saving from buying infant formula and increase in income from
other economic activities.

6.3 Discussion of the findings

This sub-section discusses the lindings of the study. The subject matter of this
study emerges from the fact that Kaduna state government withdrew free medical care
provided for public servants at the onset of SAP. This is explained by the fact the SAP
adjustment policies affected the funding ol the health sector and other social services.
Apart [rom this, In order to sustain the healih sector and to avoid its total collapse,
revenuc generating strategies were adopted by government through various cost recovery
schemes. These policies partly commercialized the government health centres, It could
be argued here that the changing health policies, resorted to measures to generate funds
from health services [rom the Nigerian public, including the public servants whose
legitimate incomes are theoretically static (there is a restriction on them 1o engage in other
CCONOCINIC VENLULES).

Given these circumstances, it can be remarked that most public scrvants have
unmect health needs because their legitimate salaries cannot meet their families medical
needs. Going by these findings, it can be generalized that most Nigerians in the middle
and lower segments of the economy are incapable of acquiring the neccssary medical
services for themselves and families. The public scrvants resorted to various coping
behaviours in order to handle their health problems. The findings show that, most public

servants now go traditional healcrs, spiritual healing institutions, divine prayers etc,
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because these alternative means of treatment are cheaper, aceessible and readily available.
They require little or no funding. However, some of these alternative means of treatment
are a potential danger to the patients because most of them are not scientifically tested and
are not regulated.

Beside this, different dimensions of self-medication have been reported by public
servants and this is largely due to inadequate financial resources to pay for care at
approved medical health centres. Self-medication has its attendant dangers. A more
disturbing coping behaviour is the issue of some public servants, who, failing to acquire
modern medical services resign to fate, to allow the illness run a natural course of either
recovery deformiy or death. This is an indication of resignation and desperation. It is
theretore obvious that economice status affects the acquisition of modern medical services
public servants. The higher one’s economic status, the higher the likely hood of obtaining
conventional medical care.

I'he findings of this study also pointed to the fact that most public servants are not
provided with housing accommodation and this has forced many of them to live in
environmentally hazardous areas, injurious to health. This is explained by the fact that
government is unable to provide accommodation due to lean financial resources and
expanding demands on government to meet up various tasks. What is more, rent subsidy
provided to public servants is grossly inadequate to cater for their accommodation needs.
This situation has further led public servants particularly at the middle and lower cadres
to become squatters. Under normal economic conditions, no public servant should be a

squatter except temporarily during cases of transfer and fresh appointments. Squatting

98



results in over-crowding, restrictions and fast spread of epidemic and other communicable
diseases. Most public servants in Kaduna metropolis therefore live under environmentally
poor conditions which exposes them to the danger of communicable diseases and
epidemics capable of jeopardizing their health. A case in focus is the outbreak of cholera
in 1996 in some parts of Kaduna slums like Nassarawa, Kakuri, Television village where
some of the junior public servants reside. According to medical records at the Gwamna
Awan General Hospital, Nassarawa, 14 of those affected by the cholera epidemic were
public servants.

In addition to the unsanitary conditions there is poor food intake by junior and
middle cadre public servants in particular. This is simply because their incomes are (0o
low to acquire adequate food in contrast to their better paid senior counterparts. The state
of health of low income groups in Nigeria whose incomes were already over stretched by
the inflation which accompanied the economic crisis and SAP were more adversely
affected by the new health policies than the higher socio- economic groups, the positive
effects of family planning breastfeeding and innovations at income generation schemes
not withstanding.

At the onset, the political economic perspective was adopted as a theoretical
framework for this study. It is assumed that the capitalist mode of production in Nigeria
determines largely the performance of the health sector and the distribution of health
services to various groups including Nigeria’s public servants. In Nigeria, Government
is the main employer of labour and government determines who gets what. In other

words, the wages, rewards. benefits and privileges. health and welfare schemes which
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accruc to the workers are determined by Government. The workers on the other hand only
sell their labour power to government with little or no contribution to decision making on
their conditions of services. In this light, some public servants have no choice but to
remain on the low paying jobs.

The relationship between the government and its employees is therefore that of
dominance / subscrvience as seen in govcminent’s unilateral withdrawal of free medical
care for public servants. As observed by Waitzkin, 1983, Turshen,1977, Lewis, 1953 the
causes and trcatment of diseases, distribution and acquisition of health services are largely
ideological, political and cconomic rather than bio-medical. This position is also held by
Navarro (1976), Ake (1981) Alubo,(1995), who see the poor econmic and material
conditions in which people live 1n Nigeria and their concomitant deprivations as major
causes of morbidity and mortality.

