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AR STRACT

The importance of health for the develooment
of any nation Cannot be overemphasized. A hzalthy
populace is essential for the rapid socio-
economic development of any nation. Health comes
next to education in the development of human
resources, Bducation facilitates general enlichtemnment
. and this fosters a change in attitude and habits -

which may be conducive to the attainment of a higher

L _health status, particularly in the rural areas where

the major causes of deaths are largely preventable,
The provision of effective rural heal th care services
to prevant or reduce health problems is therefore a
necessity for the overall social and economic o
development of the rural communitities in particular

and the nation in general,

* Government health- policies have been pased on
the verv coustly Buro-American model of health care
delivery system centred on modern coctor-medicinea
which is accessible to only a few 2lites an-;i the
urban dwellers to the utter neylect of rural
comnuni+ies, Pankshin LGA of rlateau state coverad
in this study typifies a rural area charactarised
by a pcor health care system has been chosen for

this study.
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A number of hypothesz2s were formulated about
" the ma jor diseases and h#glth problems related to,
the environmental and socioceconomic characteristics
of the rural communities, spatial distribution of
 ~ health care services in the area, scocilo-economic.,
status of the rural inhabitants and accessibiiity
to and utilization of health care services, and the

& utilization of traditicnal health care system,

The results of the tests of the hypotheses

*ifeveals that there is a spatial variation in the
distribution of.some diseases most especially, |
schistosomiasis, onchocerciasis and fillariasis which
§£§§“Qith the topography of the area. Malaria,
dysentery, pneunonia and helminthiasis which cut
across the topography of the area are some of the

Fa méjor diseases that cause morbidity and mortality

| -gmong the rural inhabitants of pankshin LGA, The
major diseases are also more strongly associated
with the environmental angd sccio-economic characteristics

of the rural communities, : '-lf'”'

]

-4 | The findings further reveal that there 'is a
significant digparity in the spetial distribution of
heal th care services in the area in which the rurail

communities are at a disadvantage, #part from the
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spatial digparity, the izalth Care delivery sy:ctem
is gressly understaffed hence the entire
popul ation is not adeguately covered by the health

care services,

The results of the tests of the hypotheses
further reveal that infants and young children share
a disproportionately large burden of morbidity and

mortality in the rural areas of Pank:zhin LGA.

. The rural inhabitants who are of lower socio-

economic status tend to have higher prevalence.?f health
preoblems and less accéss to and utilization of the
health care services in the area and consequently
they patronize the traditional health care system.,

P
L

= To provide effective rural health care services
to the rural inhabitents, the present system needs
drastic reorganization that would m.ke the services
more accessible to the rural owellsrs irrespective
of their socio-spatial characteristies. In vié#
of this a modest B health care sy:ctem has been
proposed where emphasis is focussed on the est:l’ ishment

of simple héalth care centres in the rural areas and

with special attention on the preventive health care

measures where the rural inhazbitants are to particinsste

actively in the health care activities,
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CHAribBR ONC
1.

INTRODUCTIO..

Heazlth is wealthe Once health is
lost.

lost all is
Lack of good nealth gdversely aifects human
productivity irrespective of

the nature of the job.
A nationSmanpower is I1ts wealth Decause a healthy

population provides a qualitative gnd gquantitative

L]
human resources for developing such a nations natural

resources poth domestic and imported, for the

improvement of quality of life of the people.

Appropriate provision and equitable distribution

of health care servicass are therefore, very indispensible

for rapid economic development in any country in the
world.

This is because for all human societies, no

-
525
P
matter whatever level of development they are, the ="
avallability of apor

YTHEC ERLDOGS
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sprilat2 nealth cars services amon
1EL=TUulies
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surrent L ural geveldpieent d0ive iz Bu succeed diseases 0
Z
wnich Daaly avfect rural dwellers such as air-dorne

diseases, malaria, JnCLferCiaSiS| scnistogomiasis
and diarrweal dis=uses Lo a=ntizsn a few,
controlled and if p

m.ist De

sssible totally eradicatzde.
importanc= 0O

The
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=1th s2rvices in the rural

affurt waus enphasized in tn. tnird



national develosment in these wuras:
Massossessssthe main objectives of rural development
are to increase rural proaouctivity and income,
diversify rural econony & oenrally enhance
the quality 2f life in Lhe rural areas eceeee
in addition to raizinc guaricultural progductivity,
effort will be made to enhisnie the quality of life
in the rural areas thnrough the provision of basic
social amenities such as h=ulth centres, pipe -
borne water, feeder roads and electricity”
(Federal Government of Niveris, 1975, p. 292).
Despite the crucial role aaduced to cood health status
and the pronouncesgsnt made by gover wment, the provision
of appropriate nealth care services in most of the
developing countries, particularly to the rural ar=as, ...
has been very marginal or virtually ncnexistinge The
explanation often given is lack of funds and other
resources to provide such facilities to the rural sector
where over 75% of the population reside. Again people
living in the rural areas are rarely seen by health
persunnel elitner bechuse Of bg” *wads that make travelling
diffacult or sney consider ThH= rural areds as very
unattractive, lLacking dasic amenitiss. 471 SuUln Cas2s
the sick nxv- ta Lravesl lon, Qistantes to th= pealth

centre Or mac= 40 witn the m=2daical faciiity providea by

the local wracicional healers,

In this perspective, thereliore, sppropriate steps
should be taken for the nro-dision of effective health

care s=rvices to the rural aress wnich will go a long
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way to improving thc well-being of the rural inhabitants

who form the majority in most developing countries.

1.1 Statement Of resaairch Froblem

According to the 1963 census abuut BO.7¢ of
Nigeria's population lived in th2 rural areas w.th
agriculture as the main occupation. Poverty,
inequality in income, under employment and the lack
of basic soclal amenities anc¢ services such as good
educational facilitieg health care services,potable

--‘\:ater supply, good transport naetworks, appropriate
industries (Olatunbosun, 1975) and scurces of energy
were the main characteristics of these rural areas.
For ths past two decades, the federal govermment of
Nigeria had pursu=d devulo;.)mvs.-n# strategies which
primarily aimed at ec,momic crowth and of late the
Integratec nural Deve=loowent anc the River Basin
Develooment Strat2gies, wWnose fOCUSs 15 On mouernizar-ion
of agricuiture with tie Zltinacte aiw of increasea
OUTDUT T, &Xs0ors. Healtn care as a social sarvice
Lo NOT ConsiGered s2riously Zn th:=se development
packades as a way of im; “oving the quality of lirfe
of the rurasl ,ouclace. Trnis situacion is fllustrated
in Table 1.1 for the national capital expenditure in

the 1956 arn: 1787 nacional budagets.
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Table 1.1

Pederal S.vernmant of Niseria Budgets for 1986 and

TGB7 = Caniodd xumnilid

I

i
Ministry/Departimant rllocation $.3)
1986 1287
Rural Development 491,540,929 70,499,530
Agriculture {Crops) 215,361,156 170,068,000
Livestock 31,070,358 12,699,000
Fisheries 5,500,000 4,419,00C
Agriculture Co~-aperative 1,800,000 2,895,000

walter Eesourccs
communications
Industries

Trade

Information % Cul*ure
Social Develooment

Yyoutn and SpoOris .
Health

Mining anc Guaryilvig

cower (NepA and

Electrication
Stesel
petrolaum and Enecqy

Transport (all types)]

141,052,257
97, 787,5C)
336,181,157
185,525,060

4,027,274
31, 20C, 000

88,353,000

121,000,000
257, 79,842
400,100,000

418,345,414

§9,5%5,000

52,158,990

181, 249,320

P

3,998,858

2,607,250

5, 303,40

G, 545,320

o

52 ¥ 158,99!
|

34,772,560
104,327,%-2
104, 317,930

312,%52,540
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Ministry/Department

Arlotztion

1986 {H) 1987
.
Education (including NUC) 442,047,000 39, 090, 640
Defence 164,666,000 2,147,549
Science and Technology 7,000,000 6,954,532
Environment 1,000,000 916,475
Housing 50,207,000 63,576,837
surveying and Mapping 8,800,000 3,757,892
gmployment, Labour and i
Productivity 2,548, 250 3,651,129
Prisons 3,000,000 5,000,000
police 206,000,000 13,461,263
Federal Capital Territory 200,000,000 34,772,660
General Administration 191,873,482 157,672,015
Directoraftof Food and %g”.:
Rural Development - 400,000,000
Specisl - 730 ci.)o L0690
Capital Repavmant (2xternal ; I&HH.L
Debis) 1,166, 310,00 938, 250,000
Other Financial Obligation 79,000,000 174,000,000
Qutstanding Liapllities - © 700,000,000
External Loans . 500,000,500 1,992,000,000
Totels 5,945,964,421 €,757,751,5:)
Sources; Nigeria Year Book, 1987, ppe. 35 36.
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The table 1.1 clearly shows the allocation to
health in terms of capital expenditure with only 1.4%
of the total capit:zl expenditure for 1986 and 1.05%
for 1987 while incustries 5.7% and 2.8%4 for the same
period. Consideriﬂg Eéc&;}ent expenditure Health had
4,2% and 1¢5% as against 13.2% and 6.7 for Defence;
6.9% and 3.5% for Police and Police Affairs Department;
and 5.2% and 1.3% for Cabinet Office and General Staff

Headquarters for the same period.

LsBk of health care services and medical care are
major rural problems because rural people require a
greater than average need for health care serviceseo
Fgr instance, in N;geria infant mortality ranges from
70:1000 in urban creas to 150:1000 in the rural areas, while
matecrnal mortallcy r&feb are approximately 120: 1000
antd 21431000 resrectively (Fel., Reu. Nigeria, 1575).
In spite of all :.‘-—_-';-_ “he rural sr<as nave rewer aocgors,
purses, disvensers, OFMTiSts, wne Other hiealth personnel
and faCilities pe=r Cvaplitas Lhar urtuan neople, For exs ale, in
1971 thz population ;er-medich practitioner in Nigeria

was 23,000 tc or+ and with respect to the rural areas it

was about 30,000 to one (Olatunbosu, 1375).

Because the rural dwellers do not have 238y access to

apuropriate health szarvices in Yhe gurly stages of

& - -

T

their illness tha result ic offen a more surious aedility
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and disability. Tnis therefore adversely affects the
development of human &no natural rescurces in rural areas
in general, anu in the rural ares o the country,

including Fankshiin Loca’ G vernnent Area (LGA) my study

~

area. Many rural communities in Pankshin L.G.A are
cut off £from basic social s2rvices centres by lack of
adeguate roads or transport facilitics especially in
the raining season when most roads hecome impasible.
In the absence of a goud road network, the sick usually

have to treck such long distances through this hostile

environmentes

Rural areas by comparison with the urbaﬁ centres are
poorly provided with public health and other social
services such as safe water for éomestic uses. Conseqguently
water - borne or water - relat=i diseases are the major
causes of aeath, an " uncoubt=ul srtact the oroductivity
01 the rural inhablitants as wes: a3s Cawusing much numan
surrering. UNICEF (1¥83) est.nates that over dus or all
digeas=as Ln The WOUiC is attrinatasle to nadejuste water
or sasnitation. These 1ncioenies Or health prouviems in
rural greas anu particulucly, Pan<shin L.3.A. can be
attribucable to the faor 03t ne health ond other health

related resource

v

ar alloCat=Z mainly to sopnisticated
medical institutions in urpan arcas, 7Thne comentrcation

of comples & .d -0ftly heslihd t22haGloyw 0on a 50041 segas .2



of the population doés S0t eden SNove thie advéntégéEof
improving health and indeed the rural sector. To k
complicate matters health progracmes are ail too often
formulated in isclation as medigal care and_pot as an

et py

integral part of sccial and econcmic development of

the community. _ i
ol

Rural health problems and the problems ﬁf acdessibility

to the health care ssrvices are extensive and their

origins may be soclo-culturai, economic, envirommental

and political. About ten years ayo, at blma-Ata QHO

(1978) declareds "dealth for AL by the year 2000 AD.

This concept implies that averybedy in the world shall

be free from mental, physical and social stresses.

.D—day is ﬁnly 12 years awayl But the iratlonal capital
expenditure »nd priorities go not show any prepacedness

for the nealtnh for all as it ds clearly demonstrated in

a

tables 1.0 =ne 143 below, ; . -




Table 1.2

Feceral Government Actual Public Cacitel £Xuenditure

1975 - o - 197¢ - EU

Sector N* Million % of Total
Exnend

A.EconomicC
1. Agricul ture 414.846 1.84
Ze Irrigation 778.116 3.46
3. Livestock 73.910 0.33
4. Forestry 27.14% 0.12
S5e Fishery . 17. 102 0.08
6e Mining ana Quarying 1,469.959 B
7e Manufacturing and Craft 5257.212 10,03
8. Co merc2 agnd Finance 291580 1. 25
9. Co-Qperative ang sup i¢y 255,97 +
10, Powel Ty9% LSt €a35
11. Tramnsport 5,770,307 25.65
12e LOmMMUNil.acivns ie7 19« 154 7972
B. 5-clal jsesvices .
13. Zgacation 1,731.5¢c4 7. 09
14. realth 262,565 1. 20
15 Infcnoaation 190,708 0.85
16. Labo .- 1.205 C.01
17. Swueciz=l Dev. Youths ana 111,934 C.5L

- - L ;
- - .~



-0

LY

sactor H' Million % of Total Exzend
C. n2gionszl pevelopment 1
18. Water Supply 81.310 G.36
B
19. Sewerage, Orainage S
and Refuge Disposal 84,004 0.37
20, Housino Bap,.974 _ o 3.77
21e  Town and Country LI
Planning _ 163,756 C.73
D. Administration @;;
22. Defence and Security 2,852,406 12.68
23. General Administration 1,585,344 7.05
Ttoals : 22,499,518 100.90

Source: Fed. Rep, of Nigeria, 1981, pp. 29.

.
St
R

i
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Table 1.3

Fedaral Goverrnment Allocation Priciities in the Third

and Fourth pevelopment Plans

Zﬁi

sectors

Percentaoes

—_—

Third Plan

Fourth Plan

1. Economic Sector 61,5 -~ 57.5
Agriculture 7.0 12.9
Mining and Quarying 6.1 v Te?
Manufacturing | 12.7 1le1
_ Y
= power 3.0 4.6 T2
' Ty
Transportation and - ;gg.%;
Communiczations 0.5 : 18.1 OmE
M 20
Othdrs 202 3.6 b‘:_;
3 “ =
2. soclal sector 11.6 17.5 gig
= o
EGUCatiDn ?_4’, 11‘9 %JZ:
A
. Hea.}-t‘h ;...? > ‘ 44:3 '!-[-‘
: £
Others 1.5 7.2
3, Enviromnmental Development 13.9 i
4. Admirist-ation 13.0 :
N
Total: 100,90 100.0
.
fed, Ren. of Nigeria, 1981, p. 49%.

Sources




But the prublem 'would aenytilnc rcally happen 12 years
from now that would mgke a difference? Again who are
the peneijiciaries of tnls "hezlth for all" package,
the rurcl poor or the urban rich? what is containec
in health for all packzge for the people} v;; it the
imported sophisticated hv:alth care system? Or

will the health system embrace and improve upon the
available local health resources as main priorities?
Or is it the expansion of existing urban - biased
medical institutions that would mean health for all
by the 2000 AD? How can hecalth facilities and service:
be sultably linked in a regional network? How can
the geographical distribution of health resuvurces be
organised according to human n2ed, rather than market

dem.nd? What is actually happening to the environmmental

con:itizns tnas pose n-lih 2r3bleins to the populace,
Trie 2nv. ronmsnt those Lo das: Suree LAn mocern health

er.tres will ragen 27 will theare D2 a2nuine grissroot
particizastion inuivicielsy and collaoctively in the
planning and “mpisi2ntation of th: health care service

delivery sys<em?

Rr=altn ©

11 by the vear 2000 will remaln an
illusion if a cropriate measures are not ta en to

redress the mealth situation in the rural zrezs where

most of the popalation reside in ldgerdise Iv

: Pankshin

Movwn Thiat sienns about 95% of 3¢5 intia®icants 1iva 3



sCattered farmstoads, hamlets and village settlements

on the gurzed terrains. This study therefore

cur,siders tnese conditions of nealth care services as

some of the core problems wmilitating against rural

develonment, using Pankshin L.G.A of Flateau State

1.2 Aim and Objectives of ithe Study

The aim of this stuay is to identify the major

diseases and hesalth problems, and health services

delivery problems in rural areas of Pankshin L.G.A

with a view of proposing more eifective ways of

providing rural health care services in the area.

The aim of the study will be achieved through

the following specific objectives:

¢4

(l\b’)

to idenzify the majour 3diseaszes and incaltnh orobless

to evaluate ti» gpatial distrioucion of existing
hea.tn Care Services .0 FarkLnLr an rejlation

o rural pooulation Q-stribut.ong

to axnadine the role of twaditional health éare
Lervices in the rursl conmen.ties of Pankshin
L.G.A and how 2est these Cayg be improv=d upong
to edzalins Lhe sl =Sultirsl, =conoxic a:.d

environmental factors of the Jurzal comnunitis .,



of the study area which affect their health
habits and their attitudes towards modern medical

care services; and

(v) to prupcs: wamys, for the provision of effective
health care services to the rural communities

.i.,n Pankslhin Lo{-:lot-\.

1.3 Research Hypothesis

The following hypotiheses have been postulated

for the purpose of this study:

(1) The major diseases and health prooiems are
related to the environmmentsl conditions and

socio-economic characteristics 0of the rural

communities.

(i) Thers is a variation in tnhe distribution
- - - n .
of health Inscitustions and pcréoqgl in
o -l 3 g ok . vy g - - = = - -
FANKSN Ll L.osAay altue @3> 3UISHL SNE h'.'.‘-xa-..s - Ao
sarvices ao not effectivelv reach a lara-

proportion i the population especialiy

(iii) Therz is & relationshic netween tha socis

) -
a2conomic status 9: thne rural communities

and tnalr accessipililty to anc utilization

I

e
i
g
[
b
L5
..-.l
L
]

Are Lerviies.



(iv) Trere 1£ & relationship between the socio

economic status of the people agnd the
utilization of traditional health care

cervices in the Le.s.As

Scope and Limitation of Stugy

The study covers the whole of Pankshin L.GA.
which comprises twelve districts, viz, Ampang,
mmper, Chip, Fier, Garram, Kabwir, Kadun, Lankan,
Pail, Pankshin, Tal and wokkos (See Fig 1.1. These
districts are predominantly rural areas. It looks
into the spatial distribution of health c;fé
facilities in the area, the adeguacy, appropriatness
and the accessibility of such facilities to the
pecple. The study tries to identify factors wnich
cause disease common in the rurzl areas. 7Those
axamlnea are soolo-cultural, ecofomic and environmenta.

actors. Iz Turther assesses the impact of tne
existing rurai hesltn Care services in terms o:

the rural coverage «:d uctilization.

In tact, thnere are sO rany aspaCts to the study
of nealth care servizes whose variables are
inexnaustibls and CannOt all be adequately cowered
in a single study or this rnatures It is therefcre
restricted to tne incidence of debiliiLating cisaases

common in the oreg, tne spatial distrivation and
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efrectiveness of health care services and the peopic's
perception of both western and traditional health

services.

Because of the high rate of illitcracy with its
concomitant aorence of birth and desth recw:ds in the
study area there was the problem 0of age misstatement
through age heaping and age shiftinge However, this
problem was envisaged hence the guestion needing
information on this subject matter was designed in age
group ranges Problem of acce.';gi-iaility: Because of the
dispersion of the rural settlements there was the
problem of physical lir«ages between the villages.

The major route netwerks are footpaths linking various

villages. Sanple wasS taken because the area was large.

.7 i5 theraiore boned tiat J:om a toral sam.le size
of 2005 mouseno.ds srox 20 samled villages inclucing
Panksnir towl. 2N the study area, this will enaole on=
to approciats cths vroolem, 0l healin care service

svsSzem in the rural areas and how thess oroblems afract

ryral developmente

Justlfication for study

Personal know.edge, criifical cbserzations anc

irvolvensnt in the study area have inotivated sufif_~iernt



justification for unseriakin- the research study on the

rural heslth care service system in Pankshin L.G.A.

The importance of neeltih care agelivery as part of
the social services for the improvement of the quality -
of life ¢f th rura) communities has been overluoked
or received only lip s=rvice in many ruresl develosment
programmes. The emphasis in most rural developnent
programme hgas always peen on aaricultural prouuctivity
without any consideration on the health of the producers.
The need for assessing and improving health care services
as a major component of rural developmeat or as a strategy
on its own is particularly crucial becsuse of the inherent
myriad of causes of health problems in rural areas of

the aeveloping countir' as in zenceral.

Patssnin LeGen NasS be=n selucten for t.:ds study as
A Gemanstrsclon o N W ms IEDNEIELY R=2iant anc
- o =
effectlive nealtn carw sérvices to thx rural communlisies,
This af“s TY.438: O Frural arsas ©. il is nighay
inacsCess. ole DECauss o= the Teosako- . s poor road

n2twOrks wiltn M@aur 2 A31iad Tulllities o non 2xis%ing
in some rufr.. aress. Im: oot <stives 41 qoils of
rusal develognent vrogramez in »andsidn 07 any where
else Frr thot mabtter cannevt b= achieved unless the

3

peoples nealtn irraes sullzizatly ensugh %o make zhem

contribute siznificantly to tn: develoyment eiforts.
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1.6 Rescarch Methouslogy AP

i
i
I 5

In order to obtain the imformatiors required

for the stucy both primary and secondary data

were collected for analysis.

[ 13
r

1.6.1 frimary Date Sources: Primary cdata were collected

through the administfation of questionnaires and
R

oral interviews, ;
|
'S

1.6.1.1 settlement Sampling: The study area is 2334 km2

consisting of tws've districts see table 1.4 and
Fig. 1.1. A sample of 1.4% of the taX pavers was
taken from ea~h of the districts as shown in Table

s "~ 1.4. The taxpapers are generally regarded as heads

. of householdse.

B e
R Ry i
EE L o P e o



Table 1.4

Distribution of Sample in tne Study Areca

District Tax Payer Projectec sample
Fopulation FO9
Pank shin 2544 40,784 35
Kabwrf 2317 35,344 32
Anper 2049 30,504 28
Lankan 1358 19,925 15
Chip 1270 18,006 18
Fier p b G 14,659 i5
K adun 1008 11, 708 14
Anpang 7% 17,025 11
Pal 689 15, 799 10
14 S&< 54un4 g

i g

2 ALY Gl - -k_.‘,.' €
ey xl: ,'l, S R 5 . .._“_
Swr<es F 3 585E0 2L ak e _slers 3 ?‘:‘8?/5& ana
POPUL.LTRION T laures ars wojilted from 1403 cei.sas
uD to W9%A, Cunuatec toom Lo Dejarbtment of

fory 7

“cononic vlanning, Jtatastics Division, Jos.

Poplu.a=iun ,roj¢ction: JThe use of a mathematical
funcrion tor forecasting assumes that past
popJstetion growth has follo.sl some law of growth
in which posulation is ex;.l:7itly a function of
tine that future growth will rcllow a pattern
preliztalle frow this past relationship are, 1371),



-he population

Tfhus the equation below is uses
orojection of Fankshin L.G.. to 198&,
Ft +n = Pt (1 )

« £

wher€ Pt + n is population cf the study area at any

»n;
area at base

yuar t -+
Pt is populstion of Lhe study
year t;
n is number of years from base year t
and

to the forecast year t + nj
r is th2? average growth increment per unit of time.

Fos example, Pankshin District populztion in 1950 is
Growth rate is given as 2.5% (r).

aiven as 3431C.
and

= N = 7 years;

Thus 1980 - 1987
Pt + 1980 = Pt (1 &+ 7.025)7
-
e 1987 = 3410 (2.0Z25)7
= _‘-.o < - -_ =
407=2.31bo:
" 4 e
Contlusion: Iz tiwreliise am:il2s tnat the popul izion
trizs no.tnz: begiecning of January 1988

of Pankshin Di
etclenents was selected

is 40,70+,
In eaclh dist:i1ct a numbdzr 27 s

oroportianstely 10r t.2 agrainistration of the quustionnaire.
ection «f <h- s=ttiv:e2nis Wwas done by asranging
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the names of gll of them in alphabetical order and using
random numbers a sample of 50 settlenents were selected.
The 5£dlple randum sampling was employed to ensure that
every sectlement in £ach district h.d the same chance
of being selected. For exauple, Arszng District has
nine main village settlements and rarinsteads, thus

they were arranged as Ampan, Dungun, Gale, Gar, Gwd@Kok,

Langshi, Munok, wuye and Zan; and thereaffwr they were
2ll numbered from Q0 to 08 respectively. The following
nunbers were chosen from teble of random nunbers without
reblacement: 00, 01, 03, C4 and 07 reuresenting 55.6%

of the total settlements in that district. Then the
settlements with these numbers and pmpang, Dunaun,

Gar, Gwak 10k and Wuye were selected for administraticn of
questionnairee The same method was ssclied {or the other

districts in tne study area.

Faor the settiement selection, data were ootainag
rrom the tax racister ang from e wpzgrashicas maps
of Panksridn w.Cen (Fea, swdrveys, yv.oe:iis, renxirnctea in
1973, rcneatr 7; Plateas State 3urveyvs, Dec 1% 30 - Plateau
S5tate L.-3.A8 Frovisional cuny, @< Pankshin L.G.C Land

roowy

7' e s@aplse sLottiements were shared

a3
14 |

and Surveys, |

"

.

anong the districts as shown in Tasle 1.5 and Fig 1.2

and 3.
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where a sampled settlement ard household could
not be easily treced during the administration of the
questionnaire, help was sought from the village or
hamlet head and school teachers pnd the school ¢hildren
about thé location. Thus it was possible to trace all

the sampled settlementse

w o - - - .




Table '.195

-l -

Distribution ©of Sampled Settlements Aamong Districts

D
T

W
B A%

District Ne of Sampled Total E of
Settlement Settlenent S;g;fid
S5ettlerent

Kabwir 7 (53.8) 13 14.06
Amper 6 (50.0) 12 12.00
P ankshin 6 (50.0) 12 12.00
Ampang 5 (55.6) 9 10.00
Chip 5 (55.6) 9 10,00

_ Lankan 4 (57.1) 7 8.00 |
Fler .- 3 (60.0) 5 €.00 i
Kadun 3 (50.0) 6 6.00
Pai 3 (60.0} 5 6,00
Tal 3 (60.0) 5 6,00
wWokko s 3 (60.0) 5 6.00
Garram 2 (50.0) 4 4.00
Total: 50

100,20



1.6.1.2

,of guestionnaire in the selected settlenents,

1,613

i
R :ﬁj' '

selection oOi Househzlds: For the administration

the heads of households or representatives were
chosen for this purposes The households were
further selected systematicakly as much as possible,
i.e. every third household was served with a
questionnaire and interviewed. Tihis short range

of systematic sampling was as a result of the
scattered nature of the settlements and the

terrains. : - C j o

The survey was undertaken with the help of
.15 field research assistants Qho were mostly -
post-primary school teschers and were on vacation.
These teaChers were indigenous staff in the schools
iocated in their respective district. Thesé teachers
help in the interpretation of the questions to
the respondents in the local dialects. Théﬂ
respondents had more confidence in these teachers

than an outsider.

QE?Etionnaire: A set of household guesticnnaire

was désiygned to generate.informations on househaold
characteristics, This set was divided into three
sections. Section At Soclal and Demograpgfc surveys.
This was designed purposely to seek informations on
tie population characteristics, occupations and
incomes, lit=racy level aném;ettlement

i i P '|§ f



_ : _ .
loec-tion of the respondents. Section 65 was on ;;ﬂ i

Lo My
environmental factors which was aimed at getting data

on housing conditions and espacially on occupancy ratio,

Again the section sought information on the system of
waste disposal and sources of water supply, section C
was to generaﬁﬁ information fruom tne resgpondents on

the accessibiiity, availability and utlization of thé

existing health care facilities. - - L
. ' - . S

This questionnaire contained 'closed? and 'o?enp
ended' questions (Moser et al, 1971) which were aimed
at getting the required information. During the
administration of this set of questionnaire the districts,

village and ward heads were informed before hand and

purpose duly explained. ' S .

r i
H L

- L o : I
' Another set of gyuestionnaire was designed in iﬁe :
forﬁ of a proforma and administered to the health care
establishments in the study area; nanely hsopital,
maternity clinics ard dispensaries. This set was to
s5&aK info}mation on_the ave. lability and adeguacy of
health care service inputs i.e personnel and facilities;
Iand healéh service outputs in terms of patient/matérnity
attenaances, admission, geliveries attended to by
qualified midwives and also to iaentify reported cases
of diceasesz most common §n the areae This was to cover

A
if

o, § .



- the hospitml, 18 Jdispensaries, six maternity clinics

1.6.2

" from secondary sources. These include:a_l? 5$

-25-
o)

¥

-

five leprosy clinics and two traditional health

homes all in the L.G.As
L

The adninistration of these sets of guestlonnzgire

took plce between November 1987 and the end of
January, 1988, : , | o 3
- i ]I ) ’
Secondary Data Sources: In addition to the data collected

through primary sources more information was gathered

EZ
"

(1) Records and documents fres the Pankshin
»  General Hospital, health centres and dispensari s,
Ministry of Health and gpidemiological uUnit,

Jo&, Pankshin L.G.C Health Departmente

(i1} ‘For patient - Origin Survey, patients medical
cards in hospital and dispensaries were

utilized4destermine Lhair origin i.e the areas
they come, and most Ireguently recurring

diseasCs. - o S

SR P

(1ii) For the review of availghble literatwe on the
subject attar under study, books, journals,
theses, newspapers, magazines, sealnar papers

and other relevant materizls were consulted,

D
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bata Analysis: To test the hypotheses and other

assumptions in this study the data collected

from the field survey and secondary sources i;V'

were subjected to statistical and non—statistical
tests. The tests used for the analysis of the

data include'Spearman's fmnk correlation cueffiecient,
Kolmogorov - Smirnov (K =~ 3) test Kruskal -
Wallislanalysis of variance CANOU%). Other statistical
technigues used are student's t - test, chi

square statistic and standard deviation and
coefficient of variation. The data collected

were also subjected to computer SPSS analysis for

cross tabulations ¢f varlableses

3
col

e
i
i

The non~statistical techniques used include

. localization coeificient, percentages, some

10 ?I

mathematical formulaz used for projections, and

graphig praes=ntatl :hs. : _ ' _;-,'fi" :

Definition of Terms and Concepts S

i

This section roor—:tains certain terms and
concepts which haVe.been used in this study and
it is thougnt appropriate to state at the outser
the meaning which such terms and concepts are

supposed tO convey in the text.

i. Healin status is the health condition zouoo or

poor of the irdividual, family or community,

i
I8
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Zoonosis (pl, zoonoses) is.a Gisease in man
transmitted from animals through their biltes or
badily contact of the germs at abbatioir €.y

rabies from the bite of a rabid gog or cat.

Prevaentive h=alth maasures sre the activities
directed against communicable diseases and
other health problems. Such activities include.
provision of potable water supply, immunization,
vitamin supplementation, vector control and
environmental sanitation, efficisnt gewage

system and waste disposal etc.

Promotive heall.i:h measure is the creating of
environmental conditions for change in human
behaviour that can contribuie positively to a
good health status of the individual, family or
comminity, through health =adycation, crange in

certain habits such as easing and food preferenc'es;

|
Curative health measuras are altlvities which
consist in the uce of drugs and sx:rgery“tc;
reduce bthe bharmful conceguences of a disease

out not getting rid of the source of the disease.

Primary health care is an essential health care

based on practical, sdcientifically sound and




7e

10.

socially acceptable methocs and technulogy made
universally acccessible to individuals and families
in the community through thelr participation

and at an affordasle coste

reticloyicel process is the causation of disease

in human beinge.

Pathology is an aspect of science that deals with

the cause and natuwre of disease.

Pathogen is a disease - producing agent especially

living aazent.

Onchocerciasis is the infestation of man with
filarial worms (Onchocerca) which cen cswse river

blindness.

Schistusomiags is thz infestation cf man by blood

”~
-
=0
W

flukes (schistosoma) from drinking, bathing or
wading in intected watere There are two main
tyoes - schistosoma haemastodium result in blouod

in urine, and scrhistosoma mansoni results in

intestinzl infestation.

Brorchoonsamounia 1s the complication of small
areas of the luncs which are consolidated and

\:Udl".‘)-‘%"_’.
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Bronchicletis is the inflammation of the wipdpipe

Methaemoglobinaemia i1s physiological disorder

affecting tiw blood's oxygen-Carryifg capacity.'y

A ceogen is defined by May (1961) as an

environmental facter known to be connected with

a disease or its pathogens.

Cretinism is a congenital condition of physical

non-devalopment and, usually, idiocy due to

o

JE 1S R

abs~nce, .0f or deficlent secretion from the '%i;?;
. o E xS

thyroid as a result of goitre. k-
z.a' -

- - 0%

" Soctal Area Analysis is the study of the sociaﬂ?igli
and demograrhic characteristics differentiating ¢ -
. A
- geograshic areas in order to understand the =%
3

=

social sctructure or the social snvironaant of %3f

: "y

the areas.

-

Health manpower, the term

Yhuman rescurces' has

beaan used interchangeably wit:s thg term 'manpowsrt,
Human résources comprise the skills, knowledge

and capabilitiesz actually or potentially available
for th= o2conomic and social development of a
community, whereas '‘manpower' is usually restricted
Lo persans who have acquired or are receiving
edﬁCation e trainin: for specific ozcunations.

i
J
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Therefore the concevt of nealth manpower generally
includes the number of individuals available for,
and undergoing traeining in the different health

occupationse.

Planning is th# application of sclentfic method,
to policy - making or project implementation.
what this means is that conscious efforts are made
to increase the val idity of policies in terms of
the present and anticipated futere of the

environmant or living conditions of tr= people.

Cold chain is a conltalner (box) for storing and
transporting vaccines at an appropriate temperature

in order to maintain the potency of the vaccines,

The next chapter of thig study discusses the
literature on environmental factors that aftrect

of

the health stal.os tos r'u:‘al cormunities In
devaloping countriese. The chaoter looks at the
aspects 2f poor h=alth conditions on aconomic
development in rural areas of the developinu
countries. It further discusses the spatial

distripution of naalth care secvices in relation

to the population ¢i stribution.



CHAFL LR Two

AN

CCULCEPTUAL FRAMEWIRK ALD LiTGRATURE REVILwW

Introduction

Rural health care focllities rance from a
.periodic, dispensery vith a disﬁénSer or local
traditionsl practiticrer to & sophlsticaled rural cottege
hospital with modern facilities and well trained staff
to provide heal th care services to the rural peop]é.

