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QUOTES

"As you go, preach this message: 'The Kingdom of heaven

is near', Heal the sick, raise the dead, cleanse those
who have leprosy, drive out demons. Freely you have

received freely give...."

Jesus Christ (Mathew 9:7-8 (NIV)



VI |

ABSTRACT

People in the rural areas have yet to appreciate
health as such their desire is for absence of sickness.
Their want are for cure from di sease, care when sick,
relief from hurt and reassurance and help during maternity.

The shortage of medical facilities and doctors make it
i npossible for rural areas to receive enough health care
attention. Technol ogy advancenment increased the responsi -
bilities of doctors in General Hospitals, clinics and
tertiary institutions leaving themwith no time to give
personal services to patient in the rural areas. When a
physician attenpts to be both the Engi neer and plumber of
medi ci ne great harm is done. Because of the quality work-
| oad, the physician is unable to provide the qualitative
i nput and | eadership required. As a result an Auxiliary,
anot her menber of the health team is needed to be able to
free the hands of professionals for conplex and new situa-

tions.

This team of Auxiliary can not carry out their
task effectively unless they are socialised |like schol ars
in higher institution of |earning where they will devel op
a commtnment to inquiry and skill in the use of know edge
as applicable to solution of the practical problem of man

The Evangelican Church of West Africa (ECWA) took a

step to aid the rural area with medical care and spiritua
deliverance by establishing a school that will give effec-

tive training to Health Care Auxiliaries.


http://Afr.dc

V1l

An attenpt is nmade to carryout an architectura
design thesis of the' school of Health Technol ogy, The
architect contribution is to create a natural and practica
environnent that encourages, and educates the primary health
care Auxiliaries within the framework of guidelines and
obj ective set out for schools of health as fast as possible

by solving circul ation problem encounter in school of Health

Technol ogy.
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FART ONL

INTRODUCT LON

1.1 MEDICAL EDUCATION

When discussing medical education, it is necessary
to also look into the health care system as a whole to

see how or where it fils in. This is because the two can
not be divourced from each other. Medical education provide
personnels for the health care system, while the system
itself crecates the avenues for medical training and may

even be its regulaltor, correctly put, it is one of mutual
dependence i.e medical education is a social phenomenon

shaped by soclo-cultural characterislics of the host agent

and environment i.e of students, lteaching institutions

and the health care system.

Medical personnelsneed theoretical and practical
teaching, it requires alot of capital for a school to be
sell-sufficient. The World Health Organisation (WHO)
recommendstion for a school to be part of eclinics, General
Hospitals or leaching llospitals, 1t also regards hospitals

as potential teaching units and the facilities available

for training of medical nursing and health workers of all

grodes. lLqually stress should be placed on teaching of

general and preventive medicine at all levels for this
purpose Lhe wards and out palient departmenis with their

associaled clinics should be used to achieve fully integrated
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and comprehensive training schemes.

1.2 HEALTH CARE SYSIEM
Health care is a continuous and inevitable process
that varies from stage to stage. The buildings that cater
for heallh care facilities are in different forms due to
the differences in functions organisational structure,
socio-economic and geographical locations.
fhe Heallh Care System is categorised into three:
Primary Heallth Care services
Secondary Health Care Services

lertiary Health Care Scrvices

-1.2.1  PRIMARY HEALTH CARE SERVICES

Ihis category of heallh care consists of general
heallth lTacililties, ecucalional, prevenltive and curative
offered Lo the grass roots and mass population level.
Services include: Immunisation programmes, ante-natal and
child care, ;imple diasgnosis and Ltrealmenl delivered by
doclors, nurses, medical auxiliosries and social workers
in aid posts, dispensaries, clinic and health care centres
dispersed as far and wide as possible among the people,
services are at local level.

}:242 SCCONDARY HEALTH CARE SLRVICES

This is the general hospital where patient are refered

to from the primary Health Care level for more sophiscated

diagnoses and Ltreatment.



,142.3 TUERTIARY HEALTH CARE SERVICES
It 1s a level that involves highly specialised services
and specialist, Lhe Ltype of which are not found at the
other levels e.g. Neura-Surgeons, heart specialist ete.
lhe services are not at general level and more specialised,
Mosl are at close associated with a medical school, medical
research facilities and a Universily.
Health is a foundamental human right. Article of
the universal department of Human Right grants every one
the right to a standard of living adequate for the health
and well being of himself and of his family, including
food, clolhing, housing and medical care and necessary
;ﬁfsocinl services.
Primary health care is a mcans of protecting the
‘above right as an essential care base on practical scienti-
fically sound and socially acceplable methods Lo individual
and loamilies in community through their full participation
and al a vnst-lhat Lhe community and country can afford
to maintain at every stage of Lheir development in the
rspirit of self-relience and self-determination. It forms
an intergral part beth of the country's health system,
‘of which it is the central function and focus, and of the
loverall cconomic development of Lhe community. It is the

first level of contract of individual, the family and the

community with the national health system bringing health
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carc as close as possible Lo where people live and work,
and constitute the first element of a continuing health
care process.