This study has revealed increasing difficulties in the acquisition of medical
services by public servants due the withdrawal of free medical services by their employer.
Ensuing inflationary trends lowered the financial capacity of juniour public servants in
particular to obtain medical services. Those who could not afford modern medical
treatment either sought alternative means of treatment in the traditional sector, spiritual
healing or adopted one form of self - medication or the other including resigning oneself
to fate,

The findings of this study are similar to that of Russell and Gibson (1997) in which
they establishcd that the introduction of cost recovery schemes like user fees in twenty

six low- and middle —income countrics(e.g in Cameroon ,Ghana, Egypt, Iran, Chile,
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Mexico, Bangladesh. Nepal. Thailand Fiji etc) in the face of increasing economic
difficulties, led to very low utilization of medical services because patients could not
attord high operational costs. Similarly Ejembi and Bandipo (1989), report that the
Ahmadu Ballo University Teaching Hospital (ABUTH) experienced a drastic reduction
in the utilization of medical services when it introduced user fee charges during Nigerian
CCONOMIC Crisis.

The provision of medical services on the capitalist principles of profit making in
Nigeria puts the civil servant at a particular disadvantage. First of all, the public servants’
salaries are fixed and they are restricted in engaging in private practice to augment their
income. To crown it all, there is a limit to which civil servants can demand for
improvements in their conditions of service in the face of'a large number of unemployed.
il less experience citizens, who are willing to take up the jobs. In fact, in most instances
it is government which either decides to displace. retire, terminate, retrench or replace
labour at its discretion as reported by Schram (1981). Navarro (1976), Oculi (1981) and
Ake (1981), an example of such is the recent mass retrenchment of public servants tagged
“rationalization™ in Nigeria.

The aggregate position of this study, based on the findings, is that. the quality of
life of various classes ol public servants in Kaduna is generally poor. The measures
adopted by government, meal and rent subsidies are too meagre to make a significant
impact on food and housing needs respectively. This has made public servants adopt
unorthodox means of meeting their medical, housing and nutritional needs. Government

on the other hand, has not paid any special attention to these crucial needs. This means

173641
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that government may be morc interested in the public servants’ labour power and accords

less priority to their welfare. This action of government is akin to capitalist practices

where labour is perceived as an instrument to have tasks performed while the welfare of
the instrument is of little or no consequence if it can be conveniently replaced. In Nigeria
there are many unemployed people to fill vacancies especially at the lower levels in which
casc government often takes, advantage of the circumstance to neglect the welfare

of its employees because they can be replaced at will,

6.4 Recommendations
Based on the findings of this study, the following rccommendations arc made to

address the welfare of public servants in Kaduna.

(1)  The government should rescind its decision on the withdrawal of free medical
treatment for public servants particularly in governmental health centres or in the
alternative, a realistic health insurance scheme should be provided for all public
servants.

(2)  Government should explore the possibility of either providing quarters
(government owned or rented) for all public servants, or, in the alternative provide
an enhanced rent subsidy to enable public servants acquire descent
accommeodation.

(3)  Government should assist public servants through mortgage housing loans to
acquirc personal housing accommodation for use while on active service and after
retirement from service.

(4)  Government should either sct up commodity food stores or provide soft
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agricultural loans for basic subsistence agriculture aimed at ensuring a stable food
supply for public servants.
In conclusion, it should be noted that although the recommendations are specifically for
public servants other Nigerian citizens can benefit from the findings and

recommendations.
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APPENDIX — I

QUESTIONAIRE SCHEDULE

QUESTIONAIRE ON THE “THE IMPACT OF CHANGING HEALTH
POLICY ON NIGERIAN WORKERS: A CASE STUDY OF KADUNA
METROPOLIS.

Introduction
The purpose of this questionnaire is to help ascertain the effects of the Nigerian
cconomic crisis and government adjustment policies on the health of the working
class, particularly public servants. The information sought is purely for academic
exercise and consumption. Confidential treatment of the information supplied is
assured. To fully guarantee anonymity of respondents, identity is not required.

Your anticipated cooperation is kindly acknowledged.