In addition preventive health sources include regular
immunization, first aid instructions, sanitation
measures and other arrangement which méke ;;;lmajntenance
of the peovple in a good state «f health (Chitamber,

1985 and Smith, 1978}, These in turn facilitate the
gevelopment of human and material resources in the

rural areas, and the ¢eneral well-being of the rural

inhat:itants,

2.1 Concentugl Fratework

2.1.7 Zoncept of Health

some definitions of wood health stress t.ue lack of
active disease processes and as a process of adaption to

a cocial environmont {(Illizn, 1975 anc Pritchard, 1978],



it Is an cconomically @roéuctive facto; CUﬁtri§u£1n§
ld dévelobment belong to the purely academic. Effective
health care contributes immensely to the develepment
process by improving tik tealth status of the rural
communities and thereby stimulating action amd - .=
organizsion in support of the process. For example
as WHO (1978) briefly outlines, the control of _
malaria, slseming sickness and river blindness can open
new areas to secttlements, but these suicesses have
to be consvlidated by maintaining the settlers® health
and their potential for development especially in the
rural areas. Secondly, proper nuiritlon and reduction
of sickness increase work productivity. Thirdly breaking
the vicious circle of malonutrition and infectians |
through oroavision of effuective health Services improve.s
) tﬁe physical and mental development of the child,
Fourthlf, a reduction iaboth ¢hild and adult sortality
can inuuce the fosling thet the future i3 wyrth planning
. fér. The nrocess of rural developmept as stated can
i

ba actelaratsd or detelerated depending on the health

status oi the comuuni ty and the prevelance uf ciseases

. |
in the region.

I T
I . . i
. 1

2.1e3 Concest of nfiactive health Care Services

1. Health care is (uite distinct from m:diczl care.

';'Heﬁical ere iz limitad to care provlded try



or other types of weriical roactitioners and takes

place in nospitals, maternity clinics and dispensaries

ar the traditional healer$ home wnich aimed basically

at curing the sick. _Cpmprehensive and ef fective

health care scrvic€s on the othsr hand, embrace not

only medical care but also personal hygiene, environmental
health, transportation for health services, drugs, health
education of patients, nutrition,provision of potable
water supply, better housing conditions, zoonotic «

control and the comnunity participation,

From tihis perspective health care corresponds
largély to a combination of promotive, preventive,
curative and rehabilitative mesasures to be expected
in a health system as defined in the global strategy
for "health for all by the year 2000". This in essence,
is related to the eight essential elements of primary

health care as da2finod by the Declaration of Alma-Ata

" -

(WHO, 1978a):

"..oeeseducation concerning prevailing health
nroblems znd the methods of preventing and
controlling them, promoticn of food supply
and proper nutrition; an .dequate supply of
safe water and sanitation; maternal and
child health care including family planning,
inrunization agzainst the major inpectious
diseases; prevention and contrsol of

locally endemic diseases, appropriate
treatment of conmon diseases and injuries;
and provision of essential drugs", (p.4).

Health care scrvice systenm then does not mean

elaborate building of -sorhisticuted nospiltals and



clinics, and equiprant 3lune but ENCOMPasses all
sectors of any development proijramme. Further in

the {\lma -~ Ala declaratinon on health care i1t recommends
that effective health care services should be a
continuing a.d organized supply of care that is
geographically, financi .lly, culturally and functionally
within easy recach cf the whole communitye. This

con-notes that:

(i) spatially, health care facilities are
accessible i.z. within reasonable distance
and waiting tine and the means of iransportation
are affordable to the people;

(ii) financially, whatever the methods of payment
in use the services can be pald for by the

community as a whole;

(iii) culturally, the technical and manajzrial
methods being used are in keeping with the
cultural patterns and values of the community;
and

(iv) functicnally, the right kind of care is
available on 3 continuing basis to those
whe need it, whenever they need i%t, and that
it is proviced by the health team required

for its proner del iVe:y.

Population and spatiul coverage of n2alth care

services gnd farilitiss has often heen expresscd in




rlata Nnis ALl 1!
Liog anly exp s the niere ex
{ services antd in ro way show to .
“cve been used by all the people ir.

<uclo-aconomic status, let alone cor. rl Se

tiealth care services should Indeed be ..

- 1nse to the community, on the other hand, the pro’
altnh system must at the very least be able to pro
lihll range of essential health care componentse.
esé factors will determine the minimum size of
althservices areae The minimum population basae
* re "z.ne enough for a self-suppecrting he.ith

bructiress This minimum size of
€a w..1l »f course, vary as .
;tances, 2opulation distributic: .,

& Lzl, economic, political and cultural

clors (Kileczkowskl, et al, 1984a).

Heasth service centres and facilities should be
11y lccated in order to maintain some sort of
‘al ecuil _orium' i.=. the balance that exists
n el leestd .+ services and facilities in
‘orrill, 1974). Thi

v 0f the servics



and gaves tim: fur other proauctive undertakings.
Declines in demand for health services due to time
limitation or the cost of transport thus define the
maxXximum rance at which a uo.sd and ef. ective health
care service may be profitably inered:' However,

this range or distance will vary greastly from the
close range for most constantly sought health services
to the farther rance for those rarely demanded 1l.e.
primary health care services to referal health care
services. But the problem with the health care
cystem in developing countries such as Nigeria is..

that the most frequantly demanded services and facilities
are inadequate in the rural areas and poorly staffed

and maintained, if at all they exist.

In a nutshell effective hzalth c are progranme
is that which result in a conciderable reduction of
nealth provi: 5 or irm .roving ungtisiactory health
situaticns., It thus measuyres the extent to wnich the
tives and turet ozulativns have deen artained
and saved ruspectively. The strateyy of an effective
health care ;rojra-me enbraces sevaral elesents namely
the provision -!f health services wnhich are socialiy and
econonmically relevant t0 the local milief, active
community particinzation, use of effoctive simple
technologies, -« the Involvaesent o7 other dev-lopment

sectors lik: a-riculture and eouctiwn (UNCP, 19B3),



tiaghler (1956), the Director -~ Ge2usral of wHO
stresses the sionificance of in_tersectoral support

in hcalth care uvrten in strone terns like thisg

" eesessae?O e dn 0t think in terms oOf
sectors. ‘'hey think of fuou as a means
of nutrition and enjoyr. i, of water

and sanitation as necessitiss of life,

of cleanlincss and access to health care
as part of the quality of life, But to
ensure the availebility of all of these,
other sectors in addition to the health
sector have to play their part" (p. 111).

In essence hcalth should include development and
"should not encapsulate itself simply in the spheres of
medicine. Developuznt should therefore embrace health
and not only aim at the maximization of the G.N.P.

Health Planning should be included in the general
socio~economic planning tzing intO account the duality

of man, considered as a biological and as a social beiny.
with this in view the n=alth casre process becomes meani. :fil
to those in need of thes zervices and further improves

the health status of the riral people,

2.7, 4 bealth Care Structure ané Components

2asically thare are t40 sycztems of health care |
services in develoning countries and in Nigeria in
ParticJalar: One is trauditional anc the other is modern.

The: _ysilemns are di:ferent in tecrms Of availability and

guality 91 Cate, techniollly uond s3.cigl acceptability,




yet funda entuily hoth Gin to scive the same populuazion,
The two sysiems exist side by side in Niceria, yet
remain function.lly unreliatea in any intentional

sense (Unokerhoraye, 1vrd)e Tioe awuern n=alth systes

is organized in levels wiich comprises of a8 range —

of insti.utions which sl loast in theory are graded
according to their degrze of scphistication and
specialization, Three ain levels are usually
classified as primary, secondary and terteary, in =z
hierarchical order of sophistication and specialization.
But Filg. 2.1 shovs an ‘'inverted' health care pyramid

to demonstrate that ,rinary hzalth care is tne most
important and should top the hierarchy especially in
developing nations.

HHIMARY

SLCONLDARY

T2RTIARY

e

Fige 2.2 An 'Inverced’ Heulth Care Pyrasid

Primary hcalth care pays sarticular attention
to the joint of initliul con act between | the community,

individuals and faul les ana the hecltn| sarvicas system,
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. reyention, health promotion, health education, and
the care of con;mon problems should constitute the
main line of action. Expensive and specialized
need should be referted to secondary and tectiary
le;'els (Cox et al, 1981, and Kleczkowskli, et al.
1904n). Thus the health system has a threc - tier
structure of which the spatial range and populaticm
threshold rank in the order of sophistication and

specialization.

It is at the local level that health care will
be the most effective within the context of-_'. the area's
reeds and limitations. Primary health care is an
intecral part of "the overall social and economic development
of the community. It means much more thanI-Ccmce.rn

for the clinical treatment of the sicke

If a health system is to be reoriented to zchieve
a specified goal, such as health for all by the yzar
2000 as declared by WHO, its major infrastructural
components illustrated in the model Fig. 2.2 should be
properly mobilized and organizeci. Howe\;er, the
mobilization of thesé components in developing countries
is‘ always hampered by some serious problems arlsing‘ _
~from the interrelated issues of assessibility, selection
of technologies and costs. In most cases, “the extensio

of ti.2 gesgraochical coverage of even -iﬁa' health
~
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care has bzen a,onizi:zly slow. This has made access
to nealth care services by many people outsiae the
urban areas and low lncome qroup very difficult.
To complicate matters the health systems policies
are all too often beino devised outside the -
mainstrcam of social and economic develupment

policies, Consequently health care is reduced

and restricted to medical @re.



2. 1e5. lgg_SQIQCtioh of nealth —ore Tecnnologies

The ornan.zation and operation of health

care services oSysten in most developing countries
such as igeric, have been bosed on the Hestern
model of health care cystene The attainment of
Health for All by the year 2060 as contained in

the famous 1978 Alma - Ala Declaration depends
1argely on the success of primary health care

and the accessibility of its services to the
majority of the people irrespective of their
geographical 1ocation and socio-economic status.

It had become clear even before the declaration
that health for all including those resident in
socially, politically and economically disadvantaced
countries, is not possible with the western world
of madical care (1:ohammed, 1984 and wilenski, .
*undated)e Though it has been widely asdopted, the
westarn odeb apareas to be of little relevance

ro the ~onditions and goals ¢f developning countries.
wilensxi (undcted) refers to‘the adoption of this
system &s @ typicul evample of technological

‘misfit'e

The selection ~»f technology for use within
the health . stem PEC commonly been bused wn the

inoiperinincte aplicaticn of new metliods anc
-~



sophisticated equipment and structures in an attempt
to keep up to date lrrespective of ef fectiveness
and cusis, ang the astloleosical processes within
the rural getting and the couniry in ¢oneral, hisg

has been most disgstrous for the poor develeplng

v mamnd

conntries in which the wrice of Keepinu a few urban
hosplitals up to date using sophisticated technological
standards of developed countries, is the deprivation
of the majority of their people lving in rural areas

with even the imost essential health sertices, (Smith

19788). ‘ by

I11ict {1975) observes thils craze for sophistication
in health system with grezt dismay and cfies out thet
"the medical establishment has become a major threat
to health" (p.3). His anelysis on this phenomeon
centres around theee categories of pathology or iatrogenesis
,ldamage caused by this wedical system),. Thus he calls
thece as'clinical iatrogena2sis' ( the physical damage
caused by doctors In their attempts to care people);
*social latrogenesis’ (the addiction of pecple to
medical care as a solution to all their problems);
and structural iatrugenesi‘s‘ (the deszructiom of the
patients' authaony along with the éxpropriation of

his/her responsikility for individual heslth care).



He further criticizes modern medicine that the
impact of medicine constitutes one of the most ray 'y

expanding epidemicz of our time.

It was and is still emvisaged that highly
qualified personnel working w%thin sophisticated
health services would progressively expand resources
peripherally until the entire population was/is

covered. This'top - down' approach has not happened.

In fact the services still remain predominantly curative
and oriented mostly towards a small segment of the
population at the top. Thus, the majority of the
populations in the rural sector aré without access

to these services.

Lee (1981) views this inequality critically as
the by-product of the rise of professionalization
wnich ils the impact of the penetraction of western

vdel, He categorically says that:

"Tnis crecates an immense gulf between
*technocYatks' and the poor, and the
definition of needs in important areas
like health and education is monopolized
by this tiny coterie. Basic needs
become these which only highly trained
professionals can satisfy. eecevcscece
Thuas research on diseases that affect
the poor receive(s) low priority, as do
alternative systems of providing health
care and education®" (p. 115).



Cotuseraently, « -0 (197ED) aruues that a part of
the problem that h-s resiltea in the inadequate
health service covoruge at the village level of

the cevelonin: countries stems frum an excessive
cancern «ith the traininu of western ~ stylemedical
menpower ratner tnan with the delivery of apprupriazte

health saervices.

Closely linked with highly complex and
sophisticated technology and manpower is the rising
costs of health care services and maint-nance wnich
further restricts the socio-spatial coverage only to
the areas with zfficient transport network where
only a small fraction of the population is found,
tliose at upper socio-2conomic apex. At the moment,
the world Mealth Crganization (UNIéﬂF, 1985) estimsates
that atproximat:ly three-quartecrs of all health soending
in the acvelopdnn oo o.ntries is being uzzd to aroyvide
relatively ex ensive nedlcal Care ior'a }elatively
saall mirnorsity in L toons and citiese Uver half of
the nacionnl healtn sido2t in Seneyal, dNigeria, shana
and philivines, for ezanple, is spent on urban n:)spitak.ﬁ
(UNIZEr, 1985)s < .i'?-si'. raticn is illustrated in

l'-ik_l. -‘_-3—.

Tne continu 'l reliance on the western model of

medical care in developing cwuntiries is laraely a

-
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FIG.2-3: HEALTH EXPENDITURE & POP. SERVED
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appears

onial policy cf economic deve lopment
countries, Doyal (1979) observes

‘e asvelopment and clearly posit:

sseCai italist production is itszlf
£ $llnecalth in & variety of
In 50far as curative medicine

to duny grat least minimize

the need for such preventive measures,

it scrves to protect existéng economic
interest. Curative medicine has

provided tne basle for an expanding

and extremely profitable health care
iniustry - Lhe nizdical industrial

cor :lexes in the U.S.A., Britain, and
other developed couniries. Traditional
heglers gradually bLecane less importent
with the development of capitalism" (p.36).

This system has lured *he developing dountries into

over expenditures on curative measures rather than

primsry preventive measures. Tabtle 2.1 further

illustrates this
It would be wore
more allucation

Of the Uld :-'».:,",I_,'_'

If preventive mcas:

are alequatcely t
would be said oo

pPoOr.

situation in the developing nations.
1ogical if .reventive services had
reSJu:;es'tﬁun others in fulfilmeat
ciiat 'prevonticn is betler than -ure”.
ures and ecsential medical servi:zes
wten care of lhen health szrvices

nnve ~esched Lhe doorstep of the rural
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Compusition .1 the *-ail* 8zctor in
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veveloping Countries

Ser rioes % of total
Expeniiture on
Health

(a)

Cprative care 70 - B7

(1) Personal siervices (care
of ; alicnts) by health
facilities and indepent
nroviderg.

R

lii) yurchases of "".dltil’.s

(b)

Prevencive Services (Secondary) 10 -~ 20
raticntg el otai.
(1) Maternal and Child
Health Clinics, al heaith
' facilities,

(1) omvanity Health frocramussg

(c)

BEpSmC— 18 | —
Prever-ive Servicez;
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VISEY BEducation wml rromotion
of &0 A eyt g Tt
(Iv) oot C2 paLin wnt
ausntic A\ s iP5,
(V) Mopitoring dis:ase cattegrns
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e services

nenticn wes node above of
as cne of the L is L oltn cyctens opgeratiag in
developing covntries, Jlueric inciusive. Over

a long period of existence of nankind traditional

medicine or tracitivnel comrunity health cure

tr adi tiona_l medicine

has creuted the resources and procedures appropriate

to local conditions anoe culture, Whatever its

stege of developmeént €ach comnunity has made great

system
use of traditional/in an attempt to solve their

health problems.

Scfywera (1982) cefines traditional medicine as:

-3
"Th= total conuinaticn of knowled ¢ zrd :75%
practice, whether ex;.licable ar not, ‘fg::"g'
used in ciagnosing, preventing, ur -
«liminatinc a physical, mental or social &
' sisease and which rizy rely exciusively mm#
on ~gst vxkpozrience and x‘.hsprvni il Z_E«_-— -
; =TS 3 fEon ratiol B> o fHerationy 3
verbally o7 in writ.ng. RERraditional g-;',,--
meaical practititionzr id @ person who =%
is recoznized vy ‘he conmuamity in which rﬂa‘-}_
hee Lives .5 competent tc [pRovide health L%
care L. uL.i) wesetule, fanimagl, and =
ineral s.istances ornic céfifaln othex o
methods™ :‘,!. é). !

Ines2 oredures are usually based @n social, cultural

and reliaicus &

scr . rounds as welllias on tne
knowled e, attitutdes, and belliefs, that prevail
in wne cuninunity re arding ;.,hyslc}!I, nental, and

socv al well-soinu ans the causes Of diseases nd



disutility (hws g 7% g 2GE0 KT 8y

1966}

The dnvorprrati oo i 1a, heslers, andilar *:élarly
lav midwives Lirw notionel wealth systems W ;-r.lbve
very useful in the rurul areas. Tradit! ;’ i_ie.ine
prevides tie only source of medical care ob J toc he
scarcity and low accessinility of modern medi ¢

services (Onokerhoraye, 1984).

2e%e7e Health Preblems in Rural Areas

..Nany f.ctors that affect the health of

communitivs in developiing countries are SO

any onece In vapy bDriad lLzrms three pr
of Factors ar: czisycernible in the distr @

health and illl ralthe. Toese are sunmaril e«li ironmentasl

(prysical) & valznl e numan factors » '}ﬁ?&
|
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241,77, 101(:] irn=tic Zonditions

e mt GialeiEtigr eds  The hest i

th- Bt vinee upd the ©oid, especy
3 2 tiat Lte peculiar ta cach pe
it .1- T eéw e e @ Yor u-tla R T2

e Jue,ovnhy 1ike their clgesy
Gl s suiter cnange”  (in baSen,y)
e "J}-

Hip ooret-e was here ideqtifyving a
betveen Zisenusze and the env_ronaent of
drawing the logical conclusion that impe
hus .n health needs an understanding and

of the factors thet favour Jdisease oco

The tropical and sub-tropical climal
microchiratic elenents of the developin
to produce z myriad of diseases which
rural populations most who are in dirsa
tﬁjr%athwlouical atents in the process)
economic gcetivities, Insects tnat to@
such as malagrie (mosquitos), Onchccerc

fly) and try-anosona (tsetse-fly) rr i

!

molst climagtes in these reo'onse

In additicn o insect ~ borne
tro;.ical and sub-Lro izal conuition
of sn.ils the v&aibrs of schistosomi
tie Flurh Keast-tion in mivers, poar

irri jation Tonuls. SChlstosonmlasis

b



the rurcl po.r .r. 50 liztle h,s been @
China ( Jei, 19%73,., Sicel and sidel, 1
1978; cruilining, 1vei; -nn wileanski; If
Puerto iico (Eckholm, icia) to halt iti{
dev2lop aoi.2ziive cures or even > dog

prevalence,

Studies carried out differently (1978},

Scott (1i972) ané Hardiman and Midgley| setlnated

that about 250 million people are aff the

disease in at least 72, couniries, and||

ever increasing each year. This figurg
very alarming with the proliferaticn

hydroelectric power and irrigation :-' ural

areas of the developing countries ir *1 asures
|

are not provided in such projectse.

ir: Geasonality of tne ciimascic &4 ot
I
the tropicul and sub-tropical sorla hal
'

worsenl..; effests on the haeslth condi I ne

rural pooulation. Cnanbers (1982)has 5ay

on the @i=ct vt the seasvnality of hd health:

——

"A wet scasin follou: a ary se
end of the dry season, food bet
sCgrce; anticipating hardwork,
breast feeding, when the rains
gat very busy with urgyent agri@

.rds the

2rs stop
alts
tivities,

=

v e
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wip e oL,
tn y are &0 mied ruch of
less tume ona €l

child care, ‘.o
gl

tne d
vy Zor washing
erarotion and

ri ey 3 I oo left lesina din
vil,ate, J¢. w2 witer 2y clouer
or very ¢lc w0 Lo oor et at al‘- [

[
|
In this hungry scanon Lthe evailable figl

nutritioflls and more often contaminzteg

humid conditions.

Hut leak or ceollapse under heg

can be wet, cold, dirty and =i ~erable

becomes scarce ond so wet for fooo pHe;
the consenquent outoome is the mass e '
.during fusd preparation and room he’n
smoke in itself conctitutes a healt

bronchijolitigs and bronchopneuaoni

Tra¥2l in the rainy season be

dgifzic.lt ana dn_;;i-_.-usant. Caly a

of the sick ¢o fur trzatuwent durin

Procureanent of drags irom centoal

mor2 ¢lficult znd the: lack 2f mone

treatment all consire to depress !
figure T982) i
L

(Chamb 205,

(oY GadCal Lk sErat
The sall is important to hue
L ¢ ake uDj

ausing
e, 1985),

and more

'--pérﬁion
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that is freqguently absent from zoils is fod
deficiency of whnich way lead to endemic gos

endenic cretiniusm inflicting about 10% of ¢

’ ]

usually prevalent in remote areas where thepe

population (SGicas, 1977 and Basch, 1978).

poverty, poor sasnitation, bad water or wat
wells and sp-inus wnicn originate fron 1;::\
in mountsinous areas of africa especially
Cameroon mountainz and some parts of iiger

Ojo_feitimi, 1984).

The segner L of the powulation at ris

=t
b
n
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. 15
comininicy = 1 feinle sgz2a 10U -
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Fluterau Joate and its correlation f’
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196a)e 4o cradic, te -litre, in these

encoldr @ «he use of 1ocised salti,

Larial l‘.‘ oSS =4 atiljﬁ
substrite with din2ese is anaenia owl
de:ici.ncy wnichn s mostly due to fec

than an iron - poor soil (Basch, 1978)%

2¢1e7e1.3 Hyérulugical Factors

vhilst water is essentially impg
healtn rnazardse dany pethosens respofs
diseancs are essentizlly water - bor
Table 2::.,.
B

el asey AL labes wWitin L

i U ) ) a ST - |

) sastrosnreritis

¢ - e = 1 p -

bBatte 4 --a-ﬂl’ifd’ d';"ﬁenlt -
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PEOLC . .sentery
V = 3 =fteccivnus heold

life it can nevertheless provide s wide
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tiv: €.imcls 2f 17 . iny cont & inasted

acting as & e aing tround for the cahr‘
diseuse:r and ciic.iz causeld by lack ofl B
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In tre cevelopinag countries, part

in rural

areas whuere 5 great majority of the

probably not more than 10% of the pzop
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g
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access o pipe - bores water (JUnlCEF, |d

seomnt 2 Tt po vlation denencs on
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as shallov wells, ponds,streams, broc

<
1

;
m
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rainf :1l. 3ecause woter is hard tc
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periods ©of tine, These containers t:
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e jlacy ©f webter supoly, wotable

wakel; Sor dohestie puriouse Justoer
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sectors in llzsvia is cstinatea by 4

(197¢) taat out of 27.4% f the tota
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Th = . ra] eletriants of the
ol I T | th< iOC .»
pest: nc :iii see. Lnrriu-Je dra

re]i ef and ve3etat ion (Adej uwon,

lerlorage, 1986).

Another disease of rur.il ar<|
receives little attention and do
IS Onchocerciasis, The vector,

, refers swift runnin9 water as i
i.e. fast moving streams and ri
Onchocerciasis is afflicting sor
people in the developing ccuntri
thes bout 30% suffer from ele

(Hard!'man :.nd Midgley, 1982)-

[,-v1l il ium breed in fal .rg Vcter,
he *i n-: X
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2e107-1.5 Environmentzlly lnduced Health Hazi 7ds

factour dn Cetegwlining the girser’dution u*
fly which transmit the patho.ens causing

in animals and sleeping sickness in man.|

this goes to explain why the inciuence of

diseases is low in the open savannall regid

it is very high in the areas of forests

(Adeiuwon, 1%7¢),

The c¢rowing use of chemical f.rtil§
nerpisides in the developing countries

only upset the Zalsnce of suil

l:la':s n‘g'h
byt Caunes uahitl £ more Luegiiz-ed and

probles « the Shemicsl pol lRtion of so

n

(1§

witer i the ruar .l areas. litrates
appli«? on forms normally {ind wheir will

river: and Lroons, tne major sources o
ingr.i arc.as, s
Liearsive consamption of nitcates in 4

can lcause reitngenocloiiinasmi s (:.;:'CM!'I,

SOPY iz, 1% - Jhne sagie lindit of
cCapgC il (.t « -3 S2C 2y tha

t’ rough surfo~e ~un-o SR rgulstion,
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Ironisi (1Y£E) reported the case of P
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buy soa. because Ty use the sJdsy |
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Recently industricl toxic wastes havepl
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2.1.7.2.1

and cultural Fac
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11 thwe poverty of develen
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the community lev:l as well as

(Wworld Bank, 1974). Population press

may lead to evercropping, soil degradd

1970 and 1¢¥75; Boserup, 1975; and sik

and conseqyuently poor nutrition, 1t
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health problems of social disorganizati

2.2¢7.2.2 Relationshlp Betwsen Soclo-icononic *a

“t

infleencal

the £l

|

|

i
a

a

Health Status

At any given time, the poor may &
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stharvise be hoallby o Ak singly in

are poore This arguiunt ra nes dgiwtner du
policy system of the entire econwny as to

tne policy is to produce a type of elitist
care system or the problem lies with those
control the factors of ;roductian'system;

low education, unstable occupctions and lo
jobs held by the rural poor and their poor
cunditions, absence of savings, little aht
material posgessions and lack of social ped
have &n important c.usal role in health prd

of the rural areas.

88ne sciwlars like Myrdal (1957), Luft

¥

Meier (1954) an o lGlu !:" —'} PR & -,r.i.'&
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L | - b biias . L 2 o~ \ P
y while others tenc to ignore the E@
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neal
relatfon hip zr: conc-enirate on only one &

qener?llw the cizelts of poverty " health
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FIQ.2-4: CONCEPTUAL FRAME WOR

'STATUS. AND SOCI0 —ECO

Poverty Low standard
Low output | st of living
Low income conditions

Low savings

1 __

Cultural and

environmentol
factors

I

ment motivation

Limited 'Fome opportunity
Low irweIl‘q

f

|

Poor

T

socio—economic

Lo

| Mobility
l.c-1 of manpower

L(\)‘r Productivity i b d

Psychologicol stress

:
a

Source: Adopted from Luft 1978: 20
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Alve Csoular causation

(Myra.l, 1987) thw.s uipeurs as a very use

rdilcvart €.0 = - *e q fiyrizing Lle ciré[
r@letizn:hip Let o 21th status and |
Abltiacs ovcr':a.;1u,,uahuleasant wurmi'”
he aus.noe Of &ny reasonable sanitation
restricted access to basic social serV

certainly leud to much higher illness £

the p..or than a~.nhy the righ.




20102603 Cultusal T octor. 0 musal hoodlth

Every surel commuilty has its

GG ProcLl s s, 5 oo culuvural barrig@l

the inpzli.tenis Iron recognizing heal
= :

and to sec¥ care :or them. Culturgd also
arovides a wice ranje of favouravle s

that play a role in human diseasess
has observed that cultwre influences
occurrence anc distribuction in cer
linking or separating challenges of & genvironment

cvertimz throuch aconunic activitias)

Harrison (1978) in a study om
in’i’%ia has icentiiied culture
part of “he factors that affect thi
of maternity and nedical sarvices)

wom-n, and states:

-«
"The rewnstenzcss of their homes
on2 reason for the delsy in

weln, but there cre olther
rewsons why Lany oirls put
prolunced lsbour in the end)

fistulae or ~ven uie. Some

nive litile confisence in th
services. oihers find thail
environient Slastarding whegh

Lol tione are not necessalna
For examole, in A.3.U, Zaerkd
are mzde to lie on tnz2ir bag
labour while at their hokes
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P ...'.;._..; L ;""t-:;’ft‘ﬁo For trlis E
other cultural reasvns, pany wWomen

;:epcrci to spond coveral deys in
without cez2king expert medical ral

ALuuciuLed _ith culwure and bellars, H

(19 76) and List. r (1466) have found th

cut' prectices (i.g the cucting of the

intended to accelerate dilatation of |

in these comaunities (Hause) a health |

has very 1.sting auverse cifects on &N

pennetn an’ others (1972) have

kikEGHEa of UganGa, the general tradil

held in reg rds to the causation of ¥

pe the 'obusobe’ i.e. diarrloea 1%

certain ceremonies

che cind ssion of

the godss when extramarital acts a

= -y

Sirt-".lul’l"-'. ...’r.'_'-_ir..': l.‘.‘»a) has £ .ang

cases 1.5

ghe causation i DT &

mn—g,(;:--nr_'_i-‘l' yhienomeilay incluci
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is not in the noae vhere It gefiles

where low - C.ste tweeprr: Con remove |
tiils w v g culiturel concern witn puri;_ﬁ
to pubiic illhwealth (Hurciman end mid{
There ore many examoles that abound injete Efu€a1
communities tie world uver, liike fcil
colostrum i.c¢. the first bread milk, 26N ;-I arts
of Pakistan, severe §ood restriction a
in treatment of diarrhoea in some pagi

America, femele circumcision (incisionll ,‘
and forbiding the feeding of fish ‘t‘[a.'i" i
because it is believed to cause worm# ! , :;‘ Qia
(Jelliffe, 1985), and Peru and Indo |
1978). Ball (1977) reports the belijl .-

developed countries that:

'we2i ther is the western ol

sucn mythe, since for many y
belief w..5 wliG N Durope %
chi.cheoc- measl: was the
the "©zher's fallure to mans
during grecnancy and that
was i to the aupeasrarce ¢

retaineg '"oq4a oiood' (.

= N

i
-

tygs are linked witn illness (

Syri.); mental retardation (Eust Afpils
1
i

‘.
| _i‘
l

Speech ceveluy z2nt (Xorea), and licpl
(various countries). Irn Togo and e

_ | |
Atrics eqys zre koept from children |k
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A
water, s the crcative source of lifell

to be thieves (Bacsch, 7197¢). 1n & =i

Basch (op cit) has Zurther shown !l
- 2% “ 4. 1tL0 1y M:oxicen vi

sacred; n turel wet o tazrelore can'igs
tam.ering with it is viewed as sacril
]
!

ﬂcruvian villgers c 'nsidered boiled

suitarle only ior sickly peoplzs and

measure to rid it of water - borne dfi

|

|

ll

The consequences of the traditigl

Y

1?
|
l
|

concepts and beliefs are important ﬁ'j
i
were hald exclusively by “a family.t;y

be no mzasures taken to stop the spi

disedse sirce it is not considered

Popul ~cion HMobl.it ans 1251t r I8

" . -
- atidh e | > ical
E b L Tweern . 2nar
~ = 2NCa DYVl S5 - - 2L a

is aouncant, transhurance by
IR
seasonel movement o1 people to workl il

recztelomwent of &i: i &Ced e I,)]e a '

l 1
of naturel hazacds, resource devel

e

'

fpreas and
[
DCurrence

4ndesiraoizi-,
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wi the ue i .y 21 ot s existina are

hatwr ally it is a clear phenome

both cpd . onde and endemic, does not reg

politicul bounceries or does not Laus
‘
artificial frontierc. Population mol h
|
i

’ J
its varicus furm conztitutes a serio

1l

by obstructing control measures (BrUMi

il
f

"

public health by increasing the spreag
1272 ond Pyle, 1979). For instance, | f
endemic and pandemic in Tropical Afrf{
tropical und sub-tropical parts of ti
excepiion of some highlands, but xgr‘l
downhill movement of the non immune gf
highlands are easily infected in thel} |
serious outbreak cf malaria, schist-';
%lGEplﬂJ sickness may occur (bruce —‘F

Prathdro, 19723 .:d 19072b, and Pyle, f

Similurly, o sltuatisn mey occll
iamiarents invade arzas where malari
s5e.:528 have bioen ergdicated or nog l.

i I
unorjunized =xoduses and resvttlumd

; . l
r=salt of dan or therwlse nave suin 1:
I

on the rural healch and health carel

n i

il

people moWe with cullural, social g

back eroind,

b
;,

i ||

-.' th

of the

lications

These
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moalrnazatian and "".':_'il_'i‘i"il.u' Yroo

wisle cu.ture; tollug, religion
belicts, and suclo=vc.a,ymic stotus @

the foo. houits and g90d nyciene of [ME
M
|

Comi Jn2 lier (Cke g i Onfeitioy 1948

Chikwem and Omotara, 1966) the pene
Aodern good into the rural sector na
|

(|
Al

to play on their bhealth status. |

(1980) dafines modernization as:

"Tiwe nrocess of social chancegll

breads its own needs a1d desll
in those egiwsed to it" (p.

3
]J
: . rl
He furcher exslains that noderniza]"
1

. ' - P

appetite for the consumption oF celdf

|

Lites

nt

goods and services and thersiore ¢

'.:'-‘;::-'_;. . i e s I::"‘::‘.l'a \.:'\-".

e tndil T S ia. in £ ra

esS50nT2, nruerslzation hiasg create 1
- n. s - L] - ’ L} _,.. 5 I.. 3

Ehe councry Or prev-red ia tn

arecs must have L-2n caatamninat
funzal contaninstion In c:se ol

(vs2 =n3 Cjorcitimi, 21334),



corta inution cre e stroet vensors, timeg

{
e [y62 - | for ronsunr.tio .y vyr ol
t0 open gir pefore consunmption gnd transpyl

Process,.

be o
C

owever, the most cusceptible group

inhabitantle are the infants and their nuc{

f

has been rurtler increased by the introdug
infant good formulase. Most mothers in ri
in Nigeria and oth:r developing countrieg
ended

only i{l1litrate but also too poor to purh~

quantity. 7Theyunderstand little or noth.

sterilization but fesl compelled to use
Ppormulas since it affords them more time
the farms and/or in the local markets wit
interuption., Bsby foods are therefore pg
improperly cleaned bottles and left for

for perisds ¢f up to eic¢ht or so hours, El's i]\ucnce

is ¢ proliferatioun in the incidence of
ciarrhoea in =li= rural arcas (Helsing,

Chilwen and, Caotara, 198€). The baby

provides tnhe lafant with only about 859

nutriticnzl value of the mother's with
is prepared correctly, and it lacks ti
facturs pessively transmitiad from muy

(Basch, 1978),

acturers

| 4

-

the guest for markcts by the pab;

hate criven the oroduct into ol.-es wh



net have Leon s831lCe T penetretiun ol
into the poverty - riddlen rural areas ha
from yeneral givertiscemunts In Lhe mas
various wuyec of even districutin.: irae
meothers to start on tiw: new Ie-7Jing f:_v-l.l'j
1975)« The recult ot teaching the pesvlf

]

|
fecding agnd their staple are semehow int§

what Derrick Jelliffie has called ‘comme

| !
malnutrition'., If an already uniarnouri]

be mcde tc want $ank foods (soft drinks,

-

gum, sweets, ice cream, with little or 4

!

L

value), 1t1is is not the companies prob

Jelliffie and Jeff Jelliffe quoted
in.Doyal (197.) hsve described commerc ﬂ

in som=2 detail:

"
aid Bal -afant .07 flrmgl
tne laroe Loternutional cornd
~ _'.'.;._'L'-‘.u,_- - | G ld s ‘;j\,.&

: ! |
proemotion.]l cumpaions in conl
ith 2sch atnar in l:ss devel
r.ge Llnde wapld war tel

£ o teo sver they Ol

ane af e hajor faoctors re .

or the res=nt cecline in N

in areas where sottle foeding
neitner cconounically nor hydl
feasible., 7They have tiherefd
Soen respens kle in consids

wrasure 'or the Jresent riseé
regions in the prevalence Of
and diarrn@eal disease in iff
resulting in hioh portalityld
prolungesl trest.cnt and c 1l

.isk, wermanent bodén dam. '.]