Ihe method of health prolection, promotion, mainte-
nance, disease prevention and rehabilotion of the sick
require a practical and practicable approach if the end
resulls of such method are to have a positive impact on
the heallh of Lhe consumers of heallh care. Unless the
method adopted are practical the service will not make
much sense to the consumers and unless the service is
affective because, among other lactor i1t is scientifically
sound, primary health care will lose its credibility.

Irainer of health workers must teach, and health
workers must be assisted to learn understand and practice,

these concepts of health care which are affective and

“which can be easily applied to meet the socio-economic

culture and health needs of community,

With proper health planning, erganisation and manage-
ment, unxilié}y personnel can be utilised successfully
to contribute to the qualitative delivery of medical care.
The utilisation of bolh auxiliary and professional, together

with adherence Lo the concepls ol referral if both qualitative

a quantilive service is to be development.

1.3 AIMS

Ihe aims of this Lhesis is Lo analyse the standard

requirements of a sechool of health technology in terms



of practical and demonslration aclivities and to present

+a design Lhat seeks to solv e Lhe following problems:

L.

4.

(-

a.

To provide a safe and healthy environment for .
effective performance.
To control sources of discomfort in the building
at design slage.
To provide an aesthelic and pleasant environment
A place of good relationship beltween departments
wilh closely related functions and effective
routes for circulation.
To create a Hazard free environment
fo provide a flexible place capable of growing
and changing

Internally

Externaily and

Functionally
To respond to physical relationship between
it_and the community it serves in terms of
aesthetic and sitting.
To create a space where activities can take
place comfortably and efficiently.
To produce an intergrated atmosphere conducive
for cohesive existance.
fo control the physical envirenment that people

as individual can live, work and be together.



1

11 To control the climalic weather by manupula-
tion of space for efficicncy or effective
performance.

12 To create a balance equilibrium between space,

need and Human cognilive system,

1.4 OBJECTIVES

A Tunclional space which provides for an effecient
and quality programme execution. A pleasant and stimulating
atmosphere through design sensitive Lo environmental
condilions. An architectural programme that takes into
accounl fulure needs and aspirations as well as relationships

belween units and Lo Lhe whole.

1.4 IHE SCOPE
Ihis thesis is restricted {o selving to architectural

problems. The project covers the design of ideal school

; of health technology and review of the curricula of

outstanding School in Nigeria and international standards.
Ihe design aspecl entails the bruvision of Facilities
like:
1. Administrative blocks
2 Departments
i, 2% Lecture room

4. Lecture thealres



B Laboratory
6. Hostels
Y i Support facilities

8. Library

1.6 METHODDLOGY AND SOURCE OF DATA
Research methodology chosen for Lhis project is

bascd on an wunalysis and synthesis of Lhe following:-

1. Literature Review - Textbooks, past thesis,
Journal and other relevant write ups.

2. Case Studies - Similar school and related
establishment e.q. hospitals, clinie
and despensary.

5. Personal observation and uerb;i interviews

4. Environmental data - Ihis was obtained from

the recorded source, local government

geography department, water Board etc.

-

1.7 MOTIVATION

I was motivated by the effect made by the early
I and present missionaries that answered the call of Cod
to give Lhe message of God (the gospel) and medical atten-
tion Lo rural areas. My personal contribution is to
provide a place that will give this Heallh care personnels

the skill and willingness to learn betler Lo be able

to make Lhe programme more effective.
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1.8 THE CLIENT AND SITE

The elient is the Envangelican Church of West Africa
(E.C.W.A.). lhe site is at Kagoro, Kaura Local Government

Area of Kaduna State.

1.9 CONCLUSION

he Kagoro Evangelican Church of West Africa (E.C.W.A.)
School ol Health Technology is a project proposed and
sponsored by the E.C.W.A. as a client.