Thank you immensely.
Kajang, D. R.
Department of Sociology
A.B.U. Zaria

July. 1999
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SECTION ONE

Backeground Characteristics

Place of Work:

a. MBSO ovvvmcciss o ras e e e v o e s SRR S A G
b. Patastatils/BeRg ..o unssvasss i amiinecusns <o v T P
e Local Government ....... RS T R R e e R SRR TSR e
Occupation of job title GIWoTker ... s s s ik
Sex:

a. Malé ... AR S R R e T R R i S S A e S R e
h. PERRIE .ivconmuansisans e s v e S
FEE o aanaag SR R R A R R SRR
g e T T T
a. Biagle: . . counmmanogiing RS A R R AR A A ARG AR
b. MEFFIOE oy i R A T R SRR R R e
¢ T P P TSR
d. Separated ........... P P L T TR R

Widowed ............ TR e S s

Vet KIDEBEE vusiincansssimnnsim i sai s s G s s ne s
2. LIEE TENER - - coiisis i s ST AR S R bR SRR

If married male

NEhEr ol BiiE caicmmnmia s TR s S

Total number of people currently living in vour house ..........c.oovvevinn..

o

What is your highest level of formal educational attainment?

a. No formal education .............. R
b. Quaranic educationonly ............ e - o e Pt
C. Primary education ............coc.ov... S U s Sy ——
d. Post -~ Primary/Secondary .........c.coevnenn. e e
c. POIVICCHNIC Lottt e
I University ............. e
e. Other ..o e
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9.

10,

SECTION TWO
Employment and Income
How long have you been working in this establishment ?

................................................................................................

Adding any extra income you may earn, and or subtracting any loans vou may
be repaying which of the following most accurately reflects vour annual income
? Tick as appropriate :-

I.ess than - 4 B0 R T S —
#10.000.00 - H2000D.100 .o ssnsanssasnnes
#21.000.00 - FIEOO00. .o s s s s
#31.000.00 - #A0 00000 iy cnvuviviviasunsvinss
#41.000.00 » HID000.00 ouuivismsnninpuinssscinns
#51.000.00 - BEDDOREO00 oovviivpiivvnvivimvitsvaves

#61,000.00 - FI DO s eerssvenievees

#71.000,00 - HBODODO0 s visvivis mssnvisenivenin
#81.,000.00 - HOL000.00 cvivvisivimvamivenvivanon
#91.000.00 Al BBOVE  uiviisiissinasssssassiaiis

How many members of your household apart from you are emploved ?

[f some of your household members are employed how much per annum do
they contribute to the up keep of the houschold 7 .................

How many potentially employable members of your household are
unemployed?

How would you classify yourself ? Tick as appropriate.

(8 R DOON WA s e S G L Sk A e SR AR SO A RS
B) A niiddle class WHKER .o e I e s R S e s
(6} AWESIRY Of fch WOIREE <o s QIR s oA HA RS o U

Why do vou classily yourself this way ?

................................................................................................
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18,

9.

20.

2
th

SECTION THREE

Medical and Health Services
Which of the following health services does vour establishment provide? Tick
as appropriate :-

a. Presnelion) B . comnmnmmmaarmiir s BTt e
b. Payment of medical allowance ......... R R VRS A R RS i
¢ Credit facilities for medical Cire «....iumssninsvaiess T T
d. OWEFEIORLYY wvanrasnansparE R S
C. MR o T e TR s RS Fe S AR R AT A S SR
IT your employer provides medical allowance, how much are you paid
INORIRINT osseinimeins R S VI o e
How adequate is the amount provided by your employer?

() Veory et s cmmmcrmim i s

(Gl JOLAOEAHIE v an s 4

(c) ENRdBQURTR «oocuunns ivisunn ssvinacimiss Svara S iy 73641
(d) ‘Crossly IMBdeqURLE .. v vsnarassemees

Specify the health problems for which you believe it is necessary to seck
medical assistance

€1) svisinricisnaninvanen e s ) siiiiersina TP
R o ] O | e e
Do you utilize medical services whenever problems in Q21 arise ?

G oLy [PPSO RS e R e

Where do you and your family members most often go for treatment when
sick?

(a) Government HOSPItAYCHIEC . ... ... csneonscisssnsssssrsassssssosssannssnnesnsssos
(b)  Private Hospital/CINic ........ooviriiiaieeeniae e eeeaerirenaaaneanaenns
(¢) Private DIUES SEOTES ...ttt ettt aee e eneeaens
(d)  Drug Hawkers ............... e e
(€)  Friends/Relatives ..ottt
(1) OTRErS SPECIIY et as

Which of the following best reflects the way you seek treatment since 1986 7
Tick as appropriate :-

(a)  Relying more on modern than traditional medicine ...
(by  Relying more on traditional than modern medicine ......ooovvviiiiiinnnnnn
(¢)  Reliance on spiritual or divine healing through prayer .....................
(d)  Receiving treatment simultancously from orthodox doctors, traditional
healers and spiritualist ..., e
(€)  SelFmMEediCation ... .. e
(1) OUher SPECHLY oo e

[f you are unable to acquire modern medical services as regularly as you need
such services how do you cope with your health problems 2,
(a)  Utilizing spiritual healing centres such as
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26,

29.