[

hutrition



P N I % & v L) goave gi v

conse jucnce ol aslnutrition as tige ¢ tun

physic.l

e
P
-

Jn. cniloren, «nic

11y

10 - s i 4 - 1
IMoOS8ilew B Cuipeusets for later, eve

Pest conditions buecaur e the b.Ly hays nog ciem=

- e
cabrics und sroteine ¢curine £irnel intrd
weeks and his first month on earth. 7Ti Etate

that the ef{ects are then carried on to

generations since mothers themselves sg

;

i
childnood ma‘fau:ri ticn and deprived of a
food during precnancy tend %5 give birth
and/or unverweight pabies, and the rlag

infant and maternzgl mortality ls furth

Heal th Problems aznd Rural Develonmont ?!

{ I

|

From an economistls viewpoint, "humy

does not fit @ 1 Xy i v Yt balance

milicating aceinst agricul-ural cevelop

modernizition in

1
o
~
C

L}

f
—
.
-
L)
-

‘hft-—a (& I L = _:- 1.0 » e .--i- 2 Tan -_e O:

c ¢f tez2lth problems, and thi

e

t}_l':: :'..‘r.‘:.r:
the belic¢is and uttitudes of uh: top)

those in the rural zreas. The '.n;”t,,
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Nd BNy ore have ¢ notituted comp

tropical
in eve
I »ct could
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2.1,8,1 Loss of Millions o

(S

De

f

Fertile

Fuerhaps the moct obvious n

disease infestation on expandirc

procGucticn cap

(.;i hf..'ct(::!_':: Of

.(1979) bnhr- estima
hectares oi

ayricul tural devel

control of the diseases presente.

thit

1

, by direase prevale

the Ge:ira Dcvelg;

2 E al & 1d iil
one-third of the

and cction that wer

project went unhar
the wrrk force.

Ir rli,
about 2C nillion

city-is the abanc_nem

potentially rieh land

arable land lie uncultiv@

large - scale

sorlé gank (197%) [

nactare

the!
il

ted that almost 32;

opment in scre ara: per
T'“ tances
oro jects hzve bee
'l
NS e For P SR 1 :l
~nt Proiect in S%
nundreds of -“ec ntly
A Yy .il}.et' . tleF;

bz2ing grown inl

duu Lo

vested

are curre

-




'!J:.. dlated

ar.d uncer farmea due to hum

trypanocomiasis.

more food throuch zgricultural develog

Tse-tse fly control

2.1.%.2 Reducine Availability of Labour Forcel

Both premcture death and nbsent':
illness roduce the availablity of laB
usually dirupts the production proce

in loss of output. A careful study

disease procramme resulting in increg@
and decresscd absenteeism would yiel
$15( for each dollar spent (world Bar
Bank, further gives additional examp]

con.rol program

absentecism to 1

farmer 1
com:1

-
oI ) L 5

2.1.8+3 Impair-.q

es and Scuthern AIris
mes in Hagsti. l“
Low by 3lse=235e, the ¢

er “hc is susjorct

Froduc

|

mes that have substan

aclude anti malaria

o )

L
-
"
.
[
i

|
"

2

tivity of Labour

in the Republic of Korea showed thatﬁ

life
of

world




Pelalad

dn_enilfaie Suiftls ALLlirty tv leabn
by sickners and lnutrition, (nd abse
szl -21 In€ i 1: % mae Tial sjuce

‘ Lavenent 6 discussed earllier,

Burning ,.ore cneray

i
|
|
|
|
The principal gozl of E?fiCUltUFJ

is to proviide encuch fuod to fight mal
|

undernutrition. But the tropical dise

food in several H%?& Unsanitary envipg

- A——

T

comnonly leadsto a disease called traq
i.e the failure of the human inLestini
fat, starch and protein. The food pa$
the diseased individusal without depasi
energy that it should in the body of ;

(3cott, 1979).

L] - - -
Oop C1E) no - netabolil b
NS ot iy 1d feovers L €, . o
iNnaseCeionsg an evVel' Se ilies cCaldSe

burn nore enzrly, li.e. use more food

person
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2,19

21,91

misery of poverty and sickress,

Fatzlism and the placiag of

life nre not surprising resconses

leads to pesnsimiem and a reluctar
)
poor of developing countries to !
|

views" and invest in the futpore

Burdge, 1972 and Scott, 1979).

Promulgation of immovation
in such an atmosphere. If the
does not anproach development wi
attitude they will not apply ful
development will necessarily oc

ra\,ﬁ'}, if at all.

"he .iole of ywou Health in the

cts: locses from unrealized

and exven:a2u fur ulleviatisn of

The third cost is Of pain and sy
Adi sed invidual shich is difri
{Basch, 1 )e

Health as an Inveztment

For g ‘e Lone time health

alue on

eneral

the

long




On the ocher Lignd econuanists in the peop

Republic of China smauintain on the convers

N

illheglth results in economic costs to

saith ang Powell (1':‘7;3) ha\f-' shown B
studies co!iucted in some countries to i
health as an investoent., For example, a

study estimated that 5% of the total numbj

of work annually are lost for health reas

A World pank cstudy (1975) among Indonesi

reported that €5% of the studied populati

hookworm and 4£5% suifered from Iron - defl

b — v ———

anaemia. UJixty days of treatment with i
supplement increased productivity by 19%

cost of US $013 per person in this study

‘he economic benefits derived from

healtr zervigoe ere (i) reduction of wor

lost : Zilnecss, (ii) improved prouductive .
to improverent In the healih o2f the labow 4

(1ii) vings of tim reviously spent §
and waiting for treatment, thus yielciag

avallable for production, and (iv) a decr
mortadlity rate resudting in increased lon
the labour force (Smith and Powell, 1578;

1984) .

In short, the remyval -of the threat




2¢1.9,2

future, irom the short view to long

from pessiomnism to optimism and from
rezlism,. T.is attitutde change

communities embrace development proje

heartrdly and more likely to accept i

Re.uctions in adult mortzlity wonld
yesrs to income -~ geherating lives znd
ratios, bul increase the 'yeild' on ed
other

investment community makes in wd

their formative vears (Meler, 1984),

iz on2 way human beinc achieve more pd
of their environment and in turn incrse

desire and ability to plam their futu

Health and Political Stability

A sucerficial look at history, that
sum=2 saccassiul aovelonins socicties
healthn as an instrument of stablility

WYhen =»xtensive no

! =2 P == sy
IJ:..;:-"'J:.'.&\:-'L +N as . réc.ctres

by thelir covernment,

aware that their government cares abou

cften a initial contact

s overnnent's

is through a health procranme. For ex

Ru:sian Bnpire used health to strezagt



|
| |

and cevelonaent in the 19th century wii it stvos!
(the local district assemblies) promor' Epe Use of

5 : . |
tfeld hers® to provide health s:evicef

' B ‘ ies
: |
f * I.ij_ng’

Tanzania znd Cuba. l
:

;Je‘lsan’;s (.'.i‘nith drld F{)'.\‘(:ll’ of Cit}o

trnat used healtih for this purpose are

2¢1.9.3 The Advanicaes of Jraditional Health
Rurzl Dovelopaent

The ¥f=zct that over 70% of the

vorlds poor do not have access to wm

medical services does not mean that . nowhere
J
and nogy one to turn to when they nee #. It is

against the bhackground of inaccessid / iodern
health services, sucio-econcmic stea
poor, the severity of tneir health ;

any advantzces of traditicnal medici

puu:?i.zr e.cat=d b2low,
2¢1:9:3.1 Cost
Sradlticrzl naziicine is cheap

one. 1n2 cost of the latter is inc

ncalth technology wnich in many c3s

2 needs
|

inappropriate grdirr-levant to the

of people in rural greas. It is ge

|
|
!
| |

|
1

4L

BCCep ted
I !
thnat the cozt of this type of medid i e

5 which relies healfly on instituatig

- -

o fersional

stai L is inureczing faster thien th




nealth .. ru~runmes such as the traditio

available in Asiu and Ching (Sofowora,

woezently there nas becn a marked |

the number of pharaaceutical procucts

(Gunaratne, 1280). Sovfowora (1982) ra

but with no progortionate improvement

situation of drug Rill for many countr

|
repraesent a large prosortion of their ,
expenditure, especially in developing ¢p
while drugs zcco'int £or 10 - 30% of t |
of health care in developed countries,

|
figures rise to 30 -~ 50% in developing]
1

These countries have to purchas€ such

exorpi tant and often inflated cost fr ,
compan.cs iiich shend a dispropor tionaf i

anount on zdvertisina in developing co
|

encursesce han B0 shooad aven adre on @
b

For exwn_ le, ia Bayzadesh drugs alone M
for ¥: ;m;f, 63.8% o the toks]l nealth =

44 .3%, Thailand 2U.>7 . Burmg 24.5% and]

18.8% (ucfowora, -382),

2,1.9,3.2 Accezsibility

Traditional heaslth care service

acCessitle i mogt cf the poruletion Ioping

e
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conntries.

of hegpitals ae! health centres as well a

personnel needec to man modern health cag

Sy:-tf.’fn-

For example, Gish (1275), and Chag
(1

had 128 hospitals with 18,700 becs or on

Taerimo 575) report that in 1973 .pal~ %

hospital bzd pcr 729 persons. There we
105 rural health centres; 1500 rural dis
and soma 2500 health post, at village Ja
Niger is another place where inaccessib
modern health care is acute dues to a sha
Dersonncl Fournier and Djermaﬁt::ye (1975
that in rural areus of Nigerg, oniy cone

of ficer is available, for every 170,000

and cne nuré¢se cr auxilisry for 9430 p
I WV iLCes < ural f:i:}-"r.:; iries only
acvsle lvind ~J = 1bxm ¥adius scrvi
A

t tgientsthe Dedarter
while the re..Lining b3 or more seek fo
halp Zor tueir owrn neal th problems fro
medizal Jractitioners. role and Arclg
resort simil.r experiences by th2 rura

Of u{.-:lk ;I&".j, 1‘-\_‘13-

ThAn " a8 4 resuwlt of 1 shor
] M




2.1.9.30‘3-

AcCCe rtability

Tne traditional medicine enjo
accentability ‘among the rural peop

does the modern m=dicine. This c

due to partly to the inaccessibil
m-dicine, but the major contriocut
is the fact that traditional wuedi
readily into the socioecultural m
perple in whose culitre it is deg

(Twumasi and others, 1975, and Sog

1982). It was the only form of
available tefore the penetration

médicine.

For example, Behrhorst (1975
the situation in a large town o
nposulation in Juatemals whera
medical ssrvizes co-eXist - a
staffed by non-Indian nurdses
stucentis; 3 local tradlitional
(Curandero) and two community h
{?mmrindidns trained to ogerate
barefoot doctors). The sjoritliEl c people
where interviewed where they me
'

were sick, said the pPeeferred

el ther the 'curanderc' or the } ¥ promoters, -



Behrt.ouaut rut ther .oserves thot the
non-orofuescionals are preferred to pl

is principclly cultural.

2¢1.9 -3+4 Supplenentury tiealth ienower

The traditional practitioners o
as additional sources ofi health man
in the rur:l areas. This is particy

a develoning country is trying to a

hecalth coverage for its people. H Sl Bat pajority

of mothoars in th- ceveloping countr§

local midwile or ir .ditional bﬁ%h at

is the most important sou-ce of sup® geonancy,

child birth and early child care. ional

' in

i'
.,Lii
pirth attendants are krnown with var 3

their respective l.:.cations.

'dais® L 1d £ al} Birth; T
Y r el ttand 8Cx 9F all bir
- = L]

ciie Ymarteras =LilVEer oce a1l

90% ©f the 33,00 'nilote' in :the Ph

in the rural arcas; Haiti almost a

'sajes-renmes® live in the countrys 10,
'*devas' serve wmainly the rural and and

in Indonosia, Ihe 70,000 to 80,000 o

attend cver 90% of births to poor
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2¢109.,41 Incias Ayurvedic siedicine

Betw=en ol% and «0% of -1 mother
developing world turn to tracitional
help with the process of bearing and ¢
childrene Unlike modern health pract
traditional mideives are concentrated

poor and in the rurzl areas (see rig,

Despite the important role played

care seérvice delivery system, the tradg :

has been be¥ieged by criticisms which
its being unhygienic in the mode of p
medicine to being cryptic in practice|
medicine lacks scientific proof in it
and precision in diagnosinc health ory
craft and the evil aspett of traditio

also discradit this form of practice

Intesratian of Trad tlonal shc 4026

Pt‘.".’."TE?; 3s the preatest .ain to
intagrating tri i tiunal and zrehodox
of a developing ceuntry is thet the
manzower would help to _:aroviceh tota
coverase for all (.:0 1298b). Eelow

studies of the incorporation of both

Ayurvedic is reputed £ nave pr

cver 2000 vegrs but was distcatinuad

I




e

: of the western model of me

1
‘»1lowed British rule in India.
1 medical service in its format]h
alning and servies provided werse L

es.cntially for the expatriate ruling

which had very narrow spatial coverag:l.

However in 1920 the India Nationg
vasced a resolution to the effect tha

recard to the widely prevalent and ge

arreated utility of the AyurVedic and Un&

B

of medicine in India, earnest efforts,

|
b
k|
Ul

made by the people of India to popul

cal} -geés and hospitals for instpuctio

treatment in accordance with these i ystems

(Udupa, 1975). Udupa further reports tes

that there are at present about 50,00 J tionally
quzlified Ayurvedie practitioners andj| 50,000
non~institutionally qual;fied registep '-g;;-itionecs
of Indian medicine. Again it is esti ”' t there
are another 200,000 traditional Ayur tltltlonars
in the'rurai areas who are neither q rom

any Iirnstitution nor registered. Th; Al P 5 fritionurs

receive practical in-service: trainidal
preception (Udupa 1975). Ayurvedic

preibrred by people 1living in rural




2.‘1 ¢9'4°2

nractiticrn 2. &~ Local resicents and
very cluse tO them sccially and cultur h

further uain thoir couniidence in swite

modern advance in medicine.

The state and ceniral governm=nis
aboul 9,000 Ayuryzcic dispensaries &k
craditicnally trained Ayurvedic physi
to me-t the primary health needs of &
people at & Vvery low cost, since thzi
are cheaply prepeared fro - the-herbs £

in the fields and lccal marketse.

fndic has integrated the modern
with Ayurvedic medicine course. NeE
cclleages have peen established, Cou

mecern end Ayurvedic medicine havéié

universities <ven Yp to postgradua

leading to PneD duyrees since 1966

3 ~iin.ne inedel 2f Health :;_—ervice

In o pknber of significo.tevas

heal th sys tem peing develop=ad in &t

et e—— - i
R * " - " ——

(Lurzted) 7ives ta2 districtive

Ci LpesSc Sy SLOMS ase




ditferent times and different laces
,-'-ui":"l, '.':’;?,

1975,6:nd  ilen.ki, op cic.) s jpar
canpai jn, additional traditional doct

Hew schools of trecitiunal medicine

In

()

(c)
(a)

(e)

(£)

Co

52,000

) LrLe  Tr L tit 1ink pobwi
r

L}is, Kalo azar and malariz) th

o8,

and e .icdl care celivery s
L€ ong naind, and productior
» conuaic develspment on the

The use 01 res:ur. s te vea
com.on Siseases of the nmajo
people living in the counir

than on the trezaetment of, arg
into the diseases of the urle

the stress on prevention;

the use of labour - iniensiye
including the "mass lige" ag
meditate technolocy to achié
ucals;

the removal of the control ¢
care from medical professiof
use of traditional practiti
develon and exirand the heal
ME =znéd the training of new
health wurkers with skills
cpaciric tasks;

the special sociel orientatilaiNen)
students, teach-rs and speéc i
practicionars in all progra
training” (pp. 13 - 14).




op cit). 4une Lr-iling wes far less oM I¥e tiun
that Of the western - style model ar;d
fur cheaunr ocoLdwn ot and fIoMer im;aulr
Medical herbs were lcocally grown wiile

exenses on imported druase

“he Chinese Rurzl Health Ra‘twur.{k
Great Leap Forwerd in 1958, incividya
practice was still laryely on z priva
and concentrated in tha larger counf‘,r
most villacers still had no i?ediad

medical care.

During the dreat Leup Forward |

attempt was made to change this apg

ibosic sycial, political and economig f td of | the

countrysice, the cu une was also i geponsihla

Lo

Jie barelcot CHLtors ususlly
st.okiuns gt Ehe zZroduction brizade
sclected by ticir fellow peasants i
In the rursl ureas midwives trained 1 5 lp2riods
{ b munths) provige antenatal and

-




services, and perzoran simple coiivel jes

Sidel, 1995:).

|
|

In 165, < racical recirection of|pi

. . . . . |
was initiated by ilun's scatement'of“?ﬁl

in which he s.t cut nis ovjestions to th

|
policiess: |
{ {
"Tell the Mirndistry of Public Healtd '
it only works for 15% of the entiré
population, rirurthzrwore, this 15%
made up mostly of the privileged.
locel ranks of the peasants cannot
medical treatment and also do not
medicine. The Public Health Minils
is not a peoplets ministry., It shd
be celled the Urban Fublic Healt
or, the Public Health #inistry o
privileged even, the Urban Publig
iMinistry of the privilecged .....a"(
(Mao, 1Q65).

)
This radical a.rreach taken to make hJa

".-._—-:".f".. =3 > riate and acceessible t

t . LA ViLE =e raoe 1 C «T
’ -
1esCr.L ass
" " - . ’ P < 1 L
- e . 8 e =l P < ie i T L'...-;- _Ll'

v ,- n, celreiessionni]
iewystci: Loc2tion of medical pract]
mass nw ticlisaticn in the provis]
hezlth cure and preventive .measug

The hilnese nzve enploved srinciples
suited to tie historical, cultural, g

and poli.ical conditions of the socis
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the hoalth protuer: ot the developing nati =
fully inte rate: tvpe of trainin  that incaj ,
eccential rincigles of both the indiagenou
medisine and the principles of modern medig
so that practitioners can serve the rural
with efficiency and pndcrstancinq and at r
cost. Health care system neecds proper coc
other nutional development programmes, <uJuch

education, agriculture, and potable water

2e? Literature Review

2.2.1 The Spatial Distribution of Health
Infrastructures in De "elopina Wor I«

Hgalth infrastructure development a
personnel availability in developing coung
among regicns and between rural and urbar
within countries. The following therefo
by reaions the current status of physical
in tha health sector in terms of both qua

g"'f'.u}!‘ﬁphic di;st'.ribUtion.

1 Africa

Access to hezlth facilities in runa
African countries is highly inadequate,
avera;e, ratios of population to hospitas
are 15 to 20 times those in developed ¢col

(wii0 1979), Moreover, these few facilig



cover wide acoyrauhic dreas and large numnba
proplees Inadequate transportation systems ||
of transport and l1lodging further limit oty
rural cove;ygg_(ﬁeier 1264). Meier furthef

——

that in Kenya, for example, 40% o: the outg

coming to rural health centres lived withi
30% lived 8 to 16 km away; and 30% lived

16}111} &' ."ay.

The distribution of facilities 1s urbh
For examnple in Borno state, Nigeria where|

of the population liveg in villages only o

|

health cli#%s are in rural areas. There
233 persons per dispensary in the semi url
surrounding ngs, whereas in outlying, rug
there are b=ztween 25,000 and 60,000 per sol

dispensury {(Meier, inid).

.ites

Broadly speaking, Afirica has a

o medical personnel which v:ries betw=en

ard 85,000 persons per physician as compal
between 300 and &50 persons per physician
developed ~ountries (calculated from Harg
-et . al, 1982). Thic is below the WHO;
of 1:10,000 for developing esountriecs. Al
plight of the rural gre:ws is fur ther aggt
the maldistribution of these few medicall

wilth over wvhelning mosority ¢f ohyeiziang




in the vrban cwntres, In Seqgenal, for ing
76% of th= pation's physicians are concen
in the cgpitczl area, Dakar where cnly 1
the population lived (Meier, op cit). O

everacee. Afrfica has only one nur¢se/mnid

4148 person: as againct 215 persons in Lh§
countries (calculated from Hardiman, et.a
and far below the WHO's standard of 1:1,0
developing world., Such snortages 1mpede p
of heoalth care systems to currently unde

rural populationse.

South Asia

outh Asia has more abundant health
than Africa but a similar lack of faciligy

This region has averages of 3,000 tc 4,0

-3 =" v 4 [ - -
per h'.‘;..:‘-l vadd Ji2lle L Letf B e a ol
-t 11y - 1 -
Suid) il L Bo Ll P ¢ 4 =t
: T T Ty ieauatal arve their e
ang 5u Jd OT adeguately =i ve Thelr Cagl
vty & mbn ¥ . \ ¢ \ : -
which OoTten exdses 10w, 000 nerscns 238

only 58 of rurcl ncalth cantras opercte
staff complemcent (Mefer, ibid), luckily

practitioners readily complement in thig

south east sAsia and Pacific

I
The he.ulth facilikies in tnis re ’ | re :tively

well de2veloned, particularly at the hos



Katlos vz opul ticn ,vr huspital bad
+he Philippines and Papua New Guinea
lowest in Llw cevelorinn countries outl
mnerica. This resion. has averages of
hospital bed between 170:1 ond 1560371
physician 202031 and 18,160:1; and po?
nurse/midwife between 1050:1 zand 4730

I‘!eiEr, ibid) -

Massive programmes of expansion
centres have been undertalen r=cent

couniries in tiis pgurt o2 the world.

4 Latin hmeriqg

Latin America has the most devell

dictributed hezlth infrastructure of

Q% £ develo ing countries, Ratiog htign
to inircociructure often comparg rav ' L Laose
Oof cavaelawsr cvountries. Thoe pupulat{= e -.:1th

?l

11 £yrun 5.0 to anaut 36C £
The nooulastion per physician from
1,3(2 2n 1276 (..eier, ibid). Howavy
ciral cispurity is noticesbhble with
physizians loc.ted in larger cities

one=tnird of the pepul wticn rosides
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*ile East

Heal th infrastructure in the Middle

generally is poorly distributed. 1In Syri
45% of the health clinics are located i

-and Aveppo. In Jordan, 71% of the hospl

are located in Amman which has 57% of t
On the coutrary Egypt has developed
distributed rural svstem with sufficien D £

rural health units to ensure that therell

care facility within 3km of every villa

Shortages and maldistribution of

of health personnel characterize Middle

countries, Sultural and religious trad

require that women be attended only by §#
yet all countries in the region have

shortage of female personnel. Since

is in part a result of the lack ¢of wo
prerecuisite educational levels, many
in Lhe region have turned to traininu;.
midwives to ensure -ccess to services

children (Meier, 1984),

From all these regions it is cbs@t

there have been problems of effectivq 14 re



the major ity and a complete coverage of |

human race by the year 2000,

2.7.2. Problems of Health Care Services D@l
Th Developinc Countries

An excellent summary of the place
delivery in the infrastructure of a n;t
system is in the Declaration of Alma-At
1978)

1
e} care
al heal th
Primary heszlth care is essential
care based on practical, scienti
sound and socially acceptable met 1
and technology made universally a slibl*
to individuals and families in t
community through their full p«rtl
and at a cost that the community
country can¢ afford tc maintain
stage‘of their development in t
of self-reliance and self-determ
It forms an intearal part both
country's health system, of whick
central function and main focus,
overall social and economic deve
of the community .... addresses
health problems in the community
promotive, preverntive, curative
. renapitative services accordinal}y

In essence, from the wrhO's declaration
amcve and the cissussion in section 2.

been gaps in the provision of effectiv

services in the developing world,




.
Cert

24242 +2 Problems in the Organization of

..',‘l

1 Probleus in the Development of H

In all national health systems, the
substantial problems involvino the deve
human and physical resources. Most devdloping
countries suffer serious shortages of hé¢ |
personnel in relation to health neecs,
also gualitative problems since many he:
professicnals, particularly, physicians
educated according to doctrines formula
aff luent industrialized countries and
accordanc_e:‘ with the popul aticn's health

their own countries (Kleczkowski, et al

system vehemently rejected by Mac Tse-t

For many historical, an- polit **“""F, the
oruanization oi =alth rasources in coufllk  -= Bas
not ween efiicie.t 1n the sa2nse 2f acnié N +x‘_.num
|
penefits from the aviil acle resources. e ofganisation
|
of health care are otten tashionsd tou g e certalin

populaticr groups. The social and geogt
ileployment of resources tends to favour ividual

milies of nicher soclo-economic s

o
3
(o8
r
[+]

tus to the
detrim=nt of poor population in both url and! rur al

sectcr s (hlecrkowski, et al, op cit),




y DT «3 kroplems in Heazlth Zare Del ivery

As a result of the insufficient an

1

organization of resources, the celiveryf@f heﬂrth
l

countries. *‘hese w-ise from the use of
that is inappropriate to the n:eds of t

communities in various socilo-economic s

Problems arise also from a lack of adj

delivery patterns toc human needs. Pers@inel
o : .

insentive to patients' feelings and the

of czre, for example, patients may havejl

hours under uncomfortable conditions.

" The continuity of a patient's treag
period of time, when different personne}
involved in the same case, depunds on
recoras: these are often lackini, ani

h:altn care continity iz potr (“c™lash

Kleczowski, et al, 1984a).

dedalel)e

Probl:ms in Healtn System Manage

In 'the developing countries this
:xcessive centralization of cecision-m3Me
auministrative capacity at the local 16N

Furthermore, decision-makin; processes



subsrantial ana.y-13 ang Jjueuaednen® .t a cet

level are often weak through lack of politfe

initiative, shortage of ¢€p experienced man@

staff anc deficient irnformetion (Kleczkows

19844a).

In some hezlth systemg, where responsi s
have been delegated peripherally, the nece
supervision from hicher levels is lacking.j| Vertical

rel ationships are usually inadequately orgh

The occurrence of top down policy-making

suftficient clarification at loweg levels,
the position at those levels, and this pr
often acgralated on account of the bypass
pheripheral and intermediate levels and d
of lines ot command, In most instances
Tlaisons Letween the health sector and ot J

cectors s=ldaom ftuncrtion well or, 2n some

missing cumpletaly.

FOOr nealil Mena.em=20r Bey La a5 a I
weak monitoring and evaluation, or irreli'
3: information that is oriented towards
manaJement, anc lack 0. -lear delineatio

goals (WHO, 1981).




2eleld, Pre watic Approcach to Riral health

care sService velivery

(1) Cuba
The years prior to 1659, most of the B tion
especially those livino in the rural areadq did not
have ready access to heelth services of afy
The state health services were inadequate

inefficiently organized and hardly covere

major cities, private pharmacists, traditie
and guacks provided services in the rural]
in small towns. Trauitional birth attend@ |
with deliveries (Arnalde, 1975). Private
were in general of better quality than t
ones, but they wire expensive and a sizea '
the population could not afford them, Be .f

ef fective control was exercised over the

in Cuba, presently h altn is consid i asglore

I

of the funcamentai huma rignts anc heal @ care
services are free for everyone, “lthougiliitherglare

STi.. SOme- Qlfierences betwe-en the vario u:'awlnces,
a permanent objective is to achieve an edqu
gistraibution of services. Arnaldo (1975
that from 1959, physiclians begyan to volu

wo k for a time in the moun .2ins, where

ever practised., when riral hospitals wef




the Jdcctore settlad where they coulz; f,

offerea parts of their homes,

Since the revolution b, 196¢c, healtly
have covered practically the entire populs
The utilization of thcse services also agp
100%. Yhe number of hospital becs grew
in 1958 to 41,000 in 1973 (Arnaldo, op cik
planned 56 new rural hospitals have been

and eoch staffed fully with a team of phy

dentists, nurses, and other health persofnel
(Arnaldo, 29753 Flahault, et al, 1986; Smith,
1979).

There has been a mzlor shift of emphasis from
curative to preventive medicine. ZThe ining of

m:dical personnel now places great stres |on the basic

neec« of rural areas in sucn fields as Woi~ne an

ep.demicloay.

(2 Tanzania

Tantanies iz committec to providin:
for everyone. 1In 1972 the total popula
sherot aront the urban and rural sectord

and 27 respectively (Chagula ané Tarimd

1975 and 0Ol atunbosun 1978).



The naelor heclth probl =ms trot cav.e mprbidity
and mortality in Tanzenia are Infectious
parasitic diseases, ang more particul urly onounced
in the rural areas. In Tenzenia, not only jave the
basic health service centres Leen inadequa-: to
meet the neecs of the peuple but they have
to be urban biased because the missionary

centres were initislly located in urban ce

The above trends therefore make it obvi
a change in approach was absolutely necessar
eédﬁtable distribution of health care serviges to
be achieved., Most significantly, the 1967
peclaration which made it categorically cl;a
top priority oe given to the provision of |
services, education and water supply for t

rural

population (Ji'h 1975) «ith more emonasis off disease

sr=ventior ‘inagul~ and Tuarimo op cit). Inflbursaft
o: =nis social anc economic policy nverere t he |
{
Arushe Declaration unegquivocally procizimecithat:
we mMUSt Not forget that peocie wno lfive
in towns can possibly become the expfioiters
of those who live in the rural areasf All
our blc hosipitals are in towns and ey
penefit only a smal! section of the Peopia
oi Tanzanla, it 2z the overseas salelbf the

peasancts*® produce wnich provides ex
fur repeyment, J‘hose who do not ge
benefit of the hospitals thus carry



re;vonvikiliry for joeyin; tor them,
Tarnas 1oe.., LOG, e mocttiy founa ¥
tuwne anu are of cscpecial value to tH
motor-car ownersS..,.e. (hiyerere, 1968;
242-2)

I'ne rural health centre has been conceiy
the nucleus of local coveraje, where reascnab
gqualified health workers using element .ry fae:
~ould support surrounding dispensaries as
being peoints from which national heal th camp.
might be launched and sustained. The rural he
personnel were expected to provide simple
care and visits toc homes, schools and commu
centres; comprehensive maternal and cnild
services; education of all kinds, particul ari
environmental hygiene; and to participate in
conducted against specitic cdiseases (Cnwgul

Tarimo 1975: and Sish, 1975),

Te azhieve thiess nobl= objsctives, Tangm
ol cy was to mooillize rural population intgddJamaa

villsnes wnich has two principal objectives@the

tirct 1y 1o make it easier for the 1overnmen

tn

provide tne pecple with facilities such as
AN wholesoms water, «3ducatlon and basic heg
services; the second is to raise prouductivity so that

the villages can more effectively combat the vicious

l

circle of poverty, ignorance and disease \A s 1978,



-hayula an~ Jarimo, 1975, Hyden, 1980 and

1975)., sanzania's primary enphasis on prc ision of

rural health serwices and social transformation has

i
peen on massive training of appropriate health

service manpgwer for the rural areas, establishment
of new and expansion of existing health centres

and services and promotion of mobile heal services.
The more important health workers trained l.n Tanzania
are the village medical helpers, maternal :-:d child
heal th aides, health auxiliaries, rural medical aides,
medical assistants, "ssistant medical offi’cers and

doctors (Chagula and Tarimo 1975), ’

| ]

In summary, the Ujamaa has brought about .
reduction in regional disparities of acceip to
basic infrastructural services especial rl#ral health

care, water supply and eaucation, as showl‘- below in

"-ib:e .--:i'- l
Provision of 30cial Services in sz‘mia
Yenk D"' s Access to Iiliter— Enrol-
RUE' ) o 1l wate cy t
Heal:ih \;en.d"‘ra. ? acy :f?cn
Supply L Rate
pri, E4,
— -
National 1970 187,4+u1 13% 67.7% 37.7%
Level 1975 98,650 25% 38.7% 54.4%
Coefficient of :
Regional 1970 .58 0.53 - 0.22
Variations 1975 0.30 0.25 0.26 023

Source: Ghai, et al, 1973, p. 252

b T



Cecene The Zyxirtinz Spat.cl Ptattern of Healfh Care
services anc Fac.litles in Nigeria [

|
Cne major feature of hezaltn care sar#icea and
facil ities, like othner soclial services pr&!ided
from a fixed point, is that they should be Yddd

located so that peupie 2iving in various

can heve physical as well as socio-economic accless

f
to them. If the available faclilities arerhot evenly
distributed in relation to the pOpulationh

i
distiribution then mary people could be de?zived
of health care.services and facilities, This section

i
therefcre, tries Lo highlight the distribution cf

i
existing health cere facilitlies in Nigeria.

f

. K

iy
22,401 Ihe Distribution of Health Facilities Among

States i
I

A4 vary careiul cobservation of the stéucture of
health cars facilities, like other sociallservices,
in the then nin=steen states of Nigeria shows
Siihlficaﬂt ¢icparities among the states ﬂn terms
of the availability of these facilities; ;Table
2.5 shows the distribution of hospitals a?nlg the
then rireteen states 1 1979 and demonstriates this

|
variagtion.



However , trom the table, if tne 538 hospitals
which were in the country in 1979 were teo be
equitably distributed among th= states according to
the population, it implies then tnat each of
them should have one hospital to 153,571 people
(auokerhoraye, 1984). Table 2.5 clearly demonstrates
the overconcentration of hospitals in some states
at the expense of others. for example, Bendel state
has 62.4% and Ananbra, 54.4% above the natiobal
average population per hospital while on the
contrary, Borno, Gongola, Rano, Niger and Sokoto
have 106.3%, 109.1%, 247.7% 130.1% and 524.6%
respectively below the national average population

per hospital.



i

"
)
H
i

Jable Z.4

|
Distribution ¢f Hospitals and Hospitzl Ueds bx_i;ates
in nigeria, 1979 i

I
i

- —
State hoe Fopu. % o of Popu. ﬁo/o
of per Deve rOSpe Deviation grem
™ Hosp. Hospital iation Sed £;£~ Bhational
from ;&ap'FFAvcrage
Nationzl §
hverage I
—~——

Anambra 76 70,013 +54.4 5352 989 [334.7
Bauchi 12 295,742 -95.2 1220 2948 =94.7

Bendel 63 57,790 +62.,4 4786 762 F*49°7
Benue 15 239,373 -55.9 1124 3194 f-111.0
Borno 14 216,757 ~106.3 1389 3193 |[-110.9
Cross ;

River 3 160,803 -~ 4.7 2649 1943 | -28.3
Gongola 12 321,191 -109.4 1636 2356 || -55.6
Imo 64 84,898 + 44.7 4415 1231 | 418,7
Kaduna 27 224,563 - 46,2 3244 1869 | 23,4
Kano 16 533,960 -247.7 1426 5991 [ =295.7
Kwara 22 115,225 +24.9 1804 1406 ff + 7.2
Lasos 29 82,534 +3:6s2 20,240 234 I 84,5
Niger 5 353,440 -=13C.1 747 2366 [l ~ 5643
Ogun 22 104,300 + 32,1 2,288 1002 @ + 33.8
Indo 2 68,07 = 9.6 2,477 16:0R = 7.6
oyo £a 132,666 + 13.5 5,642 13650 + 9.8
Platewu 15 199,36 =30.2 1447 20721 <=36.9
]ivers 25 101,720 + 33.7 1664 1511 4+ 0.2
Sokoto 7 859,257 =524.6 979 6e5efl -353.0
Nigeria 538 153,257 54,581 1514

|
. ]‘ .
sources Calculated froa Unvkerhornve, 1984, b, i23.
14



Anctier putterh ¢f ¢Jjerity in theldistricuilon
w: health care iacilities s reflected in the
structure of hospiie’ becs per population cf each
ctate. Jthe mean number ©f pevple per hospitel ted
in tte country in 1979 was 1514, Similarly Table

ce4 clearly shows the overconcentration of hospitel

beds in some states at the expense of others.

The maldistribution of hospital structures
amon: states is alsc reflected in the distribution
of doctors. The doctor/popul ation ratiof in Niceria
is one of the lowest in the world. The geogré;;:ic
distribution of the few doctors leaves a great deal
to be desirea. Table 2,% shows that the doctor/
populc tion ratio is the country was 1:22228 in 1979,
guite below the WHO's standard for developing
countries of 4 1: 10,000, The table demonstrates
that some states hac lower figures than the national
aver age, such as Sokoto with 206.2%; Niger, 148.4%;
Kano, 140,.2%; and Bauchi, 134.5% below the national
aver age, whereas Lagos state had as high as 838.3%; and
Bendel 44.9% above the national average populztion

per doctor (see Table 2.5).

Because of the impor:tance of hospitals in the
health care cdelivery it wulc be expected that their
distribution snoulc alsc be in a-cordance with th:

-0

5 M
B
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of wLhe &tate fcn%ernea; Thif ié ir essence that

in very small states it will be easy for people to
travel to the next availéble hospital with lessﬁ.
inGonvenience comparea witn the large states where
distance might be a constraint. The national F'
average is one hospitai ﬁer 1697.2 km2 (Onockerhoraye,
1984 125). PBut some states have very high figures
of hespital/area of territory (kmz). For example,
Imo; 1:206; Anambra, 1:220; Oyo, 1:303; River, 1:449;
and Lagos, 1:507 (Onokerhoraye, op cit), which are
quite above the wHO's standard for developing
countries of one hospital per 800 kmz. On the ¢ther
hand, the worst states are Sokoto, 1:22,724; Borno

1:10,471; and Gongola, 1:9:472. . T l£m1

... similar pattern may be observed in the
distribution of dispensaries and rural health centres

among the states, o o



Table 2.5

DISTKIBUTION OF DCCTURS BY STATES IX nlIGERIA, 1979

State No. of Popn per % Deviation from
Doctors Doctor National Mean

Anambr a 382 15,929 +37.3
Bauchi 69 524129 i:334.5
Bendel 293 12,426 +44.9
Benue 82 43,788 -57.0
Borno 8g 50,393 -126.7
Cross River 148 34,768 -56.4
Gongol a 92 41,895 =88.5 -
Imo 184 29,530 -32.
Kaduna 159 38,133 -71.6
Kano 160 53,397 ~140.2
Kwara 86 29,494 “32 T
Lagos 924 2,594 +88.3
Nider 32 55,225 -148.4
Ocun )9 235178 -4.3
ondo 106 38,038 -71.4

) 421 18,308 +17.6
Plateau 153 19,597 +11.8
Rivers 141 18,046 +18.8
sukoto 98 58,518 -208.3
Niguria 3,717 22,228

Scurce: Adapted from Onokerhoraye, 1984, p. 126,
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Tabile 2.6 Lisrtrirution f Disronsaries aﬁd mural
™ LA R ST S MR X L TN M
' b
e 1 s - Porulation pPer
state Dibjensaey | Meslth centre
tnambra 110,854 93,251
Rauéhi~ 21,53¢€ 599,493
sendel 15,826 | 43,365
Renue 92,341 121,842
Rorno 25,195 31,657
frose River 43,980 2,572,850
Gongola 22,672 770,860
Imo 847604 142,9R6
Kaduna 27,475 £,0€3,2N0
Kano 64,236 1,967,937
Kwara 38,431 362,557
Lagos 22,189 131,300
Higer | 33,984 252,457
ogun 12,2175 764,866
cngo. 25,246 59,241
oyo 30,612 80,24€
Bloteau 20,967 1,499,1°C
Rivers' 62 NG 133,821 r
Sokotd 58,902 479,628 ,
Niqeria 34,756 202,000

seource: Onokerhoraye,




Talle T.b shows that some states nave verv low
figures of population 'per dispensary wnile cthers
have hign figures. Again the table shows some very = H
frightening figures. for the distribution of rural',':
health centres. The tasble indicates thet there about
202,000 people per rural health centre in Nigeria
in 197%. “ome states suclzh. as Ondo, bendel, Borno',:

Oyo and Anambra had less than 100,000 per rural health
centre whereas Cross River, Berue, Kaduna, Rano and

Plateau had over _ million people per rural health

e ) il

centre. : : ] 'R *

This._ marked disparity is very frigh.tening ingeed
bécaﬁse o.f the fact that it is largely in these { |
rural health centres that preventive health care o
services are co-ordinated in the Country and with
this deplorable situation in some sta"ltés, the “h.alh

for All by the Year 2000 Au™ seems 4 mirage,
Howaver, azcording to Ongkernoraye L1984) the

rh

sctors responsibla for the UNeven distribution cf
health facilities can be adduced from the role -th!e;
Christian missions in establishing moderr wid medical
se:..*\;ices Iéar ly in some parts of the country, manpower
distribution, and self-help activities of various
localities in the country, and the process and pattern
of urbenization in Nigeria. SR - v

P |

i
i



OGHLAr 140, ouvCaoten o TUKAL AND BUNC! T SACKS  URD
CP FALGKRSHIN LUCAL wWVYBERNIILL S ARIZA

3.0 Introduction

The backyround to the stucy area is divided
Lroadly into (i) location and physiographic features,
(ii) hictoricel and soctio-cultural characteristics,

and (iiil) economic characteristics.,

3.1 Location and Physiographic Features
3.1.1 Locatiocn

Pankshin L.G.A., is situated some 120 km scutheast
of Jos with Pankshin town as the LGC headquarters.
The LGA is to the north by Eaucni state and to the
scuth by Sherndam LGA; to “he east by Kanam and

Lanctana LGAs; wnii= to the west by Ma yu LGA.

Panl:shiin L3A I3 =8 o £a Gi.rwean L>4as in Plat=an
slate of higeria (s«e rig. S.7). U

Tné: stully a0 s is locoue: Dat-een N 1% and
3 31!.\.- TREPR | 9‘" A I A {.tl’ A7 s P . 3 o9
! b Ny arg I o and Y 47'3 with lon itude - |

302 diss=cting the L3A almost equally (see Fiug, 3,2)
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3e1a2 Phyciogravhic Characteristics

2elalZe1 Gewloay and Geoumorphcloagy

With its location on the Jos Plateau, the surface
rocks and hills of the area are composed of the
Pre-Cambrian Basement complex. Th? vqlcgzic rocks
of the area consist of basalt flows and cones made .
up of metasediments and older granite, and
undifferentiated igneous and metamorphic rocks
(akintola, 1982). <Yhese rocks are neither porous nor
permeable, except where they are deeply weathered or
have zones of weaknesses such as cleavages, jcints,

- —

fissures and shatter helts (Ayoade and Uyebande, 1978).

Geomor phologically, this area has long bu:en
subjected to chemical and physical weathering, and
has decompos=d to clays of varying colours from pure
wiiite to red and purple (Buchanan and Pugh, 1969 and
Akintola, 1982).

-

2elale2 Kelief and Drainage

Almost three-cudrters ot Fankshin LGA cunsist
of hills and hillocks. There are very steep slopes to
the eastern and southern parts of the LGA, clevatlions
vary from between slichtly below 480 metres (1600 ft)
and rising sharply to above 1560 metres (5200 ft)

above sea level (Fed., surveys, 1960). fig 3,3, clearly
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chous the t pours:hy of the area whicn indicsles that
only the no.th-vestern p.rts have a cventle rise to

156C metres above £2a level,

The surrcunding hills in some locelities are
cheracterised by a primary systém of faalts striking
more or less parallel to one aicther. Uplifts and
down throws of block-like portions created & liocal
horst graben-like structurctures in some areas
(Thorg, 1975). Some of the prominent hills include
Tenmbis Hill (1586 metres) wulmi Hill (1501m), Kutchi
Hill (1304m) and numerocus local hill outcrops -n the

localities.

The hydrology of the area is influenced by the
relief., Fig 3.3 clearly illustrates that the area

has a racial. drainaje system, The drainage is

irslusaced oy the mounptainous n=ture of the catchment

s with Very s:.2p alellent madiin, rivers descent
L

Loy esSczppminis witn raclids and £alls towards the

T =2aft, souniEn Aanc east Of L. Seite ‘hese rivers

have V-shapad valley in tioe upper ~Ourse. The upper
courses or ‘:'n;_-s_-e rivers are underlain by crystalline
cunenent rotks cons.sting of gneiss and schist which
arc erxtenslvely int:uded by granite grandoiarite and
syznitic r ck tvpew and lccally ccvered with basalt

Jlows (Fed, iere oF Li ‘uria, 1378). The lower basins
are underl.in by sedementary rocks Cg-ief.ty sands tone

oy [N
et



' The fectur«s at tre uppor coursces of the riverg
forn conoucive znvironment for the breeaing of
sirulitdm the vector of onchocerciascis that bresds
well alone fact flowing rivers and streams, vn the
c‘-ti_ac.-r hand tlx- lower courses zre favourable for the

oreedino of snails, the vecter of sthistosomiasis,

The main rivers in the catchment area include the
kivers GwaSka, a tributary to the Gongcla River;
Jincar, a tributary tc the Wase River and the
Shemankar, all of which empty their waters into the

- -

River Benue.

Asseez's estimate (in Azoade and Cyebande, 1972)
or porositi®s of weathered rocks of the basement
complex to be between 1% and 3% making permeability
very low, though the 2Zone of weaknesses are common,
tnev tend to be too loczlized to be of any significant
imrortance as reservoirs of water during the dry
:;e:a; ::m. this apart, the hy:‘irolo_.‘:: of the area is
#zlac influenced by the pattern of reinfall with its

definite ory season from November to April,

- - Es

JeleZ2e3 Climzte

Tha climate is trogpical continental but tnis has

seen highly medified by the nigh zttitude of the area.

g



(1) Rainfall

There are a number of rainfall stations which
had at one stage or anolher been sending datas to
Lagos, bu* most have ceased tc be operating now.
Annual rainfall valu=2s at six rainfall stations
within the area show a remarkable degree of
variability. A part of the variation could be
accounted for by the steep catchment and localized
thunderstorm, which are responsible for most of the
precipitation. Table 3.1 illustrates this

phenomenon,



=125~

o S Table 3.1
_pg ’ liean honthly and Annual Rainfall of Some me#wo:w in the Study Area naiu
station . Years _. _ . :

U . of | : . : _ _  Annual ..
o Record. J . FP - M A . .M - J J A S . Q@ - N.- D -Rainfall:-
Pankshin 38 2»5 2.5 17.8 55.9 109.0 132.1 193.0 264,22 215,99 €83.9 5.1 - 1064, 1
Kadun 16 2.5 - 7.6 88.9 119.4 159.5 233.7 276,9 230,2 48,3 2,5 = 1167.5
ﬂm;mhximwww (Chip;13 = - - 5,1 173.7 83.8 162.,6 247.3 292.1 24G,4 114,3 22.9 ~ - 1275.2

 Kwahzak 11 - - = 30.5 81.3 ___“...mw.p 127.0 238.8 284,5 223.,5 78,7 = = 1150.7
dw T : .

" Sources Field survey, 1988



yicther fectoge ¢ i faingeldl pattern is thet
iv rises gaalually {rum the nonth of April and reaches
its padk In “c;u;'t and starts to decline into the dry
scutoen in the ménth-of sepzenber. The Beginning of the
c“oiny pericd is always fr:c_i;;,pani.gd with some dry

svells.

The seasonalityv which cheracterizes the rainfall
of the area, the duration and regimes of the wet season
and the numbzr of months with less than 100.0 mm per
mcntih have significant impact on agricultural
activities of the peuple rather tham rainfall totals
alone. ‘nese determine the psriod of labour peaks

and the timing of land-cleariny, pleating and weeding

[

operat

ONE.

~iXke rainlail pattesn, -hHs temperature ¥ the

i ol g . :
areoeg vary irem on locallly L another espeCially

G iz the lowlond and escarpie-nt area: and the

-

e X e 22 gruend Fanksnda town and iis environs. The
- . Ta b1

annnal wean maxinum tempercature thersforranges from
O O S o

2CC (LOTR) in Pankshin and its surraunding settloements
o a2y \-\C;_-. A P A A -y - By o

to 322 30°F) 1In }.;\-a..»Zak, W« ang Kwalla (Fisld
survey, 71288), +‘he mean montnly alr temperature is

loviast Iin January and hichest in kHarch in all locstior s

e



anc these 2sd ¢ . arilbute Lo excass Ive Juses 6f
Dol rinerel ions taesuah sweat. Furtnermere, the

LMS =1ls0

Yo

ddctriosutior of v.c0ots and clher cr|an
vories with the temperature puttern,, As zasch (1978)
wbf rrves, for Flasmodium vivax, the organism causing
heniun tertien malaric, the mesuuito phase of the

life cycle ic completea in 7 days at the optimal
teuperature of 28°C (¢3°F) and more days for lower
terperatures, while the most danjerous malaria parasite,

pl asmodium falciparum, reguires a minimur of_.21.6°C

(70°F) for transmission,

(32) wind System

The surface winds, with local variatiocns, coniom

ne main currents or the airmaszses, Throuszhout

tiue yoear the credlmajs ity of the srevallin- 4inds are
LIEEET lvede OFf Sews - 2N Yele wWinds start T Llow

acrost the wiole arza from Gekober to mis-iarch,

Jacra oore usually vy dry, €Ol i, durty «inds wnicn
roouce visisility to near 2Zero wspacially in D :ceimber
carough January to esarly February. +*his system therefore
co-rasponds with the harmattan, the tropical continental

as-r streans which flow from the _-zhara across the

country. Because of the altitude of this area the
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2 fksnal Sinlnadm temr ez ate: «o Jurine tnis tirne

; . > b : o] . O 3
are usually low suchn as between: 7.7C (467F) and
31.1°C {52°F) petween peceabsr anc February as
recorded in Fanzenin towd irn 171 and 1972, The nean
rolative humidity for the same pericd was between &%

and 3% (Field survey, 1988).

Between April and September the South-westerlies
blows over the area. These are warm, moist winds
virich brinu along with rains, Here again the rel ief
plays its role to the type of rainfall - or cgraphic

rain-all is more frequent to the southern escappms nts

that face the coming windse.

The wind sv-tem of the area therefore coincides
with the *movem:nts' of the sun from the tropic of

Cancer to the iropic of Cppricorn and vice versa.

fhus tha movemen: oL the trogical continental air
streqw » (CT) ana ik cropical mar itime airszreams (N7
L covinge axTel .

:c:. ‘-4 Tne s>0lls

sased on =ne F.A.C. seretic classification system

o
-3
-
a
O
s |
g
[
C
4
L
1
i
(o]
-
b
w
[
(8]
w
e |
ot

ified in Pankshin LGn.
-hiz group is mage up of ferruginous tropical soils

syricully on crvstalline acidé rocks and lithosols on



: : ~ ="Bm 3 ~ 1 ;
yarruagldnoeus crass I = , i= tre hictlande ung

1o lzncs of tne area res: ectiveiy. dhe scils are
cenerally shellow an! steony especislly in the rocky

of the escarpm-nts and scils with free to

.'.:'UC.

"

Imperfect drainage ar2 centined to the lowlands and

river valleys end floodrlzdns in these relatively flat

3-1-. 2.5 VGGEtation

The vegyetaticn is characterized by widespread
shrub savanna and savanna woodlandés, while the natural
vagetation of the lower valleys hzs been removed
by agricultural activities. The general appearance
of the vegetation on uncuiiivated land, and a
copéerison with forest reserves, su:sgests that

t.rouchout the area ths vegetation is adversely

affaected by numan ectiviiies nauely bush burning,

uneuntrollec fa:‘..;'n_. anc. extract_on of the vegstul
~

resources for fuelwood and building materials,

2.2 ‘istorical ang docio-i..lutu-al 3ackground

2.2.1 Historical Dackoround

Wdstorical backzround ¢t the peo,.le in the
ren is based largely on the writirgs of the early

culonisl adnanistratlive ciflicers and missionary
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FIG. 3 & :PANKSHIN LUA: MAJOR ETHNIC GRULUPS

N\
A BAUCHI STATE /

SHENDAM LGA

SCALE"- 1:300,000

6 C & 12 KM
1 1 i { _

=—ource: Field Survey, 1988
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7 ¢ty

evangelid 1o an Ol tracitions pebsed on from wnuo
acnoratien to another splced with local nyche and

logends.

However, the oriyin of the people could be

inferred fram sonme avallable records lagely based
gn cultural and linsuistic sources. 2ome early scholarsg
who heve carried out zome studies in this area and Jos

Ploteau in general i.nclude Ames (19347, Ballard (1971},
Fagg (1956), Greerberg (1965), and Yemple and Teuwple
{1965). Most of these scholurs point to the Hact

that thefe people were among the pre-Kenurl inhabitentc
éf Jornu. They were driven from Bornu scﬁaetime

between 1100 A.D. and 1300 A.D. by other tribes .-

(3iknitois, 1985}, After vears of travslling they

sventually cams te a place called Yam in the north

fre

of Kangm district, Later on.this groug spelin inoo

neverasl branches as & result of an allege., O s

¥ . -

gricued tu form Une presont ethic grours in tna Ui
.

{gee fiu, Z.4:, oome mOmDErs OF tns Irdu are said

Lo hevi moved inti 2.rt of -nendam Lbs

Linsul. tic eviuence nasg it that the Angas, Chip
(:hishiz), Fver, awanka (Kaadd: ), ral, and other
lzncuspes in the area are part of the thadic ,roup

oi lanjuages (sendor-3aru~l, 1982). And the peopl:
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i ine Lot Incocuersille pountalincus areéas of th :
rtral and western Middle Belt. This Chadic group
of languaces beglon.s tt the Afrcacistic family

it.} which by imdlicaticn these

people must have & mi rated from the east to the

present area.

3.2,2 Fopulation

Using the 1963 census figure as base and projecting
to 1988, at a 2.5% cumulati e incrzase, Pankshin LGA,
hes 229,429 inheibtants (computed from Plateau state

sbatistical Yearbook, 1778) which rapresents 6.3% of

the total population of tne state (in 1988), «ith a

esntial area of 2334km2, the Lia has a population

ensity of 98 parsons it sz in 1238. 3But trere are

variations in the d =l:zv between districts which range

. pereong per o © In Fai oistrict to 167 persons
o ket in Ravwir Lisvrict (Ficld swrvey, 198%,,
mio . a3 ang Tail: .2 show thet variations in the

population distribucion between “istricts,



gy

Pankchin L.3.A. Population Density

Panxcnin town,

populgtion reside in smwall rural sectlements and

dispersed nomesteads.

the L2C

ilazion resige in

wshile 35.8%

of

2istrict Lend lass (kmzi Pop. Density
Pai 15% s cow 8
nadun 1Ee2 €4
Wokkos 144 65
Tal 220 72
Chip 205 88
Lankan 220 G1
Fier 152 96 cami
Garran g9 104
.Pankshin 385 106
Anpang 144 118
Anner 212 144
Kabwir 212 167
_; F. 1'2_ s 334 23
Source: Land area CuiCuygaled from-fspograrhical mar

-
-

talnes Irvm rlateau state, Len wnd surveys,

the



: § & ¥ b . 'y L # ﬂ'
B ST _ e TEAT an b J i
) : § Y ) . i
24 30K cien - 0R2OUPS
P == = === M= - N

OTHER
1 L%

\
1

L)
o~ —d
i el

NGAS
61 O ":’u

Source; Field Survey, 1988



Pankchin LGA nus lLgas, Chip (i.bichip), hupun,
Flory Ratun (Ruatwa) ano Tal o5 its predominant etnnic
roups . +dhese mojos etunic crocups courstitute thelr
resyoctive fccicl area, which in essence calls for
soclel area analysis o ohnston (ec), 19561, Strobino,
et. al, 1982, and, Cruta, et al 155€) since they

occupy different ‘sccio-geographic' space. The

breakdown of the ethnic groups by population is as

|

Z¢llows Negas, 67.84%Lupun, 9.7%; Chip (ihiship) 8.8%
Tal, 6.9%; Fier, 6.4%; Kadun, 5.0% &nd Others (Fulani,
Ibe, Yoruba ang dausa) 1.4% (*leld survey, 198t..
Each of the ethnic groups nas a slightly different

Gdinlect from one -snother, Fig 3.6 illustrates tha

distrioution of the =tanfiz "7 uns,

< _ & =3 3 4 ¢
sorElem x cres fIsoernis fr.d b oo
g y - PO fiz e1n i
N Ebac SR S T U W (P e a2 L I RE e T, 5 L SOmEewne: .
} Ee3y ot WEWaLLlY @ssw tO ¢ . e  B5CES, 197. 4.
Sutiiaasnts have Dottt a3 slite ane £ a situation. Jhie

!llage is the gominant sccial and econcmic unit of

-t




‘oot L einct for s izuntal anc vertical space,
seltler =nt pattern in the sty area has beer cnormously
inlluenced wy the phyc!li.raghic factors. Over 75%

U. the villeges are widely scititzred over nills and

1lleices anc relatively flat narrow strips of land

b-tiveen hille and groups of bouliers, Some villages
are split up into a number of small hamlets on the
~ently flat land surfaces to the southern and north-
castern escarpment end. the plateau to the west and
north-i=st of 'contour 1320' (see fig 3.3), These
mettlenrents resemble the characteristically dispersed

homestéads of the Kofyar (nettinc, 1968).

3.2.5 Treniport system

Villaces ar> inter-1ink-d witih narrow paths,

= .ications Ssetwean the Fetblarents are usaally
l.a w2t berauss i Lh= mig:edrness o7 th= tarrain.

Du-in T £0- Tesy S24S0Nn certain 23atns ducome impassidl-

st e tuin pelnis berause ol Tlodfed rivars and

M-
(-
B
.

L 1

trilublries wlin turbulent rapids and fal

SO Lsver, Laere a A only t.uc major roads cthat
pa. s throuan the area - a laterite road from Panyam
thircugh Chip to ~handam and a tarmac rcad from Panyam

threu-h Panksnin - amper-Langtang to Shendam. The
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el Loukin. whilt the seaslral reads heve a density of

2
ek tu 100km~. (Calculeted from topographical map

Hormiila for Rosd VYenslitys

D = LRk x 32C where

A 1

e

=
(o]
n

road density

A
]

Total lengths of roaéd in the region

o
1

~rea of region (pmz)

Tha lengthis of these roads have increased because they

.

ma2ancer through pesses between the hills and escarpment..

Thz road density is quite Lzlow the Y United iaticn's
o o e et A el
standard, a mininum of 10km per 100km~ for developing

countries (Hagrett, et al, 1977).

no irt from the Jlow road dans r tnere is slso

1 X e T4 1841 =52 d ar re
=500 i o 5 IR ST o T ¢ ; n-newar- Lr
G ks 1aing s2uy nence tha movemsnt u: :wople anc
ATS e CeNllals LEIVICe DRIOCHL I3 v tancerec,
) C pa 4 1 - v - . - N ey a S
N W ST ial stiuztuvre ang ur sN1Zation

Me social structure rantes from the amily unit
-}

wiwee hwead 1s aliays a married male adult theouch the

clor with the heud being

@

n elierly male who is recard
e have a vers d knculedge of the ancestors and the

* ’ 4 . . . t 1 = YV & Iy S = § =
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f Chwat @ xvidonl 1olp vel R ke l
ir in thir web thet the Tarmily system bacomes very
cxitended te conmrise even mere than three to tive
senaration: within the locslitics (Ficld survey, 18623,

It i: however the cun:lomeraticn o: tneve s2veral

fonilies and clans thet constiture a village dalimitatien,

Hoorover this delimitation should not be regarded as a
clogsed system. These villages/hamlets in turn have
their varicus heads who are directly answerable tc the
Jistr ict head for dissemination of informations and
innos=ticn. from the covernment through the district
head to their vari us settlements. And on the other

hand sending feedback to the district head.

The villeue and district hzads are chocen from
aong the members of the 'ruyal family* and any of the
I trict heads can b chosen to b: the paramount chilaf

=4

OfF the LZA wn-nevaer the stool 1:x vacant,

she famiiv, c.an ant villace settin s are the

Wentes for the instilistion of traditional customs
and beli:f.. in the growing genvrations and “ase

mores are then held to steadfastly, Never:: «iess the

o |
3
£2 )
T
p

=

(9]
Ll
=y

wnan shildhoea and dependency is
used everywher= tor # learned suclialization, for
wesorption oz and indoctrination into tne prevalling

x> 3 oy "t'l
g - S (R VR | hed o g



Tre 2de et rptp s T OEryY culfire 1S
lirkle to carry .. varc o liefs regarding health,
diLcrse and thz: causes of {linessc thet may be deer:d
»i.zare by &an outs.de cb. irver. gnc’. hos the people
are ¢! anized to soelve any heslth [ riblans, Q'th heal th
aport, focial structu: e and organization have implicaticr
for zume of the producticon organization and institutions
that woulod improve the well-being of the inhsbitants,
Kinship relation is a primery factor not -only in
determining acckess to land but also in the organizatiocn
. ...OF lagbour and of rezidence (Mabogunje, 1980). The
supply of labour for agricultural prouducticn is yonarally
previded by members of the extended fanily. 3esice
organizations ror th;-SUpply of lahour to individu.l
fa.ily farms, there are also or.-nizaticns far
urndertakino communal tasks such as the repgir of
atlwa. a, thetehing of houses and s-in:enan:elt- tho
coumouna of the viliage head ar® diitrict head,

i cnomic characteristics

~,3.1 nariculture

Atz lculture iz the primary activity o: 1-: zrea,
The presant egriculcure is largely subsistence
auriculture with only a small proportion of the l.nd

devetel. to cash crops.



citar b entirely P, hond noey ané F-rvesting is ulso
by hand., ‘wir.l drawn imrlements <o not appear to
exict in the ate2a, ana the tractor nloushing service
in not widely utilized cither as & result of the
terr=in of morst purts of the are: or other reasons in
the ar€as where the terrain does not potce any threat
5 the fractor. BHut cliemical fertilizers are
extravagantly utllized these days in plece of organic
ck.pure sucn as farmyard manure eénd animal droppings

(Fizld survey, 1983).

A wide rancve of crops 1is zrown, the mein ones
being sorghum and millet, rice uas recently b=come
that

an important croup,can be considered to be the meain

~acn crops in lowland ragion of th- study area more

iaity in €aip sna fal disvicts. Otner cru-s
rae) = DaiZe I a8 casa Iz t.r thi: sars .25 an
o b ]k 4 t sulUcy aresz, © - 3 SEunInuty,
Susooe | : LN a faMdsr 92 wlZisvus wygacties =
Gl T 3 0 Rous Outarors @ CelLS ,
e wi § et a  3IG = anc =5 8V O SreSs
bles wr L =1y £ ul, )
Blhie Mmein Erallt oo

oo are 31l palm trees, olive

tree- (atili) lo.ust bean trees and mango truss are



£ oy e thi Ve wndle o oo waddly da 1t he

cultivated busht, onjs ziglly Jocurt bheer. trges.

fhe farwins systemi is bele?! m2inly on mixed
cruppings 4dhe cr ps may e son o ricges &t the
i _yinning of the rainy season in the furrous belusen
the ric es, cr on ridues re-formed 2long tne crops
vhich have ueen planted in the furrows when these are
beiny # weeded. 4he principal crops mixed are usually
csorghum with millet, cowpeas, groundnuts and okra

undersown in varying proportioncs. “ome of the land

s

& also used for seperate cropping especially late
sowrn millet, maize, g¢roundnuts, rice, bunliseed, yuis

and cocoyams,

.rere do@snot appear to be much 'slasnh and burn!
cultication (Fer:i1l, 1974) but there is a tyne of

wawrryae Edend i IS e "o v =k B
16 ) Ll I ot TN R Y1 Ml ,hi\ i i

i< zaklons ¢~ 1

T X i (o H tr e i W XTUrez2 cninnade I N - ED
-
» - .
“erraee TArrIny; 45 watensively practised i tiw

eocarpm-nt areas and nll i1sices and jently sloping azeas,
+Nis is baesiczlly to -woid s0il erosidén and to maintain
the Loil water «ns fertility. In spite of the practice
ol lmmediately hceiny crop recidues back into cultivation
ricdges as a means ol s.ﬂ:.ming the decline in or;anic
natter levels, the level of s0il fertility is low.

o



fori Llty th-tuny Lrnlyin, sintle stperphusphate and
of silphuate of awonia, tne use or wiiich hes been
stecacily ruwirnz in relant years, +<he irplication

Iz the roiluticn w. water scurces by the chuonlisal

fertiiizers turough run-off or Lnililtretion,

Wdith the exception of dwarf cuttle (muturc., the
loczl farmers do not normally keep cattle, but tre
nomadic or semi-nomadic Fulani pastoralists run their
herds through the regloun to make uze of the grazing
on ths croup reicues left after che harvest in the dry
season, lLivestuck cother than cattle which are
malntsined by many faruers _ncluge mostly goats,

sheep, pigs, dogs and poultry,

1,342 Traditionzl ln u-try and Crafts

] £l

This 1s the gsecond it v sectar o thoe rusal

- = .
e nemye. I cont it eriny srecizionul In ootries
araeat KTYT3) Gas 21laY3iT g Ease Ik | vcest ing
. auticuitural folU priuwcts, (1i cw ion ¢: hides

and s<ins into lzether (i,2. tanning), (. .) cuinversion

c. cotton lint into vern (i.8. spinning), (ivi smeltin

Al
coszing ana smithiing (using ferrous and non-:zarrous

-

minerals)y and (¥) <l ss5works,



Slem by pluotw s ahy wf euricultural producte
tuch as procuction of flou:r friw (rains|, oils fronm
cil-palm fruits and clive fruits, and local ccndinnts
(daddawa) from locusit lenns endg.rrel se€ds; and wins
(burukutu) and cruel from gr=ins ire aong the

important traditionsl indurtriec in th . area.

Smithing carried out :7 uen only is widely
Liifused in the area thereby me=ting everyday needs
of the rural community e.3d. local farm implements
as hoes of various sizes, sickles, axes, knives/
swords, arrovs and spears. ‘hese implements are of
sinificant importance in the agricultural activities.

..0f the pecuple.
Crafts such as woudworks - maiiing of wooden

sutical instruments, farm and househald| utensil n-rn-les;

ks E5nd Lasket makingg ~lavworks, i.c.) che mas "5, of
maTs O Narlous i7ve it SAfSer 2nt wchoael
{ e el SO Dol € i Banu : o JFILe] Fort
Chdias s Bt AmORn e Vil foS y gw e
Y of LT
2ed The wtlationsiic el men the Pny: osiraphic, Socioe-
Culturel and _conomls Lack coons gnd n2alth S:%uat ion

c. the Stucy Ai<a

Disegre Cannot arise withcut the gonvergence gt

a certuin peint in time and spece of two foctors,



r v BB~ faprecyr "V . ebhp ok of an &f J¥ L nial
st_1ulus end the § cworz Lnel condiiion the rasponae

o .uman tissues o the ervironinntsl stlimulus, The
cavironmentel f.crors thet ma, —la & human tisrues in
joupardy vary with the cecoraghic wnd cultiural locations
of the people. For instance, the topogr aphy of the
area is hilly and mountaneous thusg making rivers and
ctreans to form raplds and falls as they descend the
cscarpments of the plateau. 7The descent cf these
-ivers and streams consenuently increases t he
velority of the flow of the water thereby creating very
soud oviposition sites for the timulium, vector of
onchocerciasis which plagues some pat ts of the study

areade.

in the case of malarla and scnistosumlasis,

rainiall distributicn ~arbined wizh the =daphic factcrs,
ore Bapesially the ICRILLY ©F Ea® S0Py 5 T
Chor, maey an IUpareant [Oie In ne LransTt. L
¢ controlliln: the @Cuiozy i Bued W g
&1 & Lae ir $ Sad AP . DeETe : s waEer
~ 1lzcts .n the sur:zaie and Sarie furcows, che

L. rafure ot THw Al e -n adoizion o thess Clima e3ic
F otULE, the wind SUST2US thet carvy dust may in turi,

cLr . chott bub cfisctlve cine, czcry alonc pathouenl.



pacter ia angd virv.es tnoet cause outbreaks of some
airborne diseases at certain period of the year in

the area.

Areally, Pankshin LGA is suuposec to have three
hospitals in accordance with wHO's st. noard (WHO, 1961)
of one hospital per Ef)flkmz for effective access of
the services to the people, but on the contrary there
is only one hospital in the area. This situation has
made the hospital service converage of the entire
popul ation in the srea very ineffective and this is
fur ther compounded by the rough terrains of the ares
which the people have to traverse. The transpartation
system of the area is nothing to write home that will
facilitate the accessibility of the hospital and

other health car~ services to the rural {nhabitants,



‘ The Uirerii it..n cf Health Care Fa:.litSes
in Platesu Stale

As we have seen in the distribution of the
structure of health care facilities and services
among states there I1s a remarkable disperity in
the distribution of hral th care facilities in
Flateau state., Table 2.7 suggests marked variations
anong the LGAs i1 the state, It demonstrates that
the average area served by eazh hospital in the
is 3615 Km?, but there is a significant variation
around this averaje from one part of the state to
anotiier. 7The best served LGA in the state in terms
of accessibility to the health care services is Jos
LGA where the area served bif'one hospital is 24 .'?km‘:
and walking radius of 8.8 kr with 443 people p=r

hospital Bed and 6Uo? people per doctor, On the

oth:r h.nd as shown In Table .7 thare are :iv-- LuAs
withour hospitals hernce thev hive to depena « ra
neicnbourans LGAL winese heatn Care services ve been
saruracvea witn very hian populaticn pressure an?

tnereby in.reasing thelr care service areas from thos+
snown i, tne tabiz=, 4nis im essence suygests tnat
some peopse in certain perts o tha state have tc
travel more thaen 7Ukm derore getting to nospital

serVvices,



|

o S &t . J

Listribytion of hkcspital Fucilities by L.G.A.in Pﬁteau
Steie in 1057

Project~< oL TePuU. fobl. Area e alking N
o Liokbat FOpue o o per per S2rved Radius of
1987 HOSP. HUSp. Doctor by @& & HOSpe
bed H;:g. Km
AkWanga 321,544 1 «oB0 160,772 3413 33.0
Awie 225,215 . 5 = ~
?fgfkin 243,945 1 2711 60,986 1957  25.0
Basca 2044252 1 3405 204,292 1776 23.8
Jos 460,743 7 443 6,062 242 .8
K anam 173,876 - = - - .
Keffi 306,766 1 2360 102,262 6019  47.9
La‘ia 208,449 1 2487 74,612 2737 26,5
Lanatana o T {1468 26,420 2476 28. !
dan ) ) G - -
L av e - - =
MANLD 200 44 phoy i L1338 233 27
whenlgs it iy 1 30+ ug 587, §1¢ 4.
VT 1 &3 - - - - -
Plateau 3,663,922 15 1974 35572 3515 3349

* pPopulativn projectec rrom rlateau sState Statistical

Year Book (:1575:10) 3e= 2. 77.