30.

(i) Chutehies . ...conammniane. VI - SR

(i)  Mosques .......... e s R .
() BIRER ouivisismnivirsrsmmmiinstansnsns e
(b)  Utilizing traditional healing homes ............ .
(c)  Donothing ....coooviviiiiiiiiiiiiiinenn.. e T,
(d)  Others specify ..ooooviiinnnnn.. e e

In which of the following Health Centres do you receive more prompt attention

when you go for medical care?

Yes No
(a) Government Health Centre ™ il
(b)  Private Health Centres . e,
Are you aware of the cost recovery scheme introduced in the Government
Health Centres ? Yes .ooo..... No ....
If yes, mention the source of information ................. .

[f the answer to question 28 is yes do you feel Government is right in

introducing this scheme ? Yes ......... NOeenen.

Giive reasons for your answer to question 29

Which of the following statements are true reflections of your views:
your income:

(a)  Cost of medical services are too high ... e
(b)  Cost of medical services are fairly high ................
(¢) Cost of medical services are moderate .oovvvvviinnnn
(d)  Cost of medical services are very low  ..........

relative to

What is your own general assessment of the following aspect of medical
facilities/services in governmental health centres in Kaduna State these days ?

Tick as appropriate for each item.

Medical services Degree of Adequacy
V. Adequate Adequate Inadequate
{m Availability of Doctors [
(b} Availability of Nurses = seemememmmmmccees ceeeeeeeee eeeeeeeeeee
(¢) Availability of Equipment  sseemeeeeeeees comies e
(d} Preseriplion ceeemeeemmeeeness e seeeeeeeeeeees
{(e) Facilinies for admission
Forin - patients O
() Out — patient facilities = —eemmmemsmmimes csmesemeees ceeeemeaeeeees
(g) Availability of Drugs S
(hy Treatment/Medication ———
(n Follow — up/ check= Ups  sesmemmcmmmescene ceeeeeeeee ceceeeenees
() Referral to better/higher
Health centres == ceeeeeeeeeseesees seeseememeee e
(k) Behaviour of medical personnel N—
(n Prompt attention S
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33.

How do vou assess the Human relation of the Medical personnel? Tick as

appropriate

(a)  Very good
(b) Good

(¢) Fair

(d) Poor

(¢} Very poor
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SECTION FOUR

[Living conditions.
34, In which section of Kaduna town are you residing now?

35, When did you start living there 7 ... e,
36.  What is your residence status in your present home?
(a)y  Squatter (Leaving with Relation or Friend) ....................... .
(b) B S T
(¢) Landlord ... s
37.  Have you changed place of residence between 1986 to 1996 ?
Yes coviinienninees NOcoviinan,
38, Ifyes, state places vou moved from/and to:
(a) From ..o (18 I Year ...........
(h) From ..... R | ¢ IR & ' | S,
(c) From oo 1O o Year .........
(d) From ..o, 1O e Year .........
39.  State why you have moved ......... e

40 If vou have changed residence between 1986 — 1996 what type of house were
you residing in before movement?

l'ype (a) Compound .......c.oonenn () PIRL cooissn (c) Low COBL .oenonanans
MO OF DOBIHS . ivvvvssvinnssvsmmamsmvsmsninss
No. OF OCCUPARES .. oo i vaviavoanvamviinnn

41.  What type of house do you live in now ?

Type (a) Compound .............. sk L LB cinvwscsains (c) Low cost .........
Mo, of YOOHIS «..svnmwvarmsaes
No. of occupants .......
42.  State the privileges/conveniences you gained at your new residence ...............

43.  State the inconveniences incurred because of your change of residence

44.  If vour organization decides to cancel housing allowance and
provides houses instead how will you feel ?

(a) Very liappy indeed ..onvviviviiavianas P s
(b)  Happy ...... sesas T — AP SRR A RS R VS PR TORT
¢} Bad s SR e SRR RS A R S P R R
(d) Verysad........ AN SRR T L TR S R
(¢) Do’ care SISFWEAY oo cviimsivamiviee s ditsisilisredsr s s s s e we s



45, Which of the following statements is true about rent subsidy paid to you and the
amount you pay for rent if you are a tenant ? Tick as appropriate.
(a) The rent subsidy is much higher than actual amount paid for rent .........
(b)  The rent subsidy is a little higher than the amount paid for rent ......
(¢)  The rent subsidy is about the same as amount paid forrent ................
(d)  The rent subsidy is a little lower than the amount paid forrent ............
(¢)  The rent subsidy is much lower than the amount paid forrent .............