Source:s Plezteau State Ministry of Health, 1987 and
Pizlé Survey 1967.



wedAln FoJaWS LD p halth sfrv.ce cenire San

D2 czlzulited uzing the following formulas

Wners WR =  Walkine Radius
A = MNeg Of the region (kmz)
C = lNumber of health service centres
29
[ S

i.e. the area of the region is

raken to be an greaz of a circle.

For exanple kkwanya L.C.AS
- - - - - 2
Arez of the L.G.A = 34.3km

No. of hospitals = 1

e ' - |
\ - -'3"-
Pl ————
\J Jr.s ¥ L
B r.. . 3
| ACE. - e
i
i
- 3‘:.")54

Conclusion: Tiw Caluwlac2: 4alking radius to the

hosgltal In Akwanga L.G.A therefore, is 33km,
Is
W
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Sratdal GI.pirtiv ia the iistribation oy
medical tacilit.es in Plsteau staete is not coniinec
to hespitals alone, but also maternity centres and
dispensaries ann the pe'rsonnel, and other health
related sectors such as potable water sunpey, phys’o. .

linkages and environmen. al health education,

The spatial disparity still shows its hydra
head, within the LGA where most of the available
heal th care services and facilitles, dnd other
health related facilities are highiy concentratsd
in the local government headquarters at the expense
of the rural areas within the local government areas

who are more plagued by various health problems,

3,6 The Implirations of the Spatial Disparity
5% aalth services in Placean .tace

A summary ol the pronlens facing healv o ser

in Plateau state i3 as fullaws:

Jotet smuw Priority foi aeaiti

L0 Zhe national develepment pfoqt'aﬂiai.es i
general ang the state in particular, health Joes not
receive high pricrity nence it get $very srall

financial resource allocation as cowared



i

cocenomcal 1y more appealino incuztr! -1l or externailv

induced agricultural programmes. i

3.6.2 lmbalances within heasith sector

There are oculte a namber cf imbhsalances within the

sector giving rise to emphasis on:

{(a) Curative rather than preventive/promotive

services., _ ainy

{b) Urban rather than rural coverage
(c) Hespital casre rather than ambulatory care,

particularly in allocation of the limited funds.

{(d) GQuality rather than both quality and guantity

of care which can reach a wider population.

(e) Training of sperialized doctors for the urban
Sector rather than auxiliary hea%ﬁﬁ?i@rkera
that will ertect vely man the rhgg} se.te o,

() sci;ntific rath;r Chan traditiLnal meaica.
hractices. This nas leo to jnaceduate vtilizicdhe
bf tr sditionai nealers ano vistn o cendants in

providing cere and other locsl! hea.th resousces,



36,3 Sho-tp @ c¢f :-+3c Rezou.ces

Tne limited capital availarle to the health
sector for initial purchase of ap-ropriate facllltles,
equipment and supplies, and me.ntenance is 2
serious impediment to expandinc services, This
is further compounded by supply management problems,
includine transport and communication difficulties

in gettino supplies to where they are needed.

3.6.4 Coverage

Inadequate population coverace and underutilization
exicts in the health system. The widely dispersed
population creates difficulties in acihieving
effective overaqge of the population with the
desired health services., Underutilization of
av -1leble fe-3iltier is a prabrilem in some parts o
the ~tate, 40 CTad ¢ for thi: a1~ critical facto.s
in planning i: -~ St :mnecimfnt: t. utilization of
SEIrVice: were sJUccersrul iy avolidec ia developing

New Progl aniie: w sl 50C1l0~poOllt ICAL waaS.

y 4.5 Community Farticipation

Insufficient community parti:ipation in

proaramme planninc ani the operating and fimancing

¥

-



nea.th ‘ervice- zequ+ntly re.clis in rervices
#hicn a community may not understard, desire or use,
This is also furtner compounded by insufficient o~

ineffective use of ntalth education,

n

3.6.,6 Health Supporting Facilities:

Inacdeguate or lack of health supporting
facilities ena services exist in some parts of the
state especially in the rural areas. These include
safe water supply, sanitary waste disposal system,
houwsinc facilitlies, vector control measures, and

appropriate energy supply.

These and other problems need to be carefully
adiressed for the achievement of the objectives of
rur al development strateqy of the country ana the
‘mealth tor All' pol.=y. This study takes a clojer
look &tc th=se prowul=mn:. at a sun-reaional leve!
Pankshin LGA, an; atLempts to demonsStrate now rurad

hea! tn cars Services ~an De pruvigec moc- =tfectivaly

The n=xt cnapter alscusses tne on. - ographic,
socio~cul=vral and aconomic background of Pankshin

LoCel GCovernment Al2a.



Tt next c: artor in thic <tiny analyses the
pattern ot wa 0r tealtn problems of the study area as
they vary with the rhysiographic charscteristics
of the various rural esress, Tno or.; ter further
analyses the spatiel cistribution (: heaglth care
services in relation 1o tne gencraphic distribution of

the population in the area,



by , Bt Lia 4l T SPATIAL
- T b . e dh g Ry Sors ouREICLS
The sissuss! & of v ¢ 1igl cistriibution of

I.alil oreoilems will foghl on hE localization ci
cerbain di:cases in parts of the LGA as a result of
crvironmental factors or cert=in demograpuic factors.
e discussion of the cpatial dictribution of heal th
care services will on the otner rnnand focus on the
jeoqrarhicel location of heslth care services in the

1LGA enc the extent to which the entire population

are effectively covered.

4.1 The Pattern of Health Problems in Pankshin LGA

The pattern ci heal th problems vary between one

e e achiz space angd anoth2r, and o ween demograshic

Lt & & -
- . - - -l - il ¥ —.:—- U_-'-.'.'\
- 12 Y 19
2l O X _,'ll_ : s 1 "‘. iy ol - . '?T, 1 :n,;'.; 0 (_)?:‘.}.
p oL ETs) an vy (28l o -arrfed 2ut s tudies
-, ol 3 vt e o~ 8 c‘q‘ £ Ges
(S L -.g . . - - 't - . - . PR N - e — =] -
M own sehiclaes nive shown the  loowl vagigtions Iin
2 4= FTEE. .onoang have . .otifie@ scine re:iuns
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22 3o the stuty 7 jwesic and G eases in Fge.la

o Lentifi-gd sure health jroblems thet ara mdre

Lert in scne states than others, 1

The spetfal Pettern of cizewse Gisiributisn is
|

no refleoclied st the microlevel, Tzkle 4.1

[ -

vividly shows the variatione in disease distriBution

LR~

aczcording to environmentzl differences. The table

t+1 uces altitude for different locctions as ohe of

|
the factors that influence the distribution of discase

- - |

in Pankshin LGA. ' !



S i) <intribvticn of Sone | ajor .ector-i.elaked
Sincases an Farkchin La2 19%7

L.Cition of Heli nts oChdL tos.- Onchnc- JFil...-..- - AN
Jig wnsory/ nbove SeF mI. Tl cerciasig sis )
i 2 SN level (/11 types

()

Mabwir €20 1590 [ 104 1,458

Dur:gun 1,320 3 - 45 53

velleng 1,200 36 - - €2
Gy anuyang 490 20 ~ 56 4

Jannaret 900 51

(& ]
|
o

Longkat 480 491 312 264 927
Lacu (Gu) 1,140 172 40 - 344

L:onkan 1,195 ' 119 - 65 s

urces Compiled zrum Erv-c of Christ in wighkria
- & . - - . - - . - - ]
({her=aftsr refers>t to as Jusoa), Surfl
realth Frograme. hne auUarters, ranyaig o oo 7 7
SN L g daw oae s BEOr 1lwsziion =i th
QiSTENSArias «f CoafiCy «=2XlhEs o2 .culated
- ey - . v P ¥ o - .y . ™
-y AT L X Gy shigsk 7 Mo~ VEY2,
. { -y o . - g
- Ny - s - o b i N . - 4
L - - =~ - s - £ .o 9 L] - & %
I =ould be inserred from Tetle 4.7 Ehatd the
gisecivuticon of ¢isCasws virles with the physHic«i

attributes oy various lu-alities, ‘or exanple, Longkat

anld syanoyani; are on almoct the same abtitude but
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1G.41. PANKSHIN LGA:
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OMcterncl and Child Welfare Clinic
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SCALE 1:300,000
== == Seasonal Road
€ 0 6 12 KM,
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0 LGA Headguariers




ne SR AREEE & J rediosd. are miie previdl.o’
in Lon_ kat then Cyancyat. . Jho :::.lc e relecad Lo
the v nd=-ward location c: Lohgkat which cuuses 3t to
rocsive mope ralni i Lr-n Syahdyahse mocher Joc.:l

veriction is that there is @@ ir: i ztion scheme at ol

Lonckat area.

The Yruskat-..allis analysis of variance (ANOVA)
b ranks is usedto analyse the data in Teble 4,1
in order to test the assumption that ihe major health
problums sre related to environm ntal features of the
rural communitiecs. Here altitude is *aken as one of
the vaeriables. The formula for computing Kruskal-=

wallis enalysis of variance is:

_ B 2
. = fr— «?— - 3(N +1J.

4
'J.
12
(T
w
=
¢
I
(5]
"
3
‘J
1
m
r
L!
o
.
1

-
3

bl ¥ e ESREL HuUmoer o vaille. s ang

v k3G EBive [URLLI Ol Sab uitSes

S tecnngque can be used 1or Lo o ules witn W3 3 anu
ith n» 5, i.e. when the number of saples is three
oy more, and the numbzr of values inm any cne is more

caen five, Under these clircumstances N is distributed
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Kruskal—..allis Ausiysis i ‘:riance 2anks

lieZ it Rank 3Schictoe Rank Cecnhco. manx Fllariagsis Runl:
{m) (all
typcs)

4E0 19 491 21 312 18 254 17
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= 104.5-827 l

AT T

H = 27/,5.

L] - - - ~ - 1-2 . =
The criticel voive of H a5 A% wlth of = K-l = 3

at 0.05 level oi sifnificance ir 7.8Z, even ’Jat 0.U1,: %2

= 11,34. ~ince the celculczted Krusk:-l-..c.ll.lis analysis
wi variance is very nuch greater thae the c:iitical

vulue, the zessumption that environ montal variabie,

in tlils case altitude in{":lucnces the spatizal vattern

L. OT%zse: and the vectors, is upheld. Forf exanle,
the geogrephic patterns of simulium nabitatlion are
|

troncly linear and riverine in sheps. “he topougraphy

0

» -

of the service ereqof Longkat clinic is suc}h that

“avou-s the breeding of the simulium - the|vector of

. nonocerciasis. Hsre the fleows cof the Livers

ieam ane tn=ir tributarie.
|

sh.ankal y Eeelarng and <3oxy
are yvory btusESilsnt Ir s =2 ¥ knr eas :r.-.-_rn DER 9%
fae 2 €UALS the rivers vsucenc the es:arp:‘}.:.". A 7 (BEnEegt s
Fi BFa Gunt enelE ot eni. |
{
althou . the cases of cchistosonia. .1}. are
s,beZ in-all locations, iz fhoulc De [notzc that
ruiti: tases are re;orted in the Loungkat cl'[pnic. The
naill ccolowy thouch not found in :'.:iftlyll' moving waters,
el vat 1o neverthelesr s hove agreas of sﬁe:._;nant shallous
|

cupfport nimcrous colonies of smails., Again



F1G.4-7 PANKSHIN LGA: A SCHEMA OF

A GEOGEN

Melres obove Seo

=y Level
18007 1600
1680 - 1680

I

1560~ F1560
14404 L1440
13207 Leeward [ "%
1200~ Windward 1200
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2211 a_ ¢in in the rainy season, Here the r*ral
inhabitants come in direct contact with thejschistasoma
cu ing farming activities especially weeding on
..paddy rice farmes, <Fhe cases reported in aréas tnat
lo not fevour the snail habitation very much may be
attributable to population mobility (see Pig. 4:.2}a
Apart from localized diseases, Table 4.1 indicctes that

. .loria cuts across the bresdth and length|of the L.G.A.
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urbanization a0, pogl fron mihi:ity. Here 3ue 1is

L

Laken as one Oof the variables of . ocial characteristic
to dewonstrate the pattern of health problems. Table
4.5 cniws the pattern of health problems according o

age structure in 1284 in Pankshin LGA.

Table 4.3

Pattern of Health Problems by age Structure in
pankShin LIG.A.| 1984.

Disease Age Total
0-1 1-4 5-14 154

| ;It;asles 227 568 333 27 10012
Malaria 1210 3297 2771 2028 10012
Dysentery 312 -~ 189 862 B41 2704
(all types)
Pneumonia 204 344 277 236 1058
whoopina couch &< j3¢ 12° 47 362
Tet anus 5 17 1?7 12
Filariasis - 1¢ 44 209; 133
Oncnoceral al s - - 7 50 57

Schistosomia 2¢ =1 234 36¢ | 661
]

Tad b
(all Lype: i

Source: Minlistry of Health, Epidemiclocical Unit, Jos

1987,






Tal:l .= thoee that the most fuvcethbIEiaqe-g:ou;z
are “ovs~ Lilow “ave SCars and tchoul age ichildren Of
bhetweer five and 14 years. *his is illustrated in

Table w.4 to snuw the assumption that health probl ems

vary with =ge structure or some age groups are more

prone to certain diseases than others. '

Table 4.4

pattern of Diseases by Ace Structure

Disease Total Age
0-5 %of 5-14 %jor Btl[E O
Total Total Eabe
enses cases »
Measles 4155 795 8.8 333 28.8 28 Z.4
Malaria 10,012 5207 52.0 2777 27.7 2028 20.3
Dysencery (al.l -
Ly ne: 5. 704 100+ 37.0 62 33.¢ 841 31.1
Pneumnoiilz 1, 0B RE3 ca- 27 2.2 2%, 24.5
0 & T T s 4 |
CC C -ﬁ' 1°t : a’ a4 3:‘5‘ ” ‘? 3.
Terant $ 22 A3% 1 P 3 1211 23.6€
Filarias ¢ 0 ¥ i o o 30.0 W9 Ee.c
unchocecciasis 57 (¢ 0.0 B 12.3 50 87.7

Schisrosomlasls
(All types) b0 2 122 18.4

ha
Le
£

snurc=3: From Table B3



Tie Trele 4,4 shows thet the enildren bglow five

yewrs ere more susceptible to meas.es, o&.8% malarig,

2%

€. '%; whoopina cough, £53.7%; pneumonia, 52.3%; and
tetanus 45.1% then the other ace 3roups. On the
_cortirary, the talle inoicates thet the rurel
inliabitants become more prone to cerilain diseases
with incressing ace and probably &as tha result of
their exploratiorn of the wider territory which brings
them in ¢ ccmtacttr:he envirenment that favours the
hakhitetion of the disease vectors. The cases reported
show that the age group of 15 years and above are
more susceptible to onchacerciasis, 87.7%;
schistosomiasis, 46.3%; and fi'ariasis, 66.,8% than
the population below the age of 15 years with 0,0%
to 12.3%; 18.4% to 25.3%; ad .2% to 30.0%

respectively, This is illustrated in Fig. 4.4

lg. oeneral ieacure 1in the districution of
nealth car= services ano facilities in Nigeria :n
gener al, and plateau state in particulaf is tne
untair distribution of such amenities wnich is in

favour of urban centres. The case ‘n Pankshin LGA
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is not different eltier. The cnly general hospital
iz rocsted in the LSC negdquarters, Pankshin town,
The hespital caters, therefore, for the inhabitants
within the LGA anc cther people outside the LGA, |
especially the neighbouring locel Jovernment areas.
As earlier discussed in Chapter Two, this hospital

is to cover an wea of 2334 kmz

and a popul ation of
229,429 1iving in both the seml urban area of Pankshin
town and the rural areas where agbout 95,.8% of the

population reside,

In terms of inputs Table 4.5 shows the avialble
strength of the nospital. Generally, Table 4,5 shows
a aross inadeauacy and lack of the hospital personne!
to cover the entire populatior offectivelw, The

concern 1s the w i1z2ation 0 the hospital fger. ian

bv the rura inhabitants in thos: locstions which are

Tne. nosnlie. 1MUYW LA-DOPULGLLION Fot.ius &fe GUlOe
Derow the Whoe staadearc recomrended ror Lhe aevoignine

countries (wWH.e. 1%41,, FOr exzuple, Who stanuerd for



Takle 4.5

Hotr-tael Personnel in Pankshin General Hospital

Category of Health No Fopulation No. of child

Perscnniel Fer bBearing Age
Fersounnel Wwomen per

- Mic wife,

Doctors - 57,336

Anaethetists 3 76,476

Nurses 54 4,249

Mid wives 12 3,758

Pharmacists 1 229,429

Laboratory Techniclans 4 57,336 o

Theatre Attendants 7 32,776

Radiographers 1 229,429

Ward Attendants 52 4,412

O0.P.0. Artendants 12 1%, 119

Dresser 2 114, 718

Dentiszc: none

Cntizians none

Source: Fisla Survey, 19BZ,

hospitel/populetion ratiec s 1:30,00u wnereas FPankshin
General nospital is 1:122%,429% or even below that baecause

of the neiguouring LGAs that have no hospitals, and



huSuit 2 Service #r:a is BolkmzZ Wwhise
¢ the vthwr hand, Fankshin gene: al hospital is .‘,334km2
or mncte; the doctor-popu.cztion ratio of 1: 37,336 as
ajainst r=-ommenact 1:30,000 and nurse-; “rul stion

rat.o ci 1:4,24% in contrast to the #HOs 1: 1,000,

Other inputs of the ho 2itsl inclu:e 116 hospital
beds to : erve 229,429 or mo: < people i.=e, 1:1978 in
contrast to 1: 1,1000, and tive wards to serve 229429

or more people i.e. 1:45886.

Amon: the various methods by which the spatial
coverage of the services of a hospital may be determined,
the most popular is to search the hospital records for
pati.nts' place o.f residence, Thi: type of search

8s a 'patient-origin survey' (Meade 1979),

w3 Taie: 4.6 for PArn-3hin veneras



Fankshin Gerneral huSgital Mean Attendance (Qut-—-anc ine—
Patients) "584-1987 By Disrr.octs in the LGA4

piserict pis tance No., of Fetiercs

éiitroid Ma.e Female :hilF:en T
of Distr:act '
(Yr0) 1}
Ampang 30 378 530 583 1491
Anper 35 €78 981 762 2421
Chip 60U 203 283 494 1080
F it 14 734 1053 1409 3246
Garram 46 216 207 131 554
Kabwir 18 238 1498 801 3297
Kadun 40 531 677 311 1529
Lank an 18 587 1232 1099 2018
50 153 140 98 391
Paskshin . 200° o713 4331 13,049
& gf 43¢ }5. 2 f12¢ 408
ol i 235 4 pe 1,107
——-; - L3740 u3,9080 '.u:b:'. 31,{5}

sources Complled from Panksnir Genern~: haspatal Atteagan.
Registe: , January 198-.

|
mhe pDaslec premise here -5 that rural patient
patronay= of @ health care service is function of

their proximity to the centre. The nospital 1s



|
I
iried iiwpe Su cenptpe Of ¢ ove, ™ hf"j%i"-.
catchment aress sre defained by peatient |.=c;ver'::.:it£-.
|
Onokerhoraye (1%74), clearly states that oistance ig |

|
& major d-terminant ¥ the inten:sily Jf ZJI&tLJHShi’+

(=
between various s=tr of phenomunas distrlibutec in spacr.

As a general principle it has been stated that the b

greater the distince between two péints the lower is |

1 | |
the probability that those points will be functionaiyy
' !

related. ,
:

The Spearman's Rank Correlation Coefﬂicient

!
technigue will be used tc analyse the dati in Tabltf

4.6 in order to test whether there is a correlattonf

|
the distance betwee~n them and Pankshin general hosp

ssibility to "osu.tal secvices by thp maior ity]'

A T35

between the number of patients from each district

of the rara’ inhav.iant: e

!
1 fo ) tor computanT <oearme '4 han F
|
. : I !
widsT TRLCICE NY 2853 | i
| f
I
P L e
rao= o= )6{ZChy I'
‘i_‘a. - '#

o —

wner= .5 15 the sum pf the Sau . «s of the rank

—

dirrerences: and

v 15 numper of vairs of ranks, }



Spearnan's Bzn - Cd sion Coed reient 'may a!].f.'.- Uss
nplied to data tnat . re not orpl. ln&lly in the forn of
rankse In this case, the ragflﬁ Table 4.8 mgst first

be ranked in corder frov smallest to lizcest &5 shown

in Table 4.7. For ties, the observat.ons arg assiocned

their averace ranx (Krapp, 1978).

Table 4.7

Spearman's Rank COrder of Number of Fatients from
the Districts and WMistance from Fanks!.in

-

District Distance Number dfkanked Rank ed

from of Distance of the d d
Centrold Patient Patients
of Dis-~
trict km
X X % Y (x=y) | (=y)?
Amp ang 20 1491 6 5 0 1 10
A 1721 8 -1 1
Chi f < 7 4
I I P 14 - 4
arra 4 § 1 2
hasaa 1 207 i .; -t S P
. 2 bl 7 1 1
LGnKe 1t 9 -4.5' 0, 2
Fe ¢ 130
Fenzsha s, Jas 12 -11 11 k2
4 E 4 4 2 10 100
WORROS 12 1207 3 -3 g




From Tatle 4.7 the Spcucimeh's henin Lurgeli LiOn

Coefficient 1s therefore:

Fs & 1 =« ! & 2% 509,5
e ——— s —
. .
P2t =~ 1f

rs = 1 - 3057
1716

|
rs = 1 - 1.78 |

|
rs = -0.78 l

The rs is -0.78 thus revealing a negative correlation

between the two v=riibles, Jhis then indicates that

|

as one tends to increase the other tend to dj:féase.l

The hosudtal services to the people omcome lass

|

ctrective vith dncre;sinc distance., -

Tiie ¢oivice” walue of s L & 3i1eni: uvd?t loyal
€3 wel. 2. Dot 7h- W*iern ie les han ¢ ~ulated re
[ianc-in- the Sier, :° %s theretore in ~ad |that
there 17 « Sicrifics” . carrelas-ao.. | '

|
, !

¢ b Sure tidt thag Meeture o ae:eemert taeat

“lnere 1z & vamletien in the cistriputicn oi nealtn

institution: &ic personnel in Pankshin Loa, rnu as

! | l




the healih cate s€: ) &8s WO 0ot E.'ft*:"i'-'&f) reach

large proportion of ithe tural

ar Zse by chance, test of significance coi

correlation coetiicione nay be
t-lest. This ig very suiteble
the number of items rarked, is

(rioroney, 1984),

with n-2 degrees of freedom (df)

communities"

ca:cul.

for the

T

nct lass thap ic

-
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arice are ho.pd - gtilazsticrm.

with these 2erts St s ¢ 1rve Zicar tnst the ,
ho fiel servic sreymp ¥ ocal o et oM cuer

not effectively reaczh the ru. 1 nority who afe

nrone to the trh-est of ciseas~e in thedr activities.

Seced Maternit. Clinice and bispensaries

|
|
]

The stugy =ree has &ix covernment maternity clinicig

with nine nurses/iidwiveis lcoccated in various parts of 1
the LGA. furtrormore tiere are 18 dispensarjies

distributed aming the district with a total staf: !
| .

strength of 30 disp=n=ers, - |

In consizering Lhwe contribution made by the |

missionary OO Jn witn "' 5 eural Heslth Progtampee,

Berte are A0t o T4 wake =l Catncits and) geave
Ciopensagric : w ¢ r 8LEi: Strong St Tt purse:
i wives., o J€ 1z ESE ars ALl naRave sz acery |
techi s&ian. : bhereZ ope thed It the sAternity
"ANLAST NavVe @ Sl Vil e e es Tl N « IR AnEe
ot Fre.: AKn . o< X S

Qr.al Number of L i




ikinka pacive (=€ rlEw rEti =T e rater ity
irder s S.63km., .o the ofther hen. the discenpga oo
| - :., -
have a service area of 93,30 ¥m® and 5 service ranue o©f
5.458m All the maternicy cliirizs nd 2f renter. 48 seer
T s \":‘.'ry C;Oh‘? te the FCSs Sstni:dar~ ¢ £ ExN. . | .'.'(':I"'-.“

for maternity clinic as between 0-8km aund d2r  Licorny

s between O-4km (WHC's Table in Onyemelukwe, 1 7),

The near-convergence of the maternity cl.: |- ang
dispensary service in the study area wlth Wkl slondards
is deceptive because no cognizance was taken of the
local variaiions in the topography of indivicua)
locations =4 transpcrt network available in the
region. ©Cc¢ sidering the hsrsh envircnment and the
poor transportation network in the area, one could
ciearly see that the area i3 undeserved by these n=althl
care service centres. Yo' .ns:nce a4 rural natiies |
from Tinap ov ths Kutchd | L0 v Sseel helth cart

cervice at Dov £L1sHhensary ancirer biar 2leveiliq

anothe«e perametes that «2ds €L Ve FNSL1QG7€T 3,
p:ovision . services L, the health cale centi ¢ is L
adequacy c: the staffin. situztion t. cover crne entire |
population. As already discussed in this section,
there +re 13 nurses/micwives, 37. dispensers and sever
laboratory teconicians, B8y iwp.iicacion, the ratio oif |

a nurse to a population unit is 1: 17,648 and the

N —




dizper-er ratio to elst: v vnie fv Rad, 201 ag
¢ o et petween 1:50  enc 103000 ! ezommendel Jdispunser-
popul:t‘on ratic., ine situetlon tnerefore clearly
cetunsirates that even in terme of heal:r: rare :ervi.ce
persurnel available tc Tae pogulasion, snc mejoo |ty

of the population is nct coverea let alone to 1y

effective. Again this situation is further corn.y . ded

by the terrair oi the area.

Ar. exarination of the preceding disc:us‘sion SHOLS
the districution of the existing maternitip clinic: .d
dispensaries in the LGA, However the macroanalysic
of this nature cannct provide sufficient insight in-o
the problems related to the locational pattern of the
existing healtr facilities in the LGA. This is
because the ganeral —atio: ¥n some cases may be very

close to the Whi's ~rariial nence = conclusior pa

be drawvr that tne pc 1latico . 15 efrectivelv s 1¥: -\
these tacilities whi = they mav infact pe p] B ot atved « [ H
iR Onlv one pEr o the .“ea., +4h1s car br visue lised

=

-

from Table .- amd Facg.
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Pattern of Maternity Clinics and Dispensaries

Tatle

——

4.8

ratlia.
in Pankshin LGA, 1988
Dis:rict No. of Health Cerntre and Fersonnel
Govt/state & LGC. Miss ion COCIN St}r:
Materni- Staff Dispen- Staff Materni- Staff Disp 2{4#
ty sary ty
clinic clinic
Anpang 1 - 1 3 - - 1 1
Amper 1 1 2 2 - - - -t
Chip - - 2 3 1 2 - -
Fiat - - g =" 4 - - 1 1
Ga 'am - - 1 2 - - 1 1
Kal wir 1 2 3 5 - - 2 2
Kadun - - 1 2 1 2 - -
Lank an 1 1 - —— - - 2 2
Pul - - 1 1 - - - -
Pankshin 1 4 3 4 - - - -
Tal 1 1 i | 1 - - -
Wor KOS . -- — 7 Z - - - -
Total o 9 18 29 2 4 7 7
Source; Field su:rvey, 1988,




Qo707 miuniuoat! . dzcovaty
A person who J& irmmune tC 5 disease 15 one who
is protected ac.n:t that diseas« py mreans of antito!i&é
circulating in his Zlold or present in the cells ci
the tissues of hir bocy (Stan€field, 1%B5,. Immunity
may be passive or sctive, Passive immunity 1s wnere
the antibodies may be aiven to trw person ready-made,
For babies the most important source of antibodies is
breast milk, colostrum in particuiar centains large
amounts of antibodies which remair within the baby#s
intestine, coating the surface of the lining cells and
not being absorbed (Stanfield, cp cit). Thus they
prevent bacteris and viruses from sticking to the .
lining of the intestines and findting their way into
the cells and blooastrasm. ‘his i3 tn= reason why
breast-fed babies suff2r much less tror alarchoeas and

other infectious alseasss.

On the hand, activ. wmuni, i3 .73t thne pirsoan
makes his own antibodi=s .. 1In oroor Lo start ohe
production of antinodies, it is necessary for the
.person tc be iniected with the discase or given a
vacrcin= which contains the bacteria o: thelr productsg

in a8 harmles: form - the aotive impmunizZation,




ne o i asing

ot . aniil ¢ A0 T2 tisrucs.
Fassive uinizarion activity star-ed in Pankslir
‘N Japuwry 19f:.  Tniis i85 the pisventive as;ect of the

health care delivery sy stem, *he uvltinste aim has
been to induce active immunity in cpilaien Letween
Less than one moenth to 24 months and expectant mothears

in the LGA.

Since its inception in 1986 the immunization
‘nit-Expanded Programme of Immunization Unit, Pﬂkshin
48 been able to vaccinate only 4776 children. The
spatial coverage of the imnunizztion activities is

shown in Tabléw4.9.




Table 4.°

Tomunizetlion Zovergrt in (ankshirn LE&_;:EEar\_;'hG-

i e e ——

Tecember 1vbl Aid Typet (°3CG, :?13,'Polfag_;;2

and leasles).

Distr ict Tarcet.S Total P OPN * ¢«f Total
per Jacc trated pors. Vaccinatoo
Ampang 1888 155 2.2
Amper 402% 752 15.8
Chip 2553 150 3.4
Fier 1681 345 1.2
Garram 1449 59 1.2
Kabwir 4536 752 15.8
“~ adun 1297 758 3
Lankan 2853 160 .
Pail 548 46 1.0
panksnin 7770 1979 41.6
Tal 903 68 1.4
Wokkos 1087 156 3.2

sources Compilea £row E.P.E. Unit, Panksh

e 3CGC = Bacilus-:almetle—ﬁuerine, antituperculosis

DPTy+ = Diphtheria
_Poliog+ = poliomyelitis

TT2+ = Tetanhus

sNunper indicates that only the dose given Up to the
number shown at intervals of weeks Or months that
the waccines recome effective in the person. snile
E(ic;,gg measles vaccines are given only on-.e and
A I |

in, Jan, 1988




ladile av% ©3is th v ' ceticn

~tivitles have byen rore Coinenif: «1es in certcair.
lozations then the peripheril areas. -“he percantaues
calculated fro the dita corodii=a t. v the 1 bLndig,
raukehin show thit ove of ke tots’ _Lrlat.
“accinated, Partcshin aistrict alore nas 47.€:, Amper
and Kebir QPistr.cts heve 15.7% each, and £iq- tistricyl
7e2%. It is interesting to cbserve that the:s
districts ar e either close to Faikshin towsn .~ nave

all season rozds linking the main settlements w thin

such districts and the EPI Unit, Pankshin tow:. 'l‘hﬂugi..
data are not available on the distribution oI &¢I -
popul ation innoculated within each district, it ls

'l
quite obvicus to infer that the hamlets and farnsteads

that are remot.. from any access roads are not .:fact
by such health sreven “ive measures for the und.- -f ives
and expectant nother -,
wher ‘nierviews ., the n=rsonn=1l" complain=s »f :

Ny

poOr transport !etwoiik as One O©f tnem s3:d, "Th-re i

n=ed to nave oo= bi:-,les each to =n.ble us TO cover

the villaces that ar= not motoracie” (Field Interview
- r LY L) . . . e | !
January, 1988, Apart frow th= orobiem of transformation,
the vait lacks cowld chain z2quipmnent ang cold boxes
to ctore and carry the vaczin=s o the remote areas.
I

The potency of such vaccines re=culres efficient

storage racilities and careful nandling,
.

bl = Gy g



A stetiost iy R Poeto entabligh o oane
imrunization activities nave opeer conceireted in
certain locations as shown in Table 4.9 using distance
from the headqguerters ts the various distr.ct
headquarters. T. detertine the spatia. ;sttern of
the immunization exsrcise to fover the tarqgeted
population irrespective of gecgraphic loczsticn of
the people Spearman‘'s Rank “orrelation Coefficient is
used to test the ascumption that the preventi.,e health

services (immunization) do not effectively cover a

large propor tion of the rural inhabitants.




~izle .20
Spearman's rank Croer of Vaccinasted Verscns From E->ch
District and Lisr<an-e fron pFarkshir
District hathel &r el
Distance » v .oer ©Ff
frow; Varcinated )
Zentroid of Perscns in a 44
Listrict to eaczh _
Fankshin District (x-y) (x=y)*
X Y
Ampang & 6 0 0
Amper 7 10,5 -3.5 12,25
Chip 11 4 7 a4y
Fier 3 9 -6 36
Gar: an S 2 7 49
habwir 4:5 10.5 -6 3é
Kadun 8 8 3 9
Lank an 4.5 = 3D ‘12.125
Pail 10 1 9 81
Pankshin 1 12 -11 121
ral s B 3 i 81
AOK KOS 2 ¥/ 5 25
2d* = 511.#
Tfornmula for oo-arman's Rank (rder is
— -—?—-1
s = 1= ;5124
L__ ﬂ3-f| ’




rs = 1 - 206%

re = 1-1,.79

rs = =0.79

The calculasted rs is -0.79 and the critical
vanué of rs for N=12 at the 0.01 level of significance
is 0.6713 or at 0,005 level of significance is 0.7273,
Tha critica’ seines of rs at these levels of
sionificsanc. are less than the calculated rs (1'\;‘nnrin%

th Siany, 4t 4 o-njuced that the Imnunization

ortivizie: Lens e rooute witl ircreacins digtance
frorm the LFPZ Unlt 2t Panksnar, ‘o = sere that tris
coriiatio: ¢ouls net 2rice b, chance, a test of

81 niflifaerose 9 tne rar. cortesatlon coeffic.ant may
e calculatec withn stuaent's c—-t=2st, +fhis as gquits
sultable Zor tne data L-=cause n, the number of jitemsg

ranwed, is not less thao 10.

Stuaent’s €t = rs | ne¢




' B2 OE-resgs of frecans . f.
Te=2

= =0.79\| 26.32
¥

= -0,79 ¥ 5.13

The critical value of t with df = n-2 = 10 at 0.01

leve! of signif cance 5 2.764 or even at 0.005 leve

-

of significance is 3,1693. The calculated t is gre tI"
than the critical value thzrefore there 1s a relatighns

patween 1. ance ang preventive ne- th services cov q..

To turther confirm the oy=r C‘J"!'Cte.'ltz ation or H+e
preventive healtn services in certain locations at
the expense of oth=rs, a localization coefficient si
is tnerefore uses for the dacta in Tadle 4.9, This 45
a measure of telat've regional concentration of a
given health corc service compared to the total of

the targeted popuiation in tie area. -his ceefficién
ic escentially a measure of the deviation from the

|



B

1i=tr i ation ©F the o irres v it ‘.ocalivat “on
cur'e' as shown in Fic. 3.6, .n lc~:1ization
cocfricient, wnen the value of the coefficient |is
zero, it means cou'plete geoaranhic asscecletion exists
i.c. the service: are e#venly i~ tributed sa~cording

to the geograrhic aistribution of the population;
when the coefficient is one, it therefore dpicts that
there is no ceograrhic association i.e. the services
are concentrated in certain locations of the region
irrespective of the gecgraphic distribution of the
population (1Isard, 197i; and Hammond and McCullagh,

1578).

The first procedure involves ranking the districts
according to the vaccinated population and secondly
plotting on a cumulative percentage basis, Table 4.11

and Fig, 4.6.




uimtion vacoir ed w

r
-

wd

l0tIve

cumrmy

-

i ; i
| _ 14
| B R i

1 (U
] B .— il
L] i ] (R
. L 1 :
R s s o
| Bl |
] § ..—.

. [

! g3 |
' ' L]
i - .-
1]

' .

— —— - —
.

..
.

40
- .
R

District



¢ of Pistricts tecordina to Jarcinated Popul ation
ank: nin LGA

Rahhk e % of Cunu.i tive 2
Tota! Fop. ct Toral pope
Vaccinatea vaccinated.

1 41.6 41.6
. 15.8 57.4
3 15.8 73.2
4 7.2 80.4
5 . 83.7
6 Bl 86.2
7 3.2 90.1
) & 3.2 90.1
o
9 L3 96 . 7
) . i,
’ ’ 100,

hfun'cc: rrofr |Te 1€ 4.
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:ig 4.£'.

-

120 arsticen rurve ir ronstrugtsd fromjithe
sexs r.f cumvlative percenta e of the popul uted

vaoccingted on the vertical axis (X: and ranked

districts onh the horizontal axics (%!) as sm0wn +

urtner in Fig., 4.6 the diamsonal line (A) lis

the lin= cf even distribution while the loccaligazion
curve (E) depicts the cumulative percentaces of the
vaccinated population in the various districts i b
the veccination ir each district had been equal, tne

loerl ization curve (8) would have been & straight line
overlapping the line of even distribution (A) $.:z

where certain districts have more population Vac-:nate
than others, concentration in those areas would be
shown by the Increasing size of the a:=a contdined
betwarn lipes a A and 8, Ihi: Is the conclusjon

draw arc. r thee Loe Lla. cOoVeracs ¢ the imn nifati.

exercise in vranxshin Loa fror wan, 1926-Decemg e 19

Iroe & visual anterpreiacion ¢t the locawizalon cu: =

Localizatiur cletficient 1in"ex can the pe
calculareo mathen 2caily from Fi:, 4.6 using ths

Tollawira tornmulsa anéd orocedure:,

e )

&l
5 1
b
-
-

—

= L - 2915/,
U'-J:n- ‘4 @ /47
- %% Ry
ORI



where, 10U a8 - cunditions 2i the €xil=me of ineu:ality
1 ic the index of locclization
C is be vuccinated cumulative percentage total

L is the sistrict cumulatlive vescentade
tO‘.‘. .'.'"Il.

and the procedures ares

(i) mark of:f ten equally spagec points along the

horrizontal axis (Y);

(ii) project vertiCaliy from these points to the

10(‘.31 ization curve at Ll, L2 escses L‘].O;

(iii) project from L1, L2esecces 1,10 to the vertical
axis (X) at €1, €2y se-° c10, and note the

values of C1, C2 etc on t he vertical scalej

(iv) add the ten valuss C1, T2 ee- 210 to wive
c in and thea acd L1, {5 ,..01.10 to aive L 1©

ths formulsa above.

Thus the localization coerficlent from Fige 4o
2= C1 + C2 2 Co aee -~ Ci1G = 830.°C

L1 " L2 + L3 <ee ¢ L10 = 55C

T = E.!?. - ‘-5(.-
‘;uu'.-—-T;SO
= 282.5
450

]
o
.
g}
w




53 pt 1Rl i e nef i tuin 15 Lrar el orRi D6l
vilch is ¢reater than Zero, it wocule then te stronaly
concluded that the preventive heclth care tervices
(immunization) ¢ not cover the terueted population
irrespective of tneir geogravhic lozstions. “nis
cituation has beer demonstrated by the Spearman's
Rank Oraer Correlation Coeftizient and Stusent's t

statisticel testis.

4,

=
>

The Spatial lattern of Treditional hHealth

———

are Homas

The traditional health care system in Nigeria in
gencral and in Pankshin LGA in particular can be
perceived as the approach of any indigenou51ﬁﬁ-unity
to disease and lllness, It embraces, as discussed
ecarlier, m=dical taxoromy, lncal *pharmacology’ for
vsecoction, fcik inowiedge, T oaiitions and v alues,

and suppurtive siv i~ insticunions oml Zientificd

= -

personnzl, =~his 1s a reflection, o the warving socl
cultural characterist "s of tne pecole in uizferert

parts of the LuUA.

In the first place, health car= begins with the
perception and actceptance 0f the role of being 4 1l1
either by the individual or his associates and r2acti

to sympotomologics are culturally influenceda




conokerh.orare, Lvtd), he i o litional concEnt of
cawsation &n - area inclugen cwllefs in patural os
God-sent illness ana in svpernatural forces., Thes
inzlude witch aft ghucts, & irit clsturdbance, the

hreach vf « tavoo, and failure to co: :rve kirnsnip
rul=ss or rv igious obliigatiors., *his concep: of t
causes of iliness influences the mode of trez:ment
applied end tn= specialists - herpalists who use
mainiy herbs in healing practices, cult heix'ers -

vho deal with witchcecraft and -“izasters and & hos

of others.

Ancther set of specialization in the traditi
medicine in the area is surgery. 7There are some
tracition#] m=dical practitivners who are special

in circimeising, meving of traditional marks ('rcr

mark: ', reoval nf vvala (& tac-like structure nair
dowl. :ron t'~ free . ue ef the 50T palat. . wrer
inflame .« «" 4 bone Ssectinc .

ins wroditiona rrac i tioners are scacvtered
trve arec ah. ars kno.: only 1n their 10Casl comicdses.
The aelilv £y ©of sucn servic+=s .5 carried ou. on
pa ~~tim [a53LS DY tne praciitioners, Neverthel@ss
trnere ar~ somsz L =ll-xnown bone s=2tters and birt:
attzagalts N tiw study area wnu attend to ¢+ clipntela

drawn trom differeut parts of the LGA apd =v -n



out-ide the LGL., hntaledce of the joritron of th-:
traditional health care homes is highly :estrictes to
tnose who have on ary occasion being treated by suck
practitioners, and probably to thei: immediate

neishbours in that community,

Infant rortelity and maternal mor tallty are
closely related and the aroup, especially nfants are
the most affeched by tnhe various diseases found
tc be prevalent in the study area, "o the next
chgpter looks at infant mortality and maternal
mo-r“tﬂality in the study area and the social, economic

and environmental chgracteristics that may be

associated with their incidence,
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/#t the becinning cf tnis sti’y come hyootheses

were postulstel, < v tlis chacter the dat.. tolilectec

from the survey: c:ir

2=2d out Wlll Ls analysed for tia

[

purpose ©i further te

.-

ting - these hypot-eses,

in chapter fou~ rome ‘tatistical tests hove been used
to determine the s; atial distrioution of health care
services and facilitles in the area and the geograochic
pattern cf disesses. This chapter is therefore
eivided into f.o;.t;- sections in order to further test
the =ssumpticns made earlier, These sections are
the soc!o-economic backgrceund and dewography of the

rural communities in relation to their heaslrh statusg

seconily, eavironmenr 31 factors affecting the heos. -

CONG T T I St nearnler talindlv, heaaled re s (I W'y
ez il iy 2 tarns OF L BCIN10=eS0 (Mg Bt

of tnoe ruri. dnsabictents: ant foursialy, ¢ SBST U ane
¢f tradictaonal nealtl care syste

Fi=r. € Cles ¥ I%ILOrs are re.uteéd to Lf¥e Nealthn
anc c.seases 0f o populatlo gfouu. 1T 15 knuwn tnalf

the prevVe. Cg ang Tate of LaClir-. Ce ©OF maony iliness



vary tro0 che . AW R anttral. Different

swzial groups heve different disczase patterns, A
veriety of dissaser are associated with socio-econOmf
5 atus, The _riiizstion of the hezlth care services
varies. ot only ascording te scciz! psychologicsl

chatacteriscics of the individuals, but also accordi
to such social facturs as social class and educationd
fne way in wnich pec, .e deal with illness is closely

related to tne ideas about EExM cause and aetiology

which vary from one society to another.

5.1.1 Household “ompositioi

A household in the study area consists of the
head of nousenold, his wife/wives, his children sti
living with him, and other relatives, youna or
cld. Inis study revesals that 7.0% of the heads of
househol~ intervi ewsd were widowed, >,.7%X had no
" wives cur Lo divorce ani 87.3% weére marriec. Amon
tn taarr 1ed heacs o householl inverviewes 34,6«

n mor tnan one wite eazh & snown in Table 5. L.



ho. ©f Wives hesponients % of iotal
EResponcants
C 26 (C) Yeald
| 108 (108) 2.7
? 33 (6¢w) 16,2
3 21 (63) 10.2
4 &nd above 17 (68) 8.3
s0t al 205 (305) 100

Acr ial - number of wives 1n brackats

Sovrce: Field survey, 1983,

The nurber of children per household ranges fr
zero to 15. The number of children per wife th- ~afo

i= 4.9, 4npis is sho.n in Table 5.7,

dable ©.

Meant Numpar o Chiitoren Fer Huizenoad

Nos Of Chiicreaer. hkestonagents + Of totai
rel ponuchits

Lime" ?i‘ 3(-".;.-

L‘)-,,t‘.) :)6 :";.4

11~ 25 71 314.6
Total 205 100.0

Source;: rield surve
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size further - veart that the k

to uver 2% members in

r&son

from one p

T .is situotion ie snown in Taule S..o.

Teble 5.3

Household Size

neateholld sopasition
Meeiold size rancer

e€ach housencld

No 0I per:sons Res-ondents

per nhousehold

% of Total
Respondents

60
47
14
16-20 7

77

29,3

22.9

Total 205 1003, 0
Sources Yield survey; 140,
Talile 2.2 eveales Ehat ect hia-enolc hés ar
Brace CFf Gwes BIrSOR: 38 it +ne amplicatio;
Gs R GE e 2 Bl O G2u.t7 StonLur i tne roo

COCTURpanC y TatlOy ir Tl e Wiéel 2 7 oul

- - bV

not adequately pro. ideu by res

S0 may Nave SCme .mpact on tre clet

F

rac_.lities in *he hcusenold.

'y

tacilities a

nous entid, i

ang other




ihp: a0 o cul vay 8l1fy cinsicers the mortality

Cates a&.ongLhe nourentliot. shils survey shtows thet

infent mortalit,, l.e. children that dled Lbefore two

i”s old, renes irom one to above six In the sannled
uzehoc.as, «f ‘ntivated in Tarle 5.- . Tanle 5,4

clearly indicates that 16.4% cof the fouseholds rnave

inrant ~=3the between four and six and 38,.0% have

inrant mortelityv of over six deaths,

Table 5.4

Infant Mortality (Two Years and Below,

Ne. of Infant Respondents % of Total
Death Respondents

1_9—3 93 45.4

=5 34 16.4

Y ¢ ?g 38. 0
) L8 ¢ :‘:. Inc.l
Souwrce: Yield surves, 19§

Ainr sStouv furtner establicn=s tnet about 37.1%
’ Tier NOUS 04 ve chilc portalicty, i1.,e, cnlidren
Lihal GiaeQ) aLiter tve vears ol | between zero ana tnre

wnile 6 .9+ (12% housenolds) nave cnild mortality

0f bLetw-en rour and six per nouseholic.
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The locéel et in ri

in protein. ihese staple

i, let, madie, & ice ano &
-e SCarce anc esten in &

protein rich veszetables d

-rle food. The
t y;ormaticn on Lhe patter
members of the nous eh01C s
some significant disparit

th members of the housen

i E woydrat es

hd

(4]

ch carl and —oor

s :nzluce &

uinea corn,

~c:. iwat, £izh .nd eg3s

mr.1 guancities cnly anc
o not form sicpiricant part
sample survey cives some
n of pretein-intake anonc t

The infcrmztion revezls

y in egfp consump tion among

aldé as shown in Table 5.5

Taile 5.5 |

————

The pattern of £3g Consumptica wWithin Household
Ccazeqory of ronsencld k=sponder. ts g9 ¢ To%al
esnhier s respondent
Hoeal wieaboleh v d P0G S e

sl S "ok Y (Hipsha..s

Enay e is By 815
All mempers o ramily 1< 7.8
lTowva. PRVE 100.€
Gonry -3 Flzaw SUrvey, 196~




tut ther on =t wteis consiurpiion Lz Sanple Strvey
shows thet meet is mor tly consumazd on speclial

occusions such s5 tracgitional festivalis, Christmas

and Salleh., wnile only »0.7% of the snTple group

tat meat i taken &1 any tiis. inus

'
3
{ =3
O
nl
r
fr
-

ated

fon

pattern of p:rotein cocnsumptior 1s therefore assoc

with the cases of diarrho#a ana gastroenter: tils whiich

o
w

interfere wiin the aksorption of nutrients ano hence
lead to malnutrition in children as reported in some
maternity clinucs and dispenssries in the rtudy .rea

in 1987 as shown ir Tablé 5.6,

Table £.6

Reported Cecses of Yiarrhoes and Child Malnutritio

in 1987 e
~ation o DI rrhoea Chilg
ind /0if:onsary Under ! ves Adult ralnutritiqg

L o - : { :.2:»

TS ) 3ot g

LA p x
EERL y i 21

- 14 b 2

Lo g o 14¢

! it ==
f B 4:

- r L) ) ol

a- = 8 P | sHO

Stz gd Complled trom CLUIN, Awre. neasth 2: 2g: af
nead uarters, Paiyan, Jahwer ;, 195z,



kith regaros t< infant mo:rta'ity as one of the

mg'cr healtn Lroriems in rurs! area, it 1: assumed c.
& relationship woulo exist between the infant
mortality and protein consumption pattern in the
stuay area. In tnie respect it is nypcothesized that
the major healtn prociems ar+ relates to the socio=€-
status of the rural comuniti--. *o test if any
sifniiicant reiationship ex.sts letweer the data on
infant mortalicty and the mzurk protein consumpt ion
ni i-s and pettarn (Table 5,7) is analysed Dy using

the chi square statistic (sz.

-

To calculate chi square (X°) the following

formulae are used

(1) E = C

b4
s |

(W]

where £ 153 Ehe expect <4 fr=ay«ncy

¢ is the cotum, tol !

i-the r+ tolad
it t : wrant tota. ci samnls
(cieid surve , 12¢
13 ez. h i 4 42 2
L s A - o ‘Jlj - Mi__..__f
1\‘
i Eij



fere ¢ ois the pe T2y of cute ey
oii is we crserved frequency In category i of
sarple 5, and

£ij is mx tm expectes irejuer."v in category

i3 of sa‘'pis ‘.

and (1ii) af = (r=1) (c «1)

where ci is the degree(s) of freedom
r is the number of rows in the contigency
table, and

= is the number of columns in the contigency tab

he chi sguare test requires that

(a) the cbservations should be classified into |z

least two mutually exclusive categories,

8 | i< on tw. CcateaIri=s are involved, thea

funecten freauensv in each cateac:y ghould not b

.

trian twl cate1.ries (e inve vel

,.-
3
-
lw
'I
m
=
]
.,

NGl mure than ons Cateatry ' fivz should have an
exped te. fruguer Sy Of 1285 than J.ve t(horcliisre,

in .‘:J.u' N ‘].)'...' e e ..



Infant docr-tallty

and Protein Consunption Pat

No. ©f Irzant Protein Consumption
Deuaths vr'y on speclc. Fore
Jeccasion Freguent

i 71 Je

b0 <t &

Above € 45 33
Column Total 142 e3
Source; Fizid Survey, 1988

Table 5.8

Computing x° Value of Infant Mortality and Prote

Cconsumnt ion Pattern

Cij EL) (0i3-Eij)  (0ij-Eij)° (ot )4
: ‘5-‘1.4 6.6 ‘4:‘».36
p LHLD -56.6 432.56
L e e ‘./1- . 1E
\.u' L '7-
S4,.1 - B
- "".k E— .
295 ‘US

From Tabkle 5.7

x° =:§£

i-1 =ij

Sounrsces

(0i1-S11)% = 7.87




It car be sSaen in Toble L. thrar &l o-iegories

heve an expected freguency (Eij; nlher tnan tive so

- :
that all the recuirements of the X° test cutlined earii
rnave been met. <ho swnp léanc diztzilution civen in

Tele 5.7 g K s df = {r=1) vz=Li7 = {Zeu) (2=1) =

e

Cor two degrees cf freecom, %itir two cecrees cf
irecdom tne critical cnie sguere value ot .95 .=vel
of significance is 5.%7, *his critical value is

much smaller than the computed xz value therefore
there is enouuh evidence to aczept the hypothesis that
there is a stronc reletionship between infant
mortality anc¢ prctein consumption pattern in the
rural area and of the latter is dictated by the low

zocio~economic status of the rursl Inhabiltants,

.1.3 Literacy Level

Ldgucation has nags SomE progress durina the
CAC. DT vears . he SLuay area generaliy. -Laspite
Lhls nens=Irats LT ~estern egucat.on, *tnere is cuics
o lagee aumbdesr 21 the sanmpleu populdazion tnat 1s still
;€ the illiterac, level., Taple 3.7 shows the literac

i=sval in the rural ar=asy
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Lituracy Level in "wel frens
Literacy iLevel Respon:-- it % of To:al
neSrong.nts
illiterate o e S £ 7.k
Literate 37 42.4
Total PR 100, 0

Sou:rce: Field survey, 1988.

The reole of literacy in hezltih system is very
critical because education brings ih 1nnové£ion in
such a way that leads to change 1in personal behaviouf
This change results in dreduction in mortality, or
morbidity through improvement in environmental
sanitation perscnal hyg zn2, nutritionral level and

disease contr-l, It is =nertinent to pestulata that

there is an association petween - & level of literag
anc Nealtn statuz of the' riral =ilers. Hear-
infant mortality 13 correlated ., - tha .lsval ol
~lteracy o thwe Sammuied POpu. at_Ti.,

Jo Lest the relationsnip Dely=en lite .y .ev
and ini 1t mortality X° stetistic I3 used t, oy

the dat . in Takle 5.9 as s.own in Table 5.1).



Table ", 1.

Corerved and Lxpected zize rreaguencies of
Literacy ..evel and lniant Mortaiity

+h

o of Irfant Literzzv leve’ oy
eatns hori-Liter:;tre Literate lotal

CZ
b

1-3 67 (53.5) 26 (22.5) 93

L-5 (19 10 (14,.4) 34

148 )
£
p

Above 6§

(.S
-t
-~
™
>
L]
{
~—

3 £32.71) 78

Column Total 118 87 205

L,pected size freguenciss are in brackets.

Source: Field survey, 1588.

satisiying the necessary xz statistic requirements an
using tho same procedure as in Table 5.8, the comput

2 ) d 3

X® = 27.38, criricai X" = 5.%2 st 0.0° level of

significance (F.) with two asarees of fr adom (asz,.
his critical value .5 mudr wmeiier that the Ccalcuiat

»Y O valug. LHGICIOrE .o efteLiionos that cnere is o stder.

acscciaticn beoween rne lev

({4
e
i
i
"
1
i
in
~
W
i
ki
o |
[a]
b
fir
8
b
"

concitions oFf ar incivigual or & JonmuUn LT

il CEr Ttnereicle 2¢ AnZerrs2 tna%t chi: @ Care
virees wiirn tn- seve. of llueracy ang tnat tne o-ildr
G CThe NGli-—sldlter Ie Saliplel pGldl “Ti0N wer e pernasus

more expuset to hea<:in naza-ds than those of the

better educated famiiies. ~his situation could be
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vsed ir the hone, anhi even pocs food preparation for
he chila, the lever of acceesirility to otnher healih
~are service: iwnét woui @ prov:ite the health status

of the incdividuzl, fo.dly € The commmunity.

is acain used to estarlich whein
there is #nv assgciation between it and child

mortality, l.e. children that died after the age of
two years, or not. The chi sguare statistic is us ed

to analyse the data obtaincd from the field survey

as shown in Table 5.11.
Table 5.11 o
Observed and Expected Size Fre uencies of
Liferacy Level and Child Mor tality
ko ot Thills Literacy wuevs! RO
De =t Mon-, tter«te j.iterate Pay+al
) E ’l- ‘4 . :.: i:"a o.-‘
&-l’ L‘_ ': le - ';d {5407' | .
Colunn sQu - 150 £ oLt

swurces Fielo survey, 190

Computaa &7 = 12.92, critical value at 0.05> 1~

of siunificance with 1 af = 3.84.
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Since tn= . L e Emd &7 dE rACh GTe

eritical vaiue, it is conclucedl t 5% tn

strong associ .tion putween the le.¢. of literzcy anc

=i1ild mortel ity z2isco.

In this stwy, cther varianl . s of

types of the semplel populs.lon are o

- F | -
erec 418 8

These variables incluce the level ¢f cocupstion

income. Jor the purpose of this asnalysis the cihid
square statistic (x%) is used anc the respondents

are divided into two categories of occupstion levels

i.e. primary (farming, rearinc) and secondary (tradiga,

civil service, etc) as indicested in Table 5.12.

Table 5,72

Observed and Cxpected Size Frecuencies of

Ceccupation and Infant Mortalit-

No. of Infant Occugation Leve

£ =

peaths Prim. .o Sesinaam™ ToH
G- gk .‘. v i { --.:' <
- 2= ( ) s $5.9 v
Aoove ¢ 59 taved 19.9) 7

Column *ota’ ie = Z4

sburce: fleid survey, 1138¢




s of .l scuare sre mel,
yrin- he same proceaures the icviated 25 = .

critical value at .05 level c¢f sizniflcence will

2df = 5,59, -he computed XU of mUSa - erges than Bhe
critical vaiur therersre thers <z avery sirong

asescistion L-tween the type cf occupation and

infant znd child mortalit;. Tne test confirms t
assertion tnat during the labcr peak for acricu
activities children are less cared for by the pa
bre=sc milk output decreases, nutritional status
stapies ceteriorstes, and health care services
least scugnt for. Consequently children in to t
cccupation group are more exposed to infections nce
malnutrition and diarrhoease diseases take their goll
on thes: <¢hildles treor thos ildre~ im the higper

coupation ar Ut .

0

Lo teEt poioTacnthip betveer Incoms LoVe
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oLserves ano L.ouCleC $20e ire lizfizio: O
Income Leve: nz Ingant Porial ity
Infanti Leaths Ins -« .Lve] (N
Fer Houeeheld 202 c00=g40¢ (.- 75%  GuleT1%:
1""3 57 A&ELL M A7 T7. ' o 4 o Q:‘
-.--6 14 (17.7) 16 (j:\- o ‘;{-"-3.} i ‘.;‘..";
Abcve o 3€ (40.7) 29 (. =2.7) 12 1747} .1 (B.3)
Cclurn Total 107 01 20 17 Pt 2

Source: . ield su:vey, 1988

Calculaied X° = 56,77, 6df., P.C.05 = 12,59

- e

“ithough th=re are two expected values that are
less than five but one of the requirements is that

where more than rwo categori-s are irvclved, not

more thar gme C-teadgs

exnecses ftrecuency ¢ le

T¢ = 1 £ ) 2 X nenciy LN reildiremenrls are MmS T4

i UL e Same Drocedulrg L, il s Lhs Camput e

b 2 prug nc:e T©ne tho Bheares) Vil It 2%

ctron™ . estallicned wnat thers 3 0 o aSsvciatiul

Retwes  Ancote 2+=ve. angd Infanc vasity which - an

indicatcr €I hHeclt o4 T S € S “ommunity. 1 can
coiC luges 100 % EeST ki Live petLer the

¥ Oie L=l Lhie L85s the healin _roble in that

. iseudlec o: comnuniiv, Ffurtrer 1o thls assoucliation

in tive shou!lc have ar
t'- « s Ive, LnU: 1™ trias
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introduced in the- feecinag of .abics in the low

N —

income croup there 1s the propvlen of cettira the m2ans

10 purchase the raguires guanhtity orn a continued

basis and the concomitant hyciene requiremunts Zo:
maint lning the guelity of the baby fo-d: and also

free from germs. i

A cencral inference can be drawn “rom these tests
and percentages tha:t the socio~economic backaround and
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demographic factors of an Inaividual, family or
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~ ural comminitics in Fanksiic L3~ Jeneralily. '

are boellit
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oy of the houses in the rural tea:

e-cerdine tc treiicional psatier <y from nnterials
N e B = = . N A T { e = &=
locelly evailacle, SUC i 88 Bot Lolizas anc roc fec wit
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grass. Many of th: houses gre one riom hovels whare

et et erest—.
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ventilation ani licht sz inadezuate; ilsers Zere

irty and muddy in the rainy season; voois are louwg

and there ig ceonsiderable overcrowding. E‘.nvironms;ﬂtalj
1

sanit. . on is frequently unsatisfectorv, Methocds oF

|
dispo al of human wastes and other hausehcly reiuse ars‘l
unsafe, water supply unwnolesome, and in general the
hoalth of the rural inhabitants is in-danger indesd, |
Those ervironmenta. factors necessaryv for the physicalir

'lwbheine of the rural communycise
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Sourcec: Field survey, 1988,

"Table A5.94 clearly indicates that there is the
nroblem of overcrowding in the rural areas anc the
result is poor ventilation which can aid an outireak
of airborne diseases, —Health proplems ur;stng from

poor housing system Include measles, LupsrCuios:is,

scavies ldraw-craw); and broncho-pheumonia -risin

o dnogcnr smahe nuilution and ] ANEre nave
Lect CeNe: Ol MeraSles g pheon Vi repdrtea In
variour I i.':“.z MPese SlanicEk awnl mil=ar Asalth o ’
5 24 € o S P S R § 14 Lot s ul o ety

41, ConernelIn Tl e Metbr Lol U warle QrLposal i
Sa LB B Ve Fe.eald TIEE T1e2% € pUSY a8 &t 22

latrine, 27.3% use pli-latrine i 1.9% use wale. -3ea.

larrine. +he resulcent effect i using the oush ..
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He.ith proulems (&Iseases) ascociated with poor
excretes Zisposal system inciude amoeblasis,
sciistosomiasis, intestinal helminthiasis or ascarias:
i .e. hookworms, tape worms, thread werms, and rounc
worms; and some other diarrhoeaé diseases, These
cases have been reported in varlous medical centres
sampled for this work -in the study area. This

i wntior can leal to nrolonged denility, disability

s T omod Pt A% in FYarh cildren ond aculks.

w

111



Cases of Heaw.in . oiCms AJIf (oS AtsOc.-ted
with Housdn., 8n  -=ailet Svatens, 1567
~ocation of -sueg of Fealtn Froblems
clinics/bisp, ntaLina Syitem Toilet Syster
Veasles Fnemoriz Lmoe- Schist., heimdnth
e ]

koowir o 846 1586 230 413
-unaun ) 2217 55 3 45
Garram e, 256 11 23 255
Hyelleng -3 141 78 36 264
Cyangvanag 42 186 93 20 2
Jannaret 91 189 is 51 150
Longkat 21 568 152 491 306
Kaqu a5 75 80 172 87

Lankran - 153 101 110 58 =

wour et Tomnile from CCIN Rucal Heal th
roaratine . Fa ocan, January, 19&a,

Al 1is juncture we would Iuvesticate am
ansoglizlirion Mmicn'miont exist Detweern tne dlsease:
repor--e.. 1 =hess hea!tr centres ana ti =sholronmen:t ol

copcition: i rurél cxweniiies, i, s 11 be

CONE woafi. Lre Che Sgui. teCANigus LU &-2lyse Cir

gate @F. dNlany Morlel LY 8N TOLLE sSyLLems which nos:s
Varicus 2nvaroom ntes Oealth prooless as renorted +n the

various h=al:n centres (Table 5,15,
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Calculated x = 12.71, 2df., P- 0.05 = 5.99 = preie

The result shows that there is a satistically

sicoificant acsnciar jon between infant mortal ity

an ¢ LVE wen Sihce o critical value o xz
T mye AL oY tnet the computen Vel v, . Ceén fhdr
o S Lo o thae trnery 1r & ELYON: Teléciong
DO e vYe Meelt! ooblers (diseased &1 Thie anwvid
e IS0RE e SR ?ﬁ;“‘ﬁ o o =
R * Weive G4l Sne T.l. SLUC. maney soib
uu"':; Lutve o Yne DAathie pLates @ Liv Ul &.
X o f QoA WS LI e Lurvey shiows thet b20.ew 0of Lhe
Sanmleu NOUsSEnL Ll Nieve U elr bath an streams, ponus

or tivers whiTi. f+ alse sources 0f water rfor domest._:



Y
H

PUIPOSES, W - e "% B v
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ade of arass « 7 2e.4% have Dathrooms within ine

compounds,

th respect to tne scurces of water for comestic

L3

E
uses 80.5%, ¢f the sampled hSuseholds use gitner
streams, riversio'r.-onds which in most cases dry up
durinc thedry season, 14.1% have wells (shallo~ ones
indeed) and 5.4% have pipe-borne water i.e. those in
Panksnin town only. “n unwnolesome socwce is known
to ceuse over B0% of all diseases in the davelooping
countries, as this assertior i contirmed py t cases
reporte in th+ samuled health cenrres, .adle .1
unaer toilet systen, Chi scuzre 1r uged to test tne
gcuercion €not unsafe water supply ic one of + ~ u. 3¢
envircenn:itel factor: that iz asttr.t utable -te

heal Lh proglems ( rural cornwwnities, Lo cor {

Uuse. as \ariablie’ i ik € Sa17,



Lle 5.1

Uhsarvaen and ix, eCted ¥ ocuencies of
Jrisnt Mortsiit. and Sources of Water Su;ply
Nod of Intant Source of vater Zupply Row
DELt Stream/FPords  Weli, Fipe “ctal
‘:"“3 L Jt%‘l t4r).9) 16 (’l‘ln 1} L 57
fufy Ltz (83.7) 12 (20.3) . 104
Apove 6 22 (35.4) 12 (8.6) 44
Ccivmn Totszl 165 40 205

Scouirces Fleld survey, 1988,

Calculased X° = 8.56, 2df., P. 0.05 = 5,99,

The rei-scf;; of thé Chi square test 1ndic.'ate;s that
there 1s a s ::ng_assénj:ation between infant and child
:r;;ortaiity m LT soﬁrc:leslof water SUppiy. Data from
the sty r'alﬁ 27y that H4,.4% of Ehe Case_-s reported
Cih Table 5;"1-.3 sz Celated to unsate sSource of water

t:ni—cnuc:h ingwr LI 2 ale mMoare cases that are rel=tad oo

unwholestme L0 .roey Of domesils water supply.
| , . :

Tne roximicy of tne sw.reoes of Jetel cen aiso
dntermine oe level of personal hygiene ans the
general cleanliness of the housenoid and L= neal

status of the rural communities,




A

Data from the sari.le survey Show the various
I . . )

categories of tine: tak:n by each househcld to

. ¢ . . . e
obtain water for domestic purposes., The information |

is contained in Table 5.18.:

Table 5.18

Average Amount of Time Taken to
Procure wWater From S50ource

Time % of Total
Minutes Respondents Resplndents
120 | 80 39.0 .

21-40 | 93 . 45.4
41.60 o 24 11.7
61.80 | 5 B 2.4
81-100 3 - 1.5
Tot al 205 100.0

Source; Field survey, 1988

~ + To determine the dispersion from the mean time
taken to prQCUre water a standard deviation is used
to analyse the data in Table 5.18. 1t is calculated '
first by obtaining the arithﬁetic meén and then _ l

measur ing how much each value differs from it. &Each

difference is squared. For groupedﬁﬁuencies as this

sample the standard deviation is obtatined from the

b . . - . . -
* " . ) ;



formul a S P
. _ i

. 'E'uf-df?
S”\jf—? k"") :

where C 1is te anount of thé class interval

@ is the differences in terms of class interval
between each class and the assumed mean and ﬁ
f is the frquencies with which values occur in |

aach class {(Hammound and McCullagh, 1978),

Table 5,19

Standard Deviation cf Time Taken to Procure
Water from Source

1 2 3 4 5 6 :
Class Class Nof of Diff. from !
N}d—pﬁlnt Resp. assumed mean
% : f . af - d2¢
1-20  10.5 80 -1 -80 80
21~40 30.5 - 93 o 0 0
41-60  50.5 . 24 1 24 24
61-80  70.5 5 2. 10 20
« - .
81-100 90.5 . 3 3 9 27

S = 26.89;3f = 205,5 df=333d%f = 151

Sourte: Table 5.18 : . : .

s =20 |J151 - [-37
205 205




S = 20\](.?4 -~ 1369

" "

S = 20\[0.74 - 0,03 °

S = 20\[0.71

20 x 0,84

1 ]
"

S = 16.8

The coefficient of variation (v) is therefore

calculated, .

X! |n

16. 8
26.89
2 0

V = 0.6 r €62%

shere no variation exists in a set of observations
Vv will be zero, and will increase with increasing
magnitude in the difterencels .'.;etueen the observations
(lorcliffe, 1977 in Ariyo, 1978). 1t can theretore
be concluded from tnis analysis that ther_e is a
significant difference in the time taken to obtain
water from sources since the value of the coefficient
of variation is much greater than zero. Yhe analysis

clearly demonstrates that there is a variation in the
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Having vatlciving él; tho féq;irem&nts for ¢hi
sduake tecrnique, the calculated xz value is much greater
than the critical value. It clearly shows that there
Cis a significant asscciation between infant mortality

anc the ba&thing habits of the rural inhabitants.

- e o

ihis is attributable to the aveilability of safe water
for domestic hygiene, hence poor hygiene breeds
diseases which adversely affect infants, especially

"~ the cases of measles reported in various heal th

icare centres. 4his also confirms the assertion thét
time and distance also determine the degree of -
~accessibility to water and its utilization for
.'domestic hygiene 6f the rural inhabitants.- Again the
water used for bathing might be infested with some
germs, and consequently infecting the rural inhabitants
witich result in severe debility, disability and even

mortality.