46.  State below if you have the following facilities in yvour residence.,

Facilities Yes No
(a)  Water systemtoilet ~ ememmmeeeeeeeee e
(b) Pitlatrine  emeemeeeeeeeeees eeeceeeneee
(¢)  Bathroom e e
(d)  Pipe borne water ~ ceeemeeemeseeeen e
(e) Wellwater s e
(f) Electricity supply seeemeeeeeeees s
(g)  Adequate room spaces 00 seeesememeeeee ceeeeeeeeeee
(h)  Physical state of house
Still in good repair  smememeeeeeees e

(i)  Everworking drainage =~ ceememeeeeeeees e
(j) Dustbin = eeeeeeeeeceeees ceeeeeeeeee-
(k)  Good access road to house ~ seeememeeeeneee e

47. Assuming the government intends to render assistance to civil servants in the
following areas. indicate in order of priority I to 5 the degree of attention you want
the government to pay to the following welfare schemes. (Where | = most
important 2 = quite important 3 = just important 4 = less important and 5 = least

important).

| Transport
Feeding (Food)
Medical (Health Insurance)
Accommodation

il Personal effect (Clothing etc)

48a.

Type of welfare Assistance

Rank order Importance

(b)

(d)

What do vou usually take for break fast ? ...
What do vou usually take for lunch ? ...,

What do you usually take for dinner? ...

120



49, Do you or any other of your family ever forego some meals ? If ves: How
ofteni? ... T BT e susrsiinss WINY ®suusasdu RN

50.  How regularly do take the following type of food ?

Tvpe of food Frequenc

Daily Once a week Sometimes Not at all

Milk = s e SeviETEEs 0000 siemees -
Meat or Egg S e .
BEARE 3 aasaany @eveesasiad Wi, 0 g GiErEes 09090 Ta@svEdse
Crais @ ceeees P - RRSeER s
Bread = iiesinn REE, |0 EeaReEE 0 Somsadines
Vegetable GRS, | e~ e T T



APPENDIX 11

Department of Sociology,
Ahmadu Bello University,
Zaria,

July, 1996

--------------------------------------------------

..................................................

Dear Sir/Madam,
INTERVIEW SCIHEDULE FOR HEALTH MANAGLERS.

[ am presently conducting a research on the topic: “THE TMPACT OFF CHANGING
HEALTH POLICY ON NIGERIAN WORKERS: ACASE STUDY OF KADUNA
METROPOLIS”; as part of the requirements for award of MSc Degree in Sociology of
the Ahmadu Bello University, Zaria.

2. In view of the above, | hereby request you to grant me an official interview on a

date and time suilable to you.

3. Before the interview date, it will be important for you to consider providing the

researcher information in the following arcas:

(a)  What has been the basic health policics of the Kaduna State Government

for Public Servants since the introduction of SAP in 19867
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(b)  What was the rationale for the introduction of cost recovery scheme (i.e
the DRF, payment for all services except consultation fee ete) in the
Government Health Centres in Kaduna State?

(¢)  Were the Public Servants informed of the cost recovery scheme (e.g
DREF. payment for Laboratory Investigations ect). If Yes, how were they
informed and what was their reaction? If No, what informed the decision
not to inform them?

(d) Most Public Servants hold the view that cost of medical services is too
high in governmental health centres in Kaduna, what is your view about
this?

(¢)  What will you say about the proliferation of drugs stores, private clinics
and quackery in the state ?

(1) Despite the introduction of the cost recovery scheme particularly the
Drug Revolving Fund Scheme in Governmental Health Centres we are
still faced with the problem of out of stock (O/S) syndrome on drugs and
even diagnostic materials particularly in the laboratories and X-Ray
units ete, what do you think is responsible for this?

In what areas would you like to see improvements with regard to the

—
s
“—

curative and preventive health programmes run by the Ministry of
Health for the welfare of the people in Kaduna State particularly civil
servants.

(h)  Suggest possible solutions to Public Servants™ health problems in the
state civil service in terms of medical allowances, health credit scheme,
free medical care ete.

Your response will enhance the success of this research.

Yours Faithfully,

Kajang, D.R.

(Researcher)