To estallisn wnether anv assceciation existsror
not between child mortallty ane lstning place a chi
square technigque is used to analyse the data on child

mortality ana pathing places,



pon werniloation and k.ral BHegd) L Prociems

5

wiile Julture, tnllugy; relidion ‘nd other
selitgy, aha SoCio=te townic stotus advtluraine
the foo. nowits ani g20d nygiene of various
Cun s Liez (Oke & 1 O feltioy 19%4; wno
Chikwen and Omotara, 1966) the penctrction of
acdern good into th: rural sector has its part

to play on their health status. ilabozunje

(1980) defines moonernization as:

"I'he nrocéss of sicial crnances, and.e..
bresc.z its vun needs £0d cesires
in thouse exused to it" (p.39).
He Turther ex:leins that modernization stimuel stes
anpetite fur the consumption 2 certain *mocernt

goods and seyvites snd thore:re creates

Gt e ol sl aeempd an alden eredl tionl
% fdit 5 -2 s taz roral aren,e, In
IR = . o et i I - Cre .. tor Lg * s K1 1
ﬂg_)\,./—""_, y - A R =3 -4 (%L S ] b ‘e A
] 8 5% S inor®ecy 3 Lo
i UL -
owr © ounTr or prev.red ia thos urban cEnizres

are.s mant nave L -2n contaminated especially
funzal contanination Iin czse oI 2read and cgakes
(one z2na Cyuoxitinmi, 21334), ‘nikwem . md Um~tzra

1 - - -3 ) *
(L0.0G) hawe su aited tost tos sources of Sock



(boerved ane Dxpected Zize Freguencies of
<child Mertality and bathing Places

No of chila Place of Bathinng Row
Deaths Streams/pond Bathroom .+ Total
- 13 43 (55,1) 42 (29.9) ), 85 o
. I
4-6 20 (77,9 30 (42.1) 1120
133 72 205

Source: Figld survey, 1988, f -

Calcuiated x2 = 12,94, 1df., P 0.05 = 3.84
S .
Since the critical x2 value is VLry.mﬁch smaller
than calcul ated X2 value, it then reveals a strong
association between child mortality and places of
bathing. It therefore validates the assumption that
stpeams angd ponds are conducive ecology fﬁr the
habitation 6: snails, vector scnistosamiagis,-and
wnen coniractesc through bathing in or wading through
such pongs, it resultsin severe morbicdity and mortality
at a chronic stuye. Although the wakter from 5uchs“
.sburcés uSed in the bathrooms might be also infested

but when boiled or warmed before bathine the risk mignt

be minimal. ' ‘
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This analyels concludes the éssoaiation be tween
environmental factdrs @nd health status of rural
comnunities in this study, and the next section looks
at the sucio-economic status of the rural inhabitants
and their accessibility to and utilization of bealth

care services in Pankshin L.GA,

: >
LK

5.3 Health Care Service Accessibility

The spatial distribution of hzalth care services

and facilities in Pankshin LGA has been analysed in

|
assoclation, if any, between the socioc-economic

status of th- rural gommunities and their accessibility

to heglth care services.

Low income, low egucation, and low level of

- occupations, in fact & precarious level of occupat.ons
heid by thé_rgral communities do have an impottant

- role to play in the health status of the rural
inhabitants. People in low socio-ecgnomic stratum

; cften appear to be incapable of availing theiselves
of{;edical services or compaing with medical orders,
So powérful are the effects of soclo-economic categories
and treir cultural variations that they affect the
health of people and the motivation and courage to sesk

health care services fcor any illness.
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This study tries éé Qée some variables to esivablish ;
some relationship between the caregories of socio- | ;,
economic status of the sampled population and the

people’s accessibility to and utilization of heal th "f
care services based on their status. To g;t%pl%ap the :
extent to which the sampled population can go for

medical services, data on proximity to health centre

afe shown in Table 5.22.

Table 5.22 shows that only 49.8% of the sampled
popul ation are close to any health centre that is
within WHO§ standard of a dispensary service ranée

of zerpo ta four kKilometres. i .

Table 5.22

Proximity to Health Care Centre (Dispensary,
Hospital or M:iternitbty Cilinics Both Government
and Private],

Distance LKt Fospongents % of total Resp. E“
0~ a6z | 45, ¢ - “
5-10 51 S 8.9
16-725 21 _ 0.2 !:-; .
15-20 16 : 7.8
Apove 20 15 : 7.3

Total 203 100.0

Source: rield survey, 1988



Data from the study stow the dist.nce between
the sampled axi tn= genersl hospital at Pankshin,
Shendam or Langtary as referral points for the ngarest
heal th centre from their various iocations, The

information is presented in Table 5.23.

Table 5,23

Distance to a General Hpspital as
referrgl Point in the Study Area

Distance {km) Respondents % of Total
Respondent s

0~10 . 54 26.3
10-30 39 19,0 _
30-70,_ 65 a7
70-120 o 38 18,5
over 120 o | 4.5 |

R Toaral 205 FIeie

f source: Field survev, 98B,

M . S i

Table 5,22 shows that only about 45.3% ot tne'sampled
respondents are within a radius of 0-30km of anv
hospital service range, though wils stasncard iz 0-1okm

. '

To determine the utilization of the facillities
-in such hospitals despite the distance constraint, a

chi sguare test is used to anualyse the data gathered



on literacy level and consultation visits

LS

i

Table 5.24

for

medical care services as shown in rable S5.24. "

Computing Xz Valuee of Medicel Service Utilization

and Level of Literacy

Medical Service Literacy Level Row
Utilization Non-Litergte Literate Total
No Access 104 21 125
Utilize Medical serviceld 66 80
Column Total 118 87 205

o1  E1j (Cij-Eij)  (0ij=Eij)?

___E33

104 72t~ 32 n14.22

14 46 =32 22.26

21 53 -32 19,32

66 32 32 30.12

205 0% 8%.92

Calculated X = 85.72, 1Cf., P 2.05 = 3.8

Source: Taple 5,121



Cheerved and Zxpected Size Freguendles
of Madical service Utilization anc (ccupational

Status :
Medical Service Occupatic.al Siatus Ko w
Utilization Primary Secondary Total
No Access 151 (138.2) 10 (22.8) 161,

- ' .:.: N
Utilize medical : _ ' .k
ser iwe 25 (27,.8) 19 (6.2) 44 L

Column Total 176 29 20%

Source: Table H.12

Caleu ated-X° = 39.14, 1df., P 0.05 = 3.84
.  Having satisfying all the requirements for chi ;'
square statistic, the calculate X° values are very -
much greater than the critical values, it is
therefore concluded that there are very strong
associations betwesn medical care service utilizatior
and the levels of literacy and occupational statur

of the rural innabltants, IE 1s eviuent thefi

that there 1 a s.rong relationshin netween the
soclo—econermic status of the rucal Inhaibtants am
their asccessibility to and utilization of modern medical
care services. “hess tests affirm the assertion that I
the éophisticated madical care services can only be
accessible to ang utilizedby a small proportion of the

population in the higher socio-economic stratum at the

ot i
S



expense of the m:jority in lover soClio~economic

strata, c - o . o ' i

To be more confident with the above aff irmation

a chi sguare test is used to analyse the data on

income level of the respondents and their utilization ~

of medical care service,

Table 25.,25b

Observed and Expected Size Frequencies of Income b
and Meaical Care Service Utilization, P

Medical Service lncome level {#) Row
Utilization 200 200-499 500-799 BO0-~ Total
1199

No Access 90(76,2) 513(43.4) 2(14.2) 3{12.1) 146

Utiiize medi 17(30.8) 10(17.6) 18(5,.6) 14(4.9) kg
service T

Column Tobta!l FE A : 2u 1 203

Sowrce: Field survey, 1%9& R -

Calculatesd %™ =« 72,10, 3di., ¥. 0.0 = 7.82

Safisfyzng til the regquirements for chi squaré
test th: critice: vaiue is much smaller than the
compu»ed KL, iy tnerefqre shows that tnere is a very
SLrona aessolietion Detﬁtwu the: Lleveir ot income ana
Metleal Care Servite gocessibllity anc utilization,
The result furtner confirms the assertion that health

care system baseu western model is nignly biased

v
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toward‘the small pxbﬁ@ffién .t the population on

very high sccio-economlic status,

The time it takes a ?atient t5 be attended to
af-health facility is as important, if not more
important than the actual distance he has wanaged
to travel in o der to obtain such facilities and ?;
services., 1In this regard this study considers the
waiting time by patients and time given for diagnosis ;I
'ﬁy the health care personnel is very crucial in )
health care planning. ‘his study postulatg§ that

there is a relationship between socio-economic status

éﬁdllength of stay in a nospital in order to obtain

the service. T

To either accept or dismiss this hypothesis,
some chi square tests are used to analyse the data on
watiine time in hospital ane levels or literacy,

income ang occupational status of the samdlec popuiatioi.

o - Table .06

Ouserveu ang wxpected 31zc Freguenties of Wating
Time: o0 Fospital and wevel of Literacsy

Waiting Tame - Oter aCy Lev.. Foo
won-Lirerats- Literate rota:
Too lony o1 (7.7 37 (534,31 12t
Not long 27 {44,335 50 {32.7) 77
#otumn «otal 21 a7 L05




Caleulatea X< = 24,48, 1¢f., P. C.05 = 3.84

Table 5,27 is to test the relztionship between

Cccupational status and waiting time,

Teble &,.27

Observed and Expected Frequencies of Waiting
Time in Hospltal and Cccupational Status

Waiting Time Occupational status Row
. FPrimary Seconcary Total
Too leng 124 (115.9) 11 (198.1) 135
Not long 52 (60.1) 18 {9.9) 70
Column Total 176 ' . 29 205

Computed X° 11.73, 1df., P. 0.05 = 3,E4

Source; Field Survey, 1988

Table 5.28

Observed and Expected Freguencies of watine Tim.
in Beoscital andg Income Level o

Wating Tim= Income level ko
200 200-499 500-79% 800-11938 Total

Too long 75 £535.8, 21(31.8) 6{(10.4) 5(8.9) 107

Not long 32 (51.2) 40(29.2) 14(9.6) 12 (8.1) 938

Column Yotal 107 -~ 61 20 17 205

Source: Field survey, 1983

Computed X° = 28.97, A3df., P. 0.05 % 7.82.



All the critical valuss of the chi sgusre tests
in Tcbles 5.26, 27 and 28, are very much smaller
than the computed values, it is therefore concluded

that there is a strong assceciation between socic-

-

The tests in this sectior of the study clearly

demonstrate that those on higher socio-economic

ladder are attended to faster and given e¢nough
diagnosis rime than the other group., This situation
confirms the vicious circle, of poverty and health
status, The rural inhabitants have to fravéimlong
distances in order. to obtain the services leaving
behind some cruclal agricultural agt.vities and again
to have very long walting time in healih care service
centre before being attended to and probably with very

poar rapnort frop the provider of the services,

It hes peen ne pollcy of various governments to
establ 1 ‘specialist nospitels' ax 4 way of improving
the overa;l ned lth states of the citizanry., But the
critice, aspest ©f sccessitility to ana utilization
CLiosuch services oy all ana suriry Lo utterly neglected,’
To establizn wnether the accessibility to and patronage
oi such services cut across the sotlo-geoaraphic strata
of the entire popul ation same chi square tests are

uSed tc analvse &.ome gata uo thnese variables. Fer the

"1-:»
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purpese this asrertion éoﬁe questions on specislist
~health care services 1.e. dental and eye clinic
services were administered ¢n “he sampled
population as to thelr patronage and swareness of

such health care services.

Chi sgquare statistic is used to asnalyse the

data on literacy level and the utilization of the

specialist health services as shown in Table 5.29, -

Table 5.29 . f

Obhserved and Expected Freguencies of Literacy Level
and Utilization of Specialist He2alth Care S3arvices

UVtilization of Specialist Literacy lavel Row
=Eealth Care 3Services Non=}literate Literakte Total
Never @s<d sach service 104 (90.9) 54 (67.1) 158
Ever 1.1-_:@-& such service 14 (27,7 0 33 (18,8 &

RS 27
Source: Filgla Survey, 198t v :

Calculiteo J° = 47.5%%, ni., P L.0Z = 3,84, . |
. Ii_

Th: Calculated X° is mush oreates tnan the critical

vidiue hebTo, 4t 1% CONcludas that there 1lg a strong.

-



association between tae level oi literacy and
the utilization of specialist health care services.
Similarly with reference to the income level of the

sanpled popula: ion a Chi square test result is

calculates X° = 43,03, 3df., P 0.05 = 7.82, which

el

implies that n.re of the respondents on a higher
: £
income level have more access to and utilize the

specialist health care ¥ services than those on

the lower income level. Yhese tests affirm the E
N

P

assertion thet high incume people have the means to i
get their eyes and tooth problems treated in these hea}th_w;
care services cenftres and they ae more aware of such
facilities than the low soclo-econchic groups.

o, ) *
?in conéidering the importance of maternal.énd
child welfare clinics some data are collected from
fﬂid survev‘on the usage of suct facilities by the
‘rural communitlvs az snown in Table 5,3C.

*



Table S 40

Literacv Level and Maternity Clinic vtilization

Maternity clinic - Level c¢f literacy Row
Utilization Non-literate Literate Total
Attended clinic 50 (72,2 77 (53.9) 127
No need ' 44 (31.1) 10 (22°9) 54
Against religion 24 (13.8) 0 (10.2) 24
Column Total 118 87 205

Source: Fleld survey, 1988

Calculated X° = 47,56, 2df., P, 0,05 = 5,99,

The calculated X2 is very much greater than the
critical value;‘it is concluded that there is a
strong association between the literacy level of the
rural CUmmunities and the usage of the maternity clinics,
It impliés that th cexpactant mothers ot thase in the
lower eaucatiofia:r sevod Ot.iiliéeratc ars pelleved tc
have less access Lo and SO use ths MatelLa: anc |
| child wsifars clinic tess Geoal Lhe more -ducato:.,
Inis conSequentiy i & contribuiine ractor to the
high infant mortaidty rate ameng tn: people with stow
soclo-aconomic status. Aoouk 53.7% ©f tne sampled
nopulation attribute the poprmaternity attendance t-o

lack of money and distance from their localities,




114 7% consider maternity clinic visits as against
their religion and unaware ot such facilities for
expectant mothers and their babies while some do not

see the need for such services,

-~ am

"~ To conclude this section, a general inference
can be drawn from all these tests that apart from
the geographical disparity in the utilization of
health care services, there are the social and
economic factors thaut imi{‘.iglte against thg
patronage of the health care services by the rural
inhsbitants hence they have to resort to other health

care svstem that is discussed in the next section, |

Sty -
]

5.4 Patronage of Trucitional Hzalth Care System

ro ‘I‘hé poor patrunayge of the modern health care
services bv the ¥ rural inhapitants because of
spatizl, sccdal, cultw al ane ecobomic tactors, .
pusher ther to seek other means 07 solvang their
lmmedsate health problems.  *his otner means of healtﬁ "
c;are services patyonized by the rural inhabitants is
- the traditlonal nealth care system. ‘ne most urgentliy
socugnt traditional health care personnel are the ksa

tradi tional births attendants (IBaj., Table 5.231



shows the role 0f the TBAs in the rural health care

sy.cem in the study area.

Table .31

Compar isdon of Mean Child Delivery between TBAs and

Orthodox Midwives §.986-~14%"%, ir Pankshin LGA,

Location of Clinic Deliverjes in Home Deliv. TBAs

ciinic
Longk at 89 : 208
Jannaret _ 5% | 153
Pankshin (Hosp.) 587 328
Kadun ’ - 49 , 163
Rabwir 170 _ 366
Amper . 91 398
Gyangyané : 96 - 288
Total 1141 1904

SoNrce: Compi]&d from various Antenitsl clinic Recor.

Books . December, 1947.

Table 5.37 shnows that about £2,.%% ¢ the deliverie:n
recorded 1in tfiis peric were atiender w by ths

traditional bzrtn atvendanus,

To assess whebher th= rizijerence pDelwaan tiie

geliveries attended to by THas ano orthouox midwivers

- i3 satisticalay significant or not, tne Kui..mogorov..

“airnov (K-3) test is used to analvs2 tn- wata in



Tahle 8.21. The K-S test reguires that observations
to be analysed be independent events which are
measured at the ordinal or higher levels and

classi fied into two or more exclusive categories.,
The test¢ relates the absolute maximum difference,
D, between th: cumulative proporticns of the two
sanples to a theoretical cumulative distribution
given under the null hypothesis (Norcliffe, 1977 in

Ariyo, 1978).

Forthis analysis, the null hypothesis (H_) is
therefore that no difference exists between the
patronage of traditional birth attendants (TBAs) and
midwives by the rural inhabitants. For every pair
n¥ deliveries to be analysed the critical value of

D will be (btainesi a2t the 0,05 level of significance

wlere R. a3nc N reter to samplé~s T anc 2 respectively.



table > .12

¥ e

Kolmogorove—smi: eV Two Sample Test Aaprlies
to the Chilu Jeilveriss Ly TpAas ot Migwives

Location of Neo of Leliv, Commulstive Proportions
clinic Midwives TBAs of Deliveries
Midw. TSAs }'vi ffferec ncJ
1 2 1z 3 F 4 A5 6
1 89 208 0.078 0.109 0.031 ™
2 °9 153 0.130 0,189 0.059
3 587 328 0.644 0.361 0. 283
4 49 163 0.687 0,447 0. 240
5 91 398 0.836 0.656 0. 180
6 190 566 0.9106 0.865 0.051
7e 986 288 1.000 1.000 0
1141 1904
Source: Table 5.31
Largest difference = ' = Q, ¢
Critical value of VU tor a8 two=taelled test i
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The largyest difterence, D, ix J.283. because

this value iz very much grester than the critical

~ value of D which is 0,044, the null bypothesis (Ho) &t the

0.05 level of significance is rejected and 8 conclusion
ig drawn that there is a very statistically

signif icant difference between the patronage of

TBAs and midwilves in child deliveries in the

rural communities of Pankshin LGA.

This result further validates the hypothesis
that a large proportion of deliveries are managed
outside the health institutions by the TB As, in them
rural areaus. and thus reveals the significant
contribution of the traditional health care sérvice
svstem to the development of the rural communities and

the Aalion in general.

Apart from praztising minwifery, the traditional
health care system rengers helo to other areas of

heal tin care servicer in the rural areas of Pankshin

LGee Data Frowr the gtuly snow thot 62,0% of the rural

population swex health care services frain the traditional

health care system because ~f 1it$ proximity and in
accordance with the cultura and belie%& The data
further show that cases of wmenial 1illness., fractures,

poison, snake bites, circumcision and infertility

"{childlessness/ are treatad by the traditional

practitioners as snown in Tanle 5.33, =



W, -
M

The Mocde of Treatmert ¥for Sone Heallh Problems

Cases _ iicalth System

Mosern Tracitional Both
Snake Bite 137 (66.8) 62 L20.2) 6 (2.9)
Circumcision 126.L61.5) 70 (34.1) o (4,4}
Mental 1llness 6B (33.25 a 127 (62.0) 10 (4.8)
Poison . €3 (30.7) 134 (65.4) 8 {(3.9)
Diarrhoea 172 (83.9) , 27 (13. 2} 5 {2.9)
Measles 169 (82.4) 32 (15.6) 4 (2.0)

Childlessness 62 (30.2) 128 (62.5) 15 (7.3)

Percentagés of total reppondefits in brackets,

Source: Field Survey, 1988,

The information confirms that the traditional
ale.
heal th care system plays a very vitalIin the rural

communitiss of Pankshin LGA.

To estgblish whethér L mot there is an associatich
between the= socio-econumic stazus of the rural
comaunities ang the utilization of the traditional
health care system, Oni square tecinique is used to
analyse tn- data on ievels of literacy anag occupational.
status and some health problems indicated by responcent

to be treated by the traditional health care system.



The data on income and responses to the heal th \
preblems to bz treated Dy the tr-ditional hezlth care
system do not meet reguirements for-chi sguare test
therefore this varikble i.e, income 1is not used in
this analysis.

Table 5,34

Observed and Expected Size Fregquencies of Literacy
Level and Mode of Treating Mental jliness.

Mode of Treating Literacy level Rovs
Mental Illness Non-literate Literate Total
Modern - 18 (39.1) 50 {28.9) 6B
Traditional %6 (73.1) 31 (53.9) 127

Both 4 (5.8) 6 (4.2) - 10
Column Total 118 (5.8) 87 205

Scurce: Field survey, 1988

f

Calculated 5.° = 45,03, Jdf., P.0.0S = §5.66

- -

Tre éompuned »T valus is much areater than critiéaf
value 1t ¥ toen olncluuet thalt tnere 315 g strong
assocl glavh between the level of ijferaCy anc tnz
bell€f in tne moge I tieating mental 1llness. Tne
ncn=literate wroup in the sarpled pcpﬁiation accrediteu

traditionasl health sare systen as the best way to

threat mental i1llness., This miant be attributabie to



L LT Ee T

their laeck of asarness of the avellabillty of mentgyl
heal th care services in some hospitals to treat this
case. Lthe result also clearly démonstrates that
rural inhabitants who are less literate depend on
traditionsl health care system for mecst of their health
problems.__ -

& chi¥ square test 1s alse used to analyse the
data on literacy level and mode of treating polison

as ilndicated by the sampled population.

Talle "5.35 R

Cbserved and Expected Size Fresjuencies of Literacy
Level and Mode of Treating Poison

_Mode of Treating _ - Literacy Level Row

~ Poison Non-literate Literate Total
Modern 11 (36,3 52 (26.7) 63
Trauitional 107 181,7) 35 (60.3) 142
Column Tocgal. 179 - 87 - . 203

Source: Field survey, 1988,

Calculatec X2 = 60.05, 1df., P. 0.05 = 3,84

' Thé compﬁtec X2 value iz very much larger-than
crit.cal vaiue it tnus shows that there is a strong
association between the leval of literacy and the
~utilization of traediticnal health care system more

especially in the rural areas.

e



A chi square technigue is furthar used to
analvse the date on literacy level an’ the moce of
sclving the problem of childlessness as shown Dy the

respondents.

Table 5.36

Observed and Expected Size rFreguenties of Literacy
Level and Mooe of -olving the Problen of ChildBessness

liode of solving Literacy Level Row
childlessness Non-Literate Literate Total
Modern 12 (35.7) 50 (26.3) 62
Tradi tional 102 (73.7) 27 (54.3) 128
Both 5 (8.6) 10 (6.4) 15
Column Total 118 87 - 205

Sources Fiald survey, 1988.

2 ) o . .
::‘_“:f‘.'\.ll:'t“”‘! /: T o= b4, b ' :1‘1: -y - I"-C\l = -'u‘).q.
in. resuls of vne chi scguare test reveals that

Loy Computed Velus LI mucnh creater then the critica

beLween
va Tk whizC inoicate & Sitron: associatcion/the leve
lizer sry ana thie utllizztion of traditional healwn
care sSvste: in an aopreacnh to solvina the probliem of

infert.iity in the ruZegl Cumuuni cles.

Furtnermore, tu =stanlish the assoclation

petween soclo-elonumic stetus of tne rural communi:i~



and the uvtilization of traditional nealth care system
chi square technique is used to analyse the data on
occupational status and mode of treating mental

illness,

Observed and Expected Size irreqguencies of Occupationdl
Status ang the Mode of Treatina Mental lllness.

Modern Treating » Occupational Status Row
Mental Illness Primary Secondary Total
Modern 58 (58.4) 20 (9.6) 68
Traditional " 125 (109.0) 2 (18.0) 127
Both _ 3 (8.6) 7 (1.4) 10
Column Total 176 29 205

Scurce: Field survey, 1588,

2
7
1]
n
o
o

~al~Mlated ¥© = "3 .69, 2af., F. 0O,
The Calculated is much areater tnen the

Critica. Vaiue thiere:core 1t incicates a sironc

IESCC lallCh Cetweenh tne weccun=rivnal szatus ar T I¥

vrilization ci tne tlacd tiondi neasts —are systLem,

fojenel =1 10Ielen s Can e UraWwn rrom the resuits
OI th= chi sguare tests tnat wWiose oh a N1ghel SCl LU~
economic staetus w3uld cend to a=fine the causation o1

tnese he=lth provisaws wishin th- natiral situetlion cthan

thore with a lowsr sccio-economic status, tnus supporting



the assertion that tnoce who nave beer exposesr =0
change factors would tend to crinq.e thel: perceptions
and choose methods of treatino such health problems
different from those in which they are brouaht up,
The results or the tests further confim the assertion
that the modern health care system does not cover the

entire population and as such the traditional health

care system plsys a vital role in ;.illing the gap.

This general inference concludes the analysis of
data to establish .elationship between socio-economic
status and the utilization of the traditional health
care systemn. J‘he next chapter discusses the major
findings from these analyses and testing the

hypotheses earlier postulated for this study,



At the outes:t of the this research seversal
hynothieses vere ;t-tul (-3 Suncernin: the factors
whiich gffect the eifectiveness of the hzzltn care
cervice svesten in coveri: g the rurel inhabitante of
Forn:shin LGA., +fhis chapter summaricss .the outccme
of the various tests carried cut on the data in
nrevious chaepters and shows whither toc accept or
reject the stucy hypotheses,

-
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T cSes and Heelth Problers in the

wajor vise
ural areas cf Pankshin LGA

2]

Hyrothesis A: The major diseases ad
hiealth prorlams are related to the
envircenmental conditions and socio-
economic characteristis of the
rural communitizs,
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Yo teLt resu,Y rovesls & - | Tq e eSErE) ELion
Letueen the pettern Z: ciseases or-. LY eir Velters Wi

e varving environmintel charecte=ricilcy ¢l the stuc

(e

troee KrusHal-.iallis analvesis c. viriayse (500 7a)
clearly dewonstrates that certein . wir o Fanenin
LGA are hyperendemic In certain dises:: and the

dictribution of the vectors alse viii_. v.th the

altitude of the arez &s shown in Fic, 4.-.

Cn the part oi this hypothesis trat "health
nroblems are releted to the environncrntsl conditions
of the rural communities®, Chi’ sasuare szatistic
revecls a very stron; association betuesn tne
environmental paramete. s (waste di:rposal system, housing
facilities and sources of water supgly) and the health
status of the rural inhaibtants in this study area.
sho *:sts revesl a strong relationship between
wiLuit mortality rate and the to.let systaas of which

coe aaloe tw ef the szopled popul.tion userthe 'Lush

b rmY - shis sisus that the gerrs £:oratzd aleng
ik wirta get ont . the zmural i:heul.ints citner .

Lrodon food contanination, drir ing Gitdr or on tae

i test further reveals z | ouitive asscciztior
~t.een infant mortal ity end batnin. neblés. The
=wvarfizione of viriation {v) inaioat: ¥ Sreack

ity In tirg taven fob Ehe outuw or At <F wile



Ghhe lwnitan L JioEhe caa,, als the &, ire
Sunnests a varloetion in the Joves oo personal Lyzicne
no the general clzarl.nvss a .wnz households und

cunt ol ntly sffests the healin o the Infants =ng
the entire family i cz528 Of such diseases are
reported in the vorjous health ceiitres in tne rural

GrenS e

Further to this hypothesis that the major health
vreblems are relsted to the sccio-economic
characteristics of the rural communities some data are
cnalysed using statistical tests. %“he results of the
tects show strong relcetionchips detween infant
cortality rates and the food habits of the rural
inhaibtents under study. ‘hare is zlso a strong

assaociatlion betwszen the level of literacy and the

nLont nortality, «ieas Imliezr there.ore thet the
1 ") mr ohET . ' S ST = "= T leve. O eouv Ti
tn= i E - aff™ TCJN. Walh
=3O =T =1 o1 & ' =15 27 £ e
>Teals k.. e =1 ~ R ekt g B L
2T 3 O Bl Lo ) i el LUy il sOonio-=-2CONnoini.
Eus have mere . E ol 4 IrER triae iR LDe
1 stret LTI« 2l W AL f s1i2e itn



@ kL 2 srevw Ll DAVIN; C.uDiRIONS T ek wild
Chanonte Thelf H@oiin £t.t.2e <he.€ .icoleme include
poor housling cencition:, unsefe weter supply, use of
Tuel w008 % SUFLE fil ErLrcy, pcr nutritionel
levedl 0f staples; woject i niran~o ©I the endironmentgl
Locesses ant cherecierini.zs that pronote conducive
ezclogy for the petrocen: to thrive and 2t tlimes
becomes more com.cunuec with poor crop yi=las due to
the erratic nature of the climatic conditicns,

The findings in this study recveal that large

live

cecments of the rural population stillygin poor dwellings
of ¥ mud houtes and hicn room cccupancy ratis>s of -
begyeen two to four persons._per room with very poor
Vcn‘t;latiun systeins, +he study riveals tnet it is the

¢chiildren that are alwa, s cranmed Ltocethsc in a room.
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Hvpothe: is B: There s a var_atleon ir the
[}
.~

iUt ivrne wns carconnel

in Finhohin Lo ofifF &S fufth Lhnis nealth Cure
vervic.s dc not ef:ectively resch & lsrue
propcr tian of Lthe population e-pecially the
rurcl comrur.itiecs,

Tho test r«.ult cn the populi tion ceverage of tie
con.oral hcospitsl at Pankshin revesls a strong negative
cerreleticn between the number of patients (out-and
in-patients) from each district «nd the distance they
heve to travel to th: general hospital, This de onsircies
that the hespital service to the people becomes less
eifective . ith ircreasing distance, therefore the
wuspital lecated &t Pankshin 2f¥ alone does not
elfectively reach the rural majority who are more

succeptible to digcases.

it meticssl calmlstions clearly show that
he s&ruice zre:z of the hospincl &s very much wider
than the s B adard héence tEhis will - ffet tne

e sctivaness Cr Lie servicet Cvilerec to tue Tural
<8 ang maternityv
<. iilcs Szem bt ngve falr s<rvig.: areas and st-_-r«ir:.e

i S, bPut the terrcin seers T.v Deve its rcle to play
on the viZecstive pipulation cocverage of such cervices,

o thar ardchreticel calcul-.ticrs ingdicei= an

b 2 * - - 1 - s i - .
=igal s Ay AN N CTarw PurELnNe. TU Cover Lae onlicrs



reral phenchencs it the gtete sl tne cluncly 28
vicle., The implicaticon here is tn ¢ rural ishabitunts
in the study area will be les: s3Uved py thi. catedory

ci health personnel since thre hesth care curtres

ore located in ii-mns.

with regard to the diagnosis of patients whu arc
attacked by schistosomeasis, amoebiacis or intestinal
helmintheasis etc, it requires.liliorstory tests,
but there are only ceven laboratory technicians serving
in the COCIN Rural Health Programme, data on their
distribution are not avallable, and four such tecnnicizns
are in the general hospital, and of course, these are

for those in the town,

The results of statistical tests and Agr i

azalizaticn epefficlent clexr . §x imfizata thobk =

vy et re TV 3 oAl |KCrvi_o s - Yor oane
in-::;;hin locoladic, et the <y fi- S.omE oyl
arcas, SUch as e 17uni2  CIioM XL Tliv,y ang i o-ezn
valar sSunpuy i; comvd ciedry hOA= X451, 16 G- L2

areas. +hese tests denonstreote Thal DOLn preveiiilve

aned curative a.alth Cirfe S€LWiCtelr e CONCantr Tz

in cert+in locs=tions ana CONSei-anRtilV €0 NOT =i«

cevar kne entire pepulation, ang transportation LLeasar

Fectur =ilitating ageinst the effoctive

28 atiotingr
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rural inpabitonts
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here is a relztionshiy
lo-cconcris s+atus ¢f the

rural communiti--¢ and thelr accesz i zlity
to and utilirsstiern of ruaern n=3ical vare

services,

The results oi the test now strong cogocinticns
between sucic-econumic status and acCess ©o madical
care services in the study erea. The chi square
test used tc ectanlish  any relatlonship between
literacy level and utillzation of medical care services
show a very stron: association between thes. varlables,
fhe infercence from this test ic that the higher the
level of educstion the more the utiliza' ion of the
medical care services. Yhiz shows that the rural

inhieilionts, as 2 recult of thelir low socic-=cononic

o 1. s PGE PVe S8 £ thae redical care services
. e TR AL R TR S iciossoonomis a0.:Tus.
=t 4 e 3% r Xmooad thiy i are forniiticated
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of transport and lodging in the

medical care serviceos further

the actual access to and utilication of the

medical care services by the rural inhabitants who

are in most cases in the lower tocio-cconomic status,

Cnly a swall proporticn of the sick in rural aress,

Lhis study reveals, go for treatm:nt during the rsiny
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Stoblul 8re not oot o wazh fos 1ities 1= alone to

use ti em, and <7/ within thiz roupy some of then
o103 to be auwire of fuch gervices but lack the
i onclal rewoiroon L, 34@% suth services., a1 .rue
proportion ¢f tner =zinsidair both tinancial rescurces
and dictance ¢ the mein constraints acting ayainst
thieir vtilization of the speclalist hesalth care

sor rices and facilities even thouch they have such

hoalih preblems that require the services.

with recards to the maternity and child welfare
clinicz the test resu;lts gemonstrate a strong assocliation
boetieen the socio-economic status and maternal visits
and ¢nild care check-ups. *his is however not
unconrected with the finarzial resourges which the

soctant mothers zve 0 ¥3e for their {rans~ortation,
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eacy moveii2nt of the rural irheéibicnts from th -ir du..ls'."..le:
i the health coy > service cenatikes., 4his further
Frustrates the raral | .ople in this study ares, and

clc winere, in seeking health care serv

[oh

W
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G.4e Utilization of Traeditional Health Care Services

pocthesis D: There is a rclactionship
tieen the socio-econonic status ©f the
cple and the utilization of traditional
alth care services in Pankshin LGA.

The results from the tests show that there is a

significaent difference bet: zen child deliveries attend.d

.-

to by the traditicnzl birth attendants (T3As) and chilc
deliveriec attended to by the orchadox nidwives, The

resul ts Further Indiacate thet the rurl inhabltasnts
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e bhie heids =7 pow 2meltt only 4l

-

rrhosl and meccsles

]

izt hive rcores Lbolow 3U: thoujh a nunbar oo them
indlcate trat there problcems zeén be treatoed by bobth

R - 4= = - 5
health care syctens,

However, uvelr ; chi-sguare tecwmiue in anzlysing
come Cata on the soclo-econoblc stztue and the aude
of treatin. some health problems such as infertilitiy
poison end mental illness, the results show very strong
accociations, The tests reveal thet the rural
communities who are remote from the mocern health
care service rely heavily on the traditicnal heclth
care system for their health  roblems. +he results
furj_.thc;rr indicate that the utilization of the traditionzl
health care system verier with socio-economic status
Of the pecple in the rurel srza, Jhis shows that the

penple in lower sofio-saconomic status patronfze the
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oructiticpers are r Il purdiice ané lack octurule
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are Dunctimes not clean, sudh rgparttlons afe _oiton
1.ft in a pot and heated up ayiin deily defore Jseé.
sub the treditionel health care svstem cannot be
discarded becaucse many couunzries have integratzd it
into the naticnal health care delivery system and

.w-wt will teke many years to produce appropriate
:a{;‘,;‘ic;i'n health care system to alquately cover the

entire populetion especially the sural area.

Theca findin:s throw a poser on what can ke done
%o improve on the C,uality:‘ﬁeal th care services beling

Jeliverad by the trazditional practitioners. Full

prgsooaf B on shoule Ba giver =5 %he crusdriinnsd
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~reas of Fenkshin LGh

(ii) Malnutrition is a severe aealth problem in
younc children in the rural areas as the

ceses reported in heaslth centresc in 1987,

(iii) Cchilé rearing pré&lices are one of the
contributing factors in childhood malnutriticr
since son: high-protein foods &re repoated by
the respondents as not seing introiuced into

the child's ciet. .

(iv) Envivonocencal conditions in the rural areas
o T o ce jmn msesy tC the ;:uvalence of 1linih:

and hauitetion o1 tne vecters which varies al.io

witn the ecolc .y of warious sural areas.

(v) fhe rural inha%iz .TS wha ar= of lower socic-

ecanums - ctatus tenc o nave nhijher prevslence

Jigrasen, intant rorcali'y amd morSidity

Faire e LO0E LR Yimitzd,



that would assaist thes In isprovind ond aainta_ning

their h= th 35y .r %0 s fofe 857 .C 1en
for welthier hcouseholds,
H o
(vii) The trasditicnel health wrre gyster qghjcn is

given least ettention by verious governmancs

is hichly utilized by the rural communities,

These general inferences concluce this chapter
on principal findinjs whil= the r.ext chapter discusses
the sroposal for prevision of effective health care
services in Pankshin LGA with particular reference o

the rural communitiss based on these findin .s,
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A PROFCSAL FPOR THE DROVTZTONM (F EFPETTIVE HEALTH CARE

SERVICYS FOR THE RUKAL COMMUNITIES IN PANKSHTN L.G.A.

This chapter seeks to propose effectivaways of
providing health care services to the rural areas of
Pankshin LGA, taking in‘c conslideration the findings
and discussions on the problems of the people and
local rescurces that could be mobilized for'effective

health care services,

7.1 Proposal of a Modest Health Cere Service System
for Pankshin LGA.

A modest health care service system is one in

which the health care service centres are built very

. close to the patlent where he could stay with his

fanily who would be responsible for preparing food

- and providing basic patient cars than elaborate
. facilities of mwodern hospitals in the urban centres

~ whare poor rural patisnt cannho: aitord any accommodaticn

money wien seeking medical care.

Two alternatives c@urSes ot ;?tibn suggestineg
either to group th2 communities in tne study eres
into small settlenents for the provision of the healih
centres or leave them in thelr present farmSteads and
hanlets and provide health Services in more appropriatel



and accessible aress. The rearcousing of the
compunities inte larger Settlem-ints t5 acnleve the
required popul ztion tn:esholds would be tco costly

in both econonic and psyché-socja; terms. This study
thetefore proposes the establishment of health sarvice

centres in more accesslble areas and within possible

walking distance. |

7.1.1 Curative Megsures '

Based on wWHOs standarad of health care sérvice
popul ation threshold, Pankshin LGa 15 to have 23
hospital, 92 prim-ry.heslth centres, 115 health .
clinics and 460 mobile health clinics during the
. period of this study. Based on hea;gigervjce areas

-t

there should be three hospitals, 93 primary health

.-

centres and 179 dispensaries.

L o e e e .
T S TN U IO

However bacause of the huge financial fesources
requirgd for the construction and maintenance of suc
centres to me=t the WHO standards "a fuch f;wer numbér L
of health care service centres and units have Kbeen
snr.posed far. the- LGA, Ih proposing new health centres
for Pankshin LGA, thereé is need to hawwe an overview of
the e%isting health centres as to thelr Spatial.and
population coverage. Table 7,1 shcus the spstlal
coverage ©f the exist%nqhealth centres built by th;
government, . ' P J

|

e ; ‘
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Existing Health Zate Centres in Pankoonin LGA,
afiC Spatllal and Fopulation sverate, HhHE |

Type of Health Ko L=and Ares Max i man FPOp. per
Centre . Coverage . Walking Caentra
2 Radius !
R {kitn)
Mospital 1 2334 (800) 7.3 (16) 229429 (10,000)
Maternity clinic & 389 (200) 1.0 (3L 38,238 (%,000)
Dispensaries 18 130 {50) 6.4 (4) 12,744 (1, 000)

WHO's Standard In Brackeis

Source: Field Survey, 1988

Table 7.1 shows a gress inadeguacy in the spatial and
popul ation coverage ©f the health centres in the study

areas hence new one have been proposed as shown in o a

© Table 7.2.
o ' Table 7.2 - o
: | Table 7.2 | P

£

pProposcd Health Care Centres for Pankshin LGA Includipn
The oxiscing Lnes with 3matial and Population ¥lovera -

Tane Of realtn NO  L=nd Area  Maximum Pop. per .
Cei're Cever age Wailking Centre
(M < Radius {km)
Retarres . ross. T RS T3 229,429
L L B .a -

Cortage nog: 4 406 .E" d2:27 0 4},8893
Maternit clinici’ 166470 .30 15,3&bD
Dieponsarie: 7L Eo.ke A 5, Mbc

e, Anciucing kefercal nospical
(i} inclugin: “ottaze nospital )

(c) Inciusing Maternity Clinics

source: rieiq survey, 1958



Table 7.2 clie::.y s <% an lzprovement over the axisting
situation of the health care coveraue, This w'll

bring heal th care services neare; to the rursl
inhabitants who do not have the resources to travel

lony distances to seek health care serviees,

The cenecrz! hospital at Parishin is proposed to
remain and uparaded to a referral hospital whereby
other health centre can only refer major cases to it,
This referral hospital is to serve the entire population

on referral cases apart from its service area.

Below the referral hospital four cottage hospitals
have been proposed for the LGA each serving a
population of 45886 with 45 beds. The cottage
hospitals are to have a servicz area of 466,8 km2 each
with a service range of 0-12.2km ¥ which is mouerately
cleser to the target rural populstion cumpared to the
cnly hospital at Pankshin. The :« "tase haspitals are

t bhave matarnity Services &5 wol.

Apart rwn L existing Sax nmarernity c.inics, four
N~ oNnes have Deen proposed tO =n: oo pIcusr Ccoveraye.
The ¢linics are to serve a population of 15388 within
. PR
y Service area of 26%5,7 km™ anG a S=rvice range or
0=7.2km each. These clinics can =asily be reached on
foot by the rurasl inhacitants, ‘he clinics are to

have six beds each which are to pe us«g ror a few nours

unly.



Because the maternily cliinics are to 0ff+r ueneral
services as well the 18 dispensaries still remain
with six additional ones., However these dispensaries
can easily be reached on foot, and shoulid have four

emergency beds each,

In siting of tn= health Centres considerction
have been taken in terms of the terrain angd physical
accessibility of the areas, These centres are shown

in Figf 7. 1-3-

7.1.2 Staffin

I1f the health care service system is %o truly
serve a population of 229,429 people effeciively
irrespective of soclo-economic status it must have
adequate nunber of staff., Individual services at the
heai th centres proposed are giver when demanded Lo the
population., Therefore the pumber of pursonnel pro.ose
is determinec py Lne aumics of visitors ce=s 2&y. Wi

(1938a) nas U e dmnsi Q an averaue T 2.5 vwis ity per

person pel yeal @5 & desSiravle Sial.oarc for geveliupli:
countric. and 3.5 visics for agevelone: countrises, ¢

a well a=veloped health care 3yst=" 1,. visits

!

o]

perscn per year Wlll oo reqgaraed a0 a ninimum standar
That is ir the health care svst=m in == structure . .

NOot See 1.5 x 72942% persons per year, 1t is tnen nort
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providing the minisum number € incivicduel service: at |
any centre, it 1s therefore r-=garced as underutlizs=d,
The yesarly case loeo for individuél services demanded
by thte people in the ares srm.uld rnot exceed 34414:.:,
If a doctor offers services U sSick people and sSees
referrals rrom the cottage huspitals anc maternity
clinics it means atterding to 1147 patients per vay

if there are 300 working days per year for a doctor,
This is impossible. Assuminz that a doctor spends 10
minutes per patient and works 12 hours daily therefore
the number of visits a doctor will attend to a day

‘is 72 patients. 1f 1147 patients are to be attendec

to uaily then the number of doctors recommended for

- ‘the LGA is 1147 = 72 = 16. [t 1is therefore recommended

tnar FPankshir G- nas1s 10 aovtors for effective
revision of neslilh &) >y - o thn= a2ntire populatton,
s 5 ENBTCIONE UrLnDSES Lh tiy relarre! hosplit:
Nk DAY RS -iFr r ixal gastor: 8
- ac Ie: H +) M 4 £ Oty
£ 3 nunpes Y RO 2 KEMKE  ghn L wi o sig
Li mpaLe LU & 3 € 4 1 Asumins Enet &
} SLENCE IV RANURS DET Arem: warge 1z nours
- wve W 2n v t! nu - fi-L 1 v &
flolSs wals: atliens o o gay ¢« 47T 1147 patients ara

Lo i allende? ©0 Jeoady Lhen The nund:r 2t nurses requirec



o€el will be 1147 = 74 = 4B, reo:cijon

by this pre;
from the origin.l 55 currently serving in the hospital
at Pankshin. %he 48 nurses will be shared as 28

nurses for the referrel hespital anc iive each for the

cottage hospitals.

Proposing a runber of midwives for the clinics
and hospitals is besed on the number of child-bearing
women and chilcren under five years, Assuming a crude
birth rate(CBR) of 43 per 1000 (4.9 children per wife,
Field survey, 1988) for the study area, then the
number of child pearing women will be 229429 x 0.43
whnich is 98654 child bearing women in a population
of 229429 du.ing Lhe study period. An average woman
make€s only two prenatal visits a year (WHO 1978a),
and it there are 300 working days per year, then
therse would be 558 maternal care visits per day.

3iven these assumplirms that there would be 20075

cnitdren =11 montns in the populatdon (Fielo surve.
1968,. I: eacr visits & “lindc four times per year
(With hfes OfF sust 122 2munizazion, and if tnere ar
27282 children agec 7. <35 muntng &ach makes two visit.

per year to the ciini- then there would be 134864
annual child-care visits or 450 visits per day. The
grand to:zal of wally patlents to maternal and child
wall-fare clinic will be 1105 (botn pregnant women and

children under five .~u's)., ~ssuning a midwife spznds



30 minutes per paticnt ang 1Z hours daily, then 234
patients will be treasted. Therefore A6 midwives

are prdeSed for the LGA and shafed as 20 for the 10
clinics, 16 for the¢ four cottage hospitals and 10 for
the referral hespital., 1n all the hierarchy of the
health care struciure the traditional birth attendant.

will be inccecrporates into thes system,

. dispenser is & healtn personnel who gives out
mecdicine in prescribed doges to patients in hospital
or any health centre., But in this context he is a
person wio rus s-small health centre in ag rural area,
treats minor cases and refers major cases to maternity

clinics, ~ottage hospital or a specialist hospital,

The number of dispensers to man the dispensarie:
will be comput=d as the case of other health personne..
Assuming tnhat a disp nser spends an averaqe :of 20
mirutes per natient ncoluding 13 homa visits to the
innabitants ror Sor= necl tn ean stion, advice anc
sanitacy inspections, woarks 1¢ nours aaily in 300
working days per yeor, the dispenser will . attend to
patients daily., *nare-ore the number of dispensars
needed to atten tec 1530 patients daily isf1530 < 36

= 43



The cistrirutiosr 7 the dlspensers will be ons
each to a €inpensasy while the -.:is;fc-nsaries located
in very harsh environment will nave extra one eacn,
The harsh enviropnment herée refe-s Lo areas that are
very remotelv 1o ated in rugged hills, The rationale

- —

for allocating twe dlopensers iz that when any of them

n

could be in the dispensary, winile the other would be

on home visits,

7.1.3 Training of Health Manpower for Modest
Health Care Service Delilvery System

For the implementation of this proposal there should
be a traininc programme for the health care activities

in all the levels,

T.3.3.5 Matoin, - health Auxiliszy Staft
\ t S BVT T ol ne SN

o t N i < ol 2 . A"
. ; =¥ % Loal® ar neal i ClEpenL2s:
: - r 7t v o —yOEr cotipy tiey Lesiun cous

¢ = 4 ;5 < real - SMRCLODY, . Fatwn arn,
Ao « 3 ! (ST % Calé. T2 w > i
: ! 11 . Hi (. 4 THRAS JOZel 1l e,



Te223,.2 The Hoje vf Tracitlcecnal Fraztiticners

In pPankshin LGA, there are several traditional
pract.tioners in almost every rural community who
tyeat various illness«: using local herbs. The
mest popular traditionel practiticners are the
traditional birth atienaants in ever, villasce wiom
the rural proulation depend for maternal ana cnild
care services; and the bone setters who treat some

fractures,

These health practitioners are recommended for
full integration into the modest health care system in
order to tap the good aspects of their services
especially their nerbs and skills in handling health
problems. “hen these health personnel ar= fully

integrated th=v should be glven =or- train 2 in some

aspects of the moiern h2all care a9 tem 8. tha

tney would be conversz=<nt with tne 7o 0ern health Care
u:,i-ve:'y systei, TEassh M. 'Budayd B - LOE =300 Dasls
using the locel adlttesr and they Lt wil: DB enCSY aqec
o teach the orthnuuox healtn psrooine; In certails

methods of henaling gume healils pProcasrs,



T:2:%.2 Trainin f o {reY ;07 Health Personnel

The traininc of Joctors, nurses and midwives
would continue but mrre emphasls of the training snoulc
be on preventlive neasures and how they would use
local resources in handling Some health problems
after completion of course. *he health personnel
in the category =!0wuld be educated to respect and
recounise tha trecitional doctcrs, nurses and midwives,

to learn frem arg couperate with them,

7.2 Preventive Health Care services

Preventj.vé health programmes should form &~ major
component of a sound nealth care system. ‘he preventive
heslth care sector shoulc have sufficient personne. as
ressucrces bo rh axternally or within the rural communitcies,
The followine nave Dean propused Tor the rural areas

-~}

Fanksthian LA

OmauNicani = Jl3easSe and hiagn-RiIsk Survelil lance

Fhies progranms nas as its oujectives the visiting
i oench pousenolc In the community at least four times
5 year, PeCauss Ot TN remotenesss 0f the study area

in Lerins 0fY tne Terrain tne survelllance itself can

(e dOoNe ©v Traim-: villagers from the verious communi-ies,



Froo effectiveness of tnls nor rane, the number! of the
vill~ze workers needec is getuinlirec Ly workload
aralysis. For evamile, each werker is o visit

eionl househo.cs ¢ ai; and adort 2-,354 householids

22ist in the stody area (i.e. using the average of

members in @ housengolc ~hapter 5), then one surveillance
worker coulc visit 4450 households in a guarter of a
year (i.e. eight hous=holds per day x 55 working days

in one quarter = 420 househclds). The number of workers
needed for effeciive diseare survelllance, then is
18,354 2 <40 = 42 workers. ‘his is the mmber of
indigenous workers required to provide disease

surveillance services to the rural communities of

Pankshin LGA.

- 1 alyses v C.arter foer thnis overglse Nas besn
overoconcuaey ate) C=llall cocations of Fanksolin LGA
at the eXnpense o3 LN ar2as DeCduss= 07 lack of nersonnel
anu otner Facilii e.. T maln aim o: thae progr aume

1t to ampunlZe Ch-. Chllgren under {ilve years a d
eipectan. MOthers {i.e. about 75% ot the nousenold
menbers, naoter Iive wniich is about nine persouns are
susceptisles n the houseng.d), or effective covera =

3f tne torget population then rhe workload is 75

2254720 2 100 = 172C%7. In a well-developed hewltn care



aeliver, cystei, tihie worker snoujd Le adle to vizit

ancé atten? to about 25 houselizlds ;.7 day, If <acdn
household rezauires three visits (especially for

Polio and DPT, cherter four) to complete tne
immunization services then each woirker éan cover

1200 households per v2ar (1.e 70 x 5 days x 15 weekg).
Therefore 15 veclin-tors would be reguired to cover
186,354 a year compared with the existing six vaccinatoers
stationed in Pankshin and are expected to cover the
entire population (Field Survey, 1988). These vaccinatorc
are proposed to be distributed among the proposed 10
maternity clinics anc hospitals from which they operate
their home visits in the rural areas., After the first
year, all households should have been visited once &
year to find children born in the last year but

whnse mcthers have not proughts Then 1o the maternity

clinis ¢ rece’dve impunlizatic v & fir: nes
Families ta o ANLT . . waTRErs shualla L
-
aravm fron ne comsunities ar e SCT & TNOrT oL
A gt aspecs reeltn cars £ ce an’ wnsted pso
e ol " - HOR.esH - L COMi 2T ATT.
'._-‘ S oL T ol 3T and

Inis ls T2 LIT=r Vision an: lhearling testz To ths
schocl chilaren and survelllancz 1or selectec infect .ous

d-Sazas@s. EZacn acnuol snouldg b iSited Quartrly, and




each visit should tore one day, but this 1s conpletely

lacking in the hs=alth prograr~e in Pankshkin LGA.

7¢2.4 Safe-water Programme

A community should be encouraqged to sink a
community borehold or individual househola to sink
deep wetls. ‘hough this is a programme that could be
diff icult to be achieved in this area, but the way
out is that the local government authorities snould
enforce some token levies for the sinking of boreholes
in the rual area. However, the various arms of the
government can contribute their quota in construction
of dams in some areas that are hard hit by shortage
of water supply every year, These dams should have
Some control measures soainst simul ium habitation and

ovipositior sitecs ftor tne simul 1um,

Aowever, 127 an ¢ 1eCtlve SEle-water programig ,
LO nNave sare sSources i1s not enough., It 15 necessary

to ensure scafe sturage agna saie use of the water in the

ruralil areas -hiah tnelerocre roeo tires a community nealtr
ecucation pros amme 1L WIlCHh each housenolc recelve:s
water Ssafery e.icatlon tnrough the dispensers durin:

their nome visig. .,



.. li‘

7.7.% Bafe-L-trine ana wasSte Pisnogal Proor amne

This is to encouraue and make households to have
safe latrines and safe waste disposal system,
Construction of safe it lateines would require one day.
per household, an? would require maintenance of such
latrines and waste-~disposal safety through inspection
programmes for those households in which latrines
are not well maintained and wastes are poorly disposed
of. <+he inspections, should be carried out by the Variédé

dispensers in the rural communities,

P

- 7.2.6 nealth Education

“d

This should be a component of all services prov.ded
within a community on child care, nutrition, personal
hygiéné'and encouragement in environmental sanitation.

1

7.3 Phasing of the Establisnmant of Health Care
cervice Cenwres Ain Pankshin LSA. .

The implementation of the prﬁoosed number of health
care services centres are expecteo to take place wiﬁhin
a period o+ five to ten years though as the years

progress the population of the study area will also

increase. dowever the proposad number of health care

services centres are meant for immeciate implemenation,



3ﬁ:will be executed as fullows:

!
1

“ Z0A .

but in any case gome oi the hwalth care centres will
ke accorded top priorities as revealed by the findings

in this study. The implementation of the proposal

(1) Building of tphe six new dispensaries
(1989-1991) to give a total of 24 dispensaries L0 serve
a population of 235,165 by 1991, i.e. one dispensary
per 2,799 persons, HoweVEr%&he year 2000 AD, 21 new

dispensaries will be required to give a total of 45

dispensaries in order to cover an entire population

L YR

' of 308557 at one dispensary per 6,748 persons,

(ii) Building of the four new maternity clinics
(1989—1991); to give a total of 10 maternity clinics
to serve 2 population 235,165 by 1991 i.e. one maternity
clinic per 23,517 prrsons, By the year 2003,19
materniﬁy clinics will be nesded to aive a ratio of.
one maternitv clinic to 1€,384. i.e, nine nhew ones

will be:required. - ;3 f

(iii) Building of twrottase herpitals (2965%-19¢7%,
zud the other two “72992-1993,, by 1Y¥3 there would
be four cottage hospltals to serve the entire

population of 259,578 in the oreaq,



(iv) Expansion work on the general hospital at
Pankshin in prepsration for the upgréding tc referral
hospital (1990~1995). +*his referral hospital will be
the only one up to the vear 2000 because it is assumed
tbat by this time at the primary level, i.e. the dispensary
and maternity clinic levelr, most of the preventable
diseases shoula have been eradicated., It is further
envi®aged that the policy on the western model of
health care delivery system would have been reorientated
towards the utilization of local resources and

preventive care rather than curative care.

(v) Preventive health care services programme is
to take off immediately and will become more progressige
until the preventable disecases are completely eradicated

in the rural area.

7.”1nstitutions to _be Hesvonsible for the Var ious
Projects of the Modest Health Care Delivery Systems

All tne arms of goverhment with the active
commui.ity perticipation will be heavily engaged in the

execution of the proj cts.

7.4.1 communityv Participation

with the aum of increasing cood health status and

getting rid of heal ¢h proplems in rural areas in particul ar



anag the nation in general, corninity involvement

in the implementation of the proucsal is one of the
principsl strenath and supports in rural health care
service delivery system. Througn the various
Community development asssociations and other
organizations in every district and the Pankshin Local
Government Development Association (PLADA) the rural
communities will be mobilized to build the six new

dicpensaires propesed for the LGA.

The communities would provide sSome mater ials,
funds, labour and other support for the execution of
the six dispensaries projects, The Pankshin Local
Goverrment Development ASsociation is to supervise and
monitor each district developmaznt association in the

execution of the proiects.

Bach rure.. communit, in the arez is also tc
patrticipate activelv in the diseass
CCNEtIo! produrand:. . ouch environmental sanitat:ion,
saie ans efflcivnr wette ang rejiuse disposal systen.,
clearing of tne= currounginge of the mpoung to rid

off zlles 2Nag mos3uviviiz,. ine Viidaoyse Nneags are o be
mobiliZea to =nsure '‘net each Lousenuia snould nave a
pit latrine wolor as 2455 to be wone tnrough nousehola

labour,



7.4.?2 Local Government par-i¢.nation

The local government through the Health Department
is to supervise the execution of the dispensary prcojects
in the various rural communities. The local
government is also to monitor the lev&l of environmental
sanitation in the rural areas and also to ensure that
some health educators gulde the rural inhcobtants

in some aspects of health,

The local government is therefore with the
community to maintain these dispensaries and the

former to pay the dispensers their stipends,

The proposed maternity clinic projeccs with the

active community participation are to be executed by

the loc +) aovernment. The staff of these heal th care
S ol re to Do maintsined by the state government
i roug tne Mini-zr of Hoatin,
P L ] The State Governme: .t
A COtTaJdE NooL (gl seems L0 D MOre expensive than

sthers for executlon, DUYt, NOwever with the participation

0of tne rural communities and local qQovernment, the state

uovernment 1s L0 execute the cottage hospltal projects,



It 3¢ rurrtter envisaced that state sovernment
shoul o expana the genzral pospital at Pankshin and
install som= facilities that would make the hospital
to produce essentiel orugs locally in order to supply
other cei:tres and to save the uovernment expendi_ng_ o
huue sums of money in importing drugs. In the interim
the state vovernment snould import only essential
drugs in order to save some money for other health

supporting services as provision of potable water

supply ana transportation networks in the rural arsas.

The staffing of the hospitals and supplying of
drugs would be the responsibility of che state
government. Again the state government is to supervise
and monitor the activities in all levels of the hsalth

care structuvre,

fatin® P el o) SOVvern il

Tne transpnri netwoerks in tankshin LGA are very
appad. i Dence fom- s€edonal roadE nave been propasec
for conhrgLpudctic Ly Construction of twC major
$£3a50Nal | vaub al® [1CopOLEC LO b- constructed by the

Fecera. wovernment. inese roaus are Snendam-Panvase

SO ane sShenuam-=-awalZasn-nabwir-paucni, Sce Fig 7.4,

Some major I00otpatinis ére earmuerk=C for constructiom,
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These ave proposec oy the cdirectorate of Fuod, Koad
ang rural lInirastructures (DFRRI, to consiruct. The
construction of these roads will not only facilitate
the movement of the rural inunabitants to n-alth
centres alone but to other service centres especlally

markets,

7ede5. Private Sector

Frivate individuals and corporate bodies are also
to be encouraged to establish health care service
centres in the rv "al -areas of the LGA like the Church
of Christ in Nigeria (COCIN) rural Health programme.

7.5 Prouposed Health Care Teams for Effective
Coordinatiun and Supervision

For efisctive health care service delivery system,
Lilire 12 @ neald I1 helth care teams that woula
Juervise a caordinate the activities of Lne isvelrs
¢ f LEn ¢ vscer,
Yes L i ecne sevé: noa i €8 COnlris of
i w2 h 208 =
N oWy
Ve 47/ UL WBVT DU ENL ABL L HiA0N L=abE:

Ieadlitione FrarLitiunes



752 District .ew ! hAcaleh Teaj (m rhers)

1. District nead
2. Medicel officer in chdarge Cottaae Hospital

3. District community A-sociaticn Leader

4. All Village heads e

5. Digpenzers in the District

6.6 Nurse/midwife

7. Voluntary Organization Leaders
8. “omen QOrganization L aders

9, Traditional Practitioner.

7.5.3 LGn Healtn Teazm (Members)

1. Commissioner for Health
2. Paramount Chief of Pankshin LGA

3. Meaical Ofifizer in charge Referral rospital

Comrarr . - Hezs b Offic=
Shde® Ruef=sing (oiloe.
G Fubras Hoalith Ofticer
Ve Fancsrir Lozel cuvernment L velormsnt ASsociation
L¢
. all bwauiz. Offacer: in Cnerue —ottage Hospitals
¥ s Tradltionegl ¥ragritione:.
.



Ihiy sectior on neeéltar teams tO monitor and
supervise the heulth care delivery system ends this
chapter on a proposal of a modest. health care service
system, while tne next chepter discusses briefly
some recommendations on how tc improve the socio-~
economic stz:;s of the rural inhakitants of Pankshin

LGA. The chapter furtner gives the summary and

conclusion of the study.
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SUMSARY AND CONCLUSIUN

8.1 Summary

The phrase "nealth for all by the Qea: 2000" is
a call for eguity in the health care delivery system.
In addition tc the more customary measures of
effectiveness and efiiciency, equity introduces a niw
paremeter for measuring tne appropriate cutcome of

health budget expenditures and socio-

spatial coverage., Innovative approaches to gathering

information are needed to monitor health service
coverage in a way that will ldentify the groups whose

needs are greatest and least served,

The provision of a truly effective health care

Service to the rural majority reculres a chance of

orientsrion in qoverpmen'! policies, tne

heal th personne .

anc tne heulth systa: as a whole. The nsalth servace
network whase mess 15 Lo larus ahc wnose personnel

of t=n WML aCt LieEmsaives LO pu <1y curative activities
.Im. ti= ovene! ¢ oI tne urpban population, as is the case
in tne stuiy Jea3 reguires drastic chenges. Acain the
healtn systenr nare 1s ons in wnich dialogue appe=ars

impessible between a rural population croup

tnekt does



r

- .5 ﬁ)‘:, -

know how to express 1lls reqgulrements arn! the system
does not appear to acknowledge and to respond te the
heal th problems of rural inhibitants. S¢ a serious

reorientation of the whole health care syetem 1s needed,

Quite apart from these shortcomings the health

care del ivery systes seems tec neglect the mobilization

of the local rescurces for effective service that
would cover the entire population. Historically,
over a lopg period, traditional mediuine or traditional
community health care has created the resources anc
p.ocefiires appropriate to local conditions and culture
and less expensive in terms of drug procurements, if
improved upon in terms of hygiene. The.incorporation
of traditional health care é;stan into the nctional
health cafe system would prove very useful in this
gountry where there is gross maldistributfibution of
health parsonnel, drugs and other health care feciliclcs,
It would appear to he futile for a devel oping counccy
such as Nigeria to continue on the ortnodox or western
appraach to h-alth care dellivery since 1t lacks ch=
necess-ry financial, human and or@anizatidnal resdurces
which would enable it to train-encugh fully-fledged

medical personnel that would cover thae entirce

population effectively.,



Generslly sptaxinc, the ericemicles: ral cata
from the stuly area 7' ow thet these digeases that
could be preventea if relources are invected in the
provision of basic sucieal amernities which will
improve the quality ¢f lire, muss immunitation,
environmental sanitation, disease control and
surveillance, and in health education programmes, 1%
is quite pathetic to note that, with the myriaid of
health problems in the rural areas and the inaccessibility
to and imability of the rural inhabitants to utilise
the modern health care system effectively, 61,5% and
_85.6% of the Federal and Plateau state ¥ total
'5udéet respectively for ﬁealth in the Fourth Nationa?l
Development Plan 1981-1985 were allocated to curative . :
rather thap preventive proﬁramme as illustrated in

Table 8,1.



Tall: h.i

Functional el eds of the Aldczations of Canital
Expenditul > of Heaith Programme 1981-1985, Feaeral
and Plateay State Governmerd s.

Health Programme Feuaral Plateau state
N{million) %m) A{miilion) % Wlm)

Curative service 735,00 615 B3.4% B5,.6
(Hospital programme)

Preventlive seriices 58.00C 4.9 1.0 Te)
Training Programme 240,00 20.1 . o 10,5 10. 8
Others (Quarantine ” Central
stations - Lagos, Kano, _ ' Store

P. Harcourt, Calabar

ete) 162.5 13.5 . 2.50 2.6
Total 1195,5 100, 0 9., .42 " 100

"Source:s ZTompiled from the Fourth National Development
Plan 1981-1985 Vol II pp. 753-760 ang £17-19

"
1 I T

‘The data in the Lable clearly suggest that the
rban—ba5hﬁ heal th faci]ities which Serve as the
sOUr ces n’,. Care Yor & o minority ir the population
absurbe « dlSpTLerLlOn;telﬁ nuce Qmmunt of e funds

aliocated 3 I0e Neailh sector, In adultien, the cat.

revecl Ti.. Gurrative ratner chak preventive measurles

1

LLEC CLSUWhe st ;u: Lhs resources in & éiace where the

_mb)orlcauaes of murprity, d;sabili:y ahu mcrta@lty could
be prevanted. inis find+ng tnereior @ suggests tnat tneré
iz an ur ,=nt Neel iu% 8 reorien;étian in tha deveLUpmcnt.

Of the h-altn S2ltor 2n Ygehers. and otner heai:h relasec



et e ot he reor.<ntation must cak- Lhe realicy of the
ropriation o1 the Towrtdy it consiceration and cught
to take the well-beln: 0 amejor .ty rather than a

very £mgll propcrt.on of the popuiation into due

account,

Like many »thzer LGAs im Flateau state this stiudy
shows that there are 2ross variations in the distributicn
of health care services and facilities that will
adeguately and effectively cover the rural arecs.

Acain the LGA is highly handicapped in transportation
networks that would facilizate easy movement of the
rural inhabitants from their localities to the service
centres. This further worsens the health conditions

of the rural inhabitants in this recion,

The =*Uy "Y=3 esta lishec that health care centres

are roasslyv anadd nuote ard that ther< iz e nzarcicy

thie | rEn s cnnel that v ble etferiivelv i Ivs
Ll sSeryi U L 17 entire pontistic the arec. |
MeraUse ~. tadt racooenon B r'Iur . commiitiicies nave
L eer 0O e H] L3 8C4i«€ LNCLI Ngestn Ol s Wl s
Lie? TOUNN. TN L. 1t100 41 nesLs Tare Sysien.,

~he SLuay I .. thel estanl biis Lhal LNere are

SLronNy ass0Tilaliing DELsEENn 500 10=2c0Nn0OmiC status of the

people and accessivility to ans utilization of medicel




caper services, 1t further Srows *hat rhe estadlishmont
of specialist nealtn caie sy: o would culy serve the
minority elite croup and the urbtan dwellers at the
expense of the rurel inhabitents. It is revealed from
the study that health supportinc services are

conspicuously lacking or absent in the rural areas.

These services I¢ include basic health edu'atien,

potable water supply, electricii.y and waste disposal

system,

8,2 Conclusion

Unless and until there is a total policy
reorientation, an identification and clear assessment
of needs and the m¥mmxk monitoring of progr ammes
directed to me=ez those needs on tne widest possible
scale., existing healir nrovision wil: remair pocr and

morc pularize: & towards the urbdgn se~tar - ths '“wrbon

ricn'., healt; core service icr tni entire populatior
Shuoulc e CONCEIVE as part 0: anp overzl. Nz tione
deveLormant plohs iz if necesssry to [emer.Der Lhatg

glseases an adverse nealt! conditions wilic afis= ¢
are w«int&ines in :urel communities throudn defects
in the Suciei, econgmic, culturql ana environm: ~tal

situatior., cannot De removed or Kept pervanently under

R




cuntrel]l unless thafe el 18 &+ tneqso. v goarrected,

The most obvicus way to correct th¢ defects in
the present hcalth care system in the rurasl environment
like Pankshin LGA 1c¢ to embrace a pclicy of sccial
justice in the rrovision of health care services,

Such a health care delivery should bes

(a) geographically comprehensive i.e. it should be
able to cover the total area for which, it is

mealnt,

(b) to cover the total population irrespective of the

socio-ecocnomic ctatus;

(c) continuous i.e. the continuity of patient's
treatment over ; p=eriod or time, when different

personn=1 may ne involved in the same case depend

or rand nedicel records: and
Ld pooJvioed wiih adequate suppoltlng Services,
= 1owards kal  in oocio=-eCONnoml. .zatus of the

iUz al 1lnhat .cants in Parkshin LGA.

S0in= recomdiencations are briefly proposed to raise
the soClo-economic status of the rural inhabitants sincce
it hes been demonstrated in this study to be a major

handicap to better health,



(i) Mas: l1ii2recy arcaréemae ic very esserntlal
in the rursl eéreas because 1! nas beer estarlisnen
by the stucdy that there is a strong association
betveen literacy lfvel znd he&alth rrotlems. This
progremme will help immersely in creating awarness in
the riral communities of the major causes of health
probiums and how to tac<le the causes ratner then the

symptoms, It will further improve the environmental

samitation of the rural communities and dietary intake,

(2) Better methods of food storage and preservation,
improved methods of food preservation and storage can
maintain the nutritional value of stored food,
prevent fcod poiscning and sicknesses assoclated with
the consumption of spoiled food and help eliminate

the off-season hundry wonths,

Imopoved and &aa00ate ols TS aming the tural
inhaiscants wil!l aesEn Arprovad Lot ! e ita
to c.Lseasésn ang increased Jabour procdctivie, wn
farna amd other & onom.c antivita

(3) Inadequets marketine and transport faciliitioac,
‘and uneconomic an” unprecictable prices are u=nerally
the major bottlenesxs to increasing rural income,

\
Improving thgmeans O transport anc communlceclions is



critical for aimproving pertourmence of traditional
trajde shrnnsls wrict “nsesrenrly Canrove thne incone
of the rurel inhabitants througi. the sales of tnc

agricdl tur al products,

(4) Provisicn <f water supply ir a case in point.

——n—

It has peen noted in the study thac 1f water supnly
were within reacn of householcs, 1t would signifjcantly
redu.e the amount of time spent to procure water,

This would alsc improve the personal hygiene of the

rural inhabitants.

8.4 Sugqe:s'{'i'on for Further Studies

Because of time, financial end other rescurces
constraints this study ‘has not been able to make in
depth researcn into tte strong association between
socio-aconomic status of the rural inhabitants in

various lozstiorz ir th- state and *h=2 major health

propleg.. There .hould pe tnereror= government
sponsores resecrchor int. the major heaalth problom:
in rura. areas in Flateau gtate in orger to raise

the Scclo-economic status of the rural inhapitants in

the stele and The= nation in general. fResearcass should

be concucted in sperific ol1s=ases in ordsr to evilve
a viable means of =raa.Cating the vectors, especl.lly

mosgulin, simelic | snall anag tlles, that constantly



threaten the he-_th Ton .ltions of e rursal ceellers
and the urban poor. +his is however to alleviate the
sufferings of the rural communities so that they too
can contribute neaningiully to develupment [ rogramme

of the country.
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