Ihe Health care syslem plays an important role
in medical Education. It is an avenue for the training
of Medical personnels, like the Medical Education which
proides personnels to the health care system,

The aim of this thesis is to solve circulation that
affect the performance of Lhe schaol
The design is restricted to Administration Unit, Training

Unils, hostels and other supporting units.
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HISTORICAL bLULLUPMENI OF MEDICAL EDUCATION
2.1 CLASSICAL ANTIQUITY

It was of great importance Lo early Greek that
knowledye, and hence medical knowledge, came from gods.
However in early Greek medecine it was not priests who
practice medicine, and the early Greek physicians were
not suml—reliqious 'Shamas', This led to Lhe question
if medicine was manunl work, a craft, then the physician
was like a technician (Jeuton of lTechne) and his source
of lcarning was therefore merely an empirical one. But
if this knowledge, be technical or theoretical, tended
to become a science, then there was something irrational
involve for the gods alone pocessed in the Falliable
science. 1i.e a wisdom therefore must have had a revelation.
This seems to be an explanation of why medicine had
supreme natural or mythical‘uriqinn for the early Greek.

Summerily, medical knowledge in early Greece was
acquired empirically from man Lo man, usually from father
- to san or an elecl who receives it from supernatural
sources and subsequently allowed a disciple as an elect
to participate.

In all cases, teaching was oral at least till the

sixtLh century (6) B.C. (Before Christ). Two different
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kind of physicians hence developced:

1. The resident or wandering craftsman
2. lhe sacred physician (latromatis), a kind of

shaman on Lhe other.

Ihe former represents a rational type while the
later a devine type. [Podoleinos and Machaon, the examplary
physicians of llias, were noble men s0 a8 quees can be
made Lhat higher classes were exclusively allowed to
learn medicine. Men of lower rank especially slaves
were prohibited,
As Lo what was the content of medical knowledge,
from historical observation and statement of knowledge

Greeks like Ploto early Greek medicine was nothing than

4 A0V

traumatology and epidemilogy. 1L was these alone that

cuuld be perceived and therefore taught and learned by
“man. Internal disease could nol yet be understood, or,
in consequence treated in a rational form.

Ihe Greek spiril of rational enquiry may be cﬁnsidered

the starting point of medical education as it introduced
the proctice of observation of reasuning regarding disease.
Rational interpretation and discussion tend themselves
to teaching and thus schools those at 'Cos' and 'Chindo’
were Tformed in the fifth (5th) century B.C. The famous

physician Hippocrates, who may regard as the father of
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1 P I
medicine taught and headed the school at Cos. Anolher

eminent physician LCuryphon headed Chindos school. At
that time Greece had no governmental control nor genuine '

‘
and professional institutions for physician, al best
there were above mentioned medical schools certain doctrinas
were recognised which students had to know and follow.
Unfortunately the one source through which substanlial
informetion as to transpire within the great schoouls,
especially that at Cos& -The "inscriptions of Cos" remains
unpublished.

From these schools other literature developed this

literature was also responsible for provoking cerlain

bt} ¥
problems and consequences. As there was no effeclive

control or institution of the medical profession any
demands or proposals pﬁt forward were regarded as private
and could be accepbted or rejected. As such Lhere was

no 'Communis Opinton' on the most useful Curriculumn

and on the elemenlary subjects to be learned. There

was no balanced belween bLheory and practical and no general
concensus on methods., In conclusion it is evidenl that
even though this consensus was never achieved in [reek

and Roman times, very influential models were oflered

which were Lo last centuries.

2.2 MIDDLE AGES
Medicine in Lhe middle ages was described as "monéatic
medicine" booklist. A lot wgs done through text which

were found in large numbers in monosteries, the main
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cenlres of learning f:hcm.

lhe text were in dialogue from mostly, a question
and answer kind of thing. These indicate a teacher
pupil relationship. Brevity of texls, caomplicated confi=
gurations of drawing meant authority of teacher was
paramount. The besl Leacher was one who could expand
and elucidate the text from long experience and wider
acquaintance with other writings. Conversely thebest
pupil was one who could obsorb and remember what was
taught, learning was a matter of listening not just
reading. There was discussions Loo between teacher and
pupils.

Gradually dialectical method of the arts schools,
and Arabic mediaeval writing infiltrated this system
and by Lhe end of Lheiﬂellth cénLury (Iéth} the philaoso-
phical approach became Lhe established norm. Meanwhile,
Articella, a corpus ol medical curriculum, it formed
the basic of all medical instruction in most European
universities.at that time. Ilts method was by extended
commentary and continual overlapping of instruction for
full qgrasp of material by students, Besides this were
practical lessons on anoltomy surgery, operations and
dissecbions. Long aflter Lhe events of the renaissance
most of Lhis method remained undisturbed i.e Leaching
by commentary and disputation, examinations for degrees
done by public discussion on aphorism of Hippocrates

and o Lext by Galen, a pure theoretical basic not directed



at the practical aspect of medicine. Some objections were raised

here und there, but on the whole the system remained indifferent.

2.3 RENAISSANCE

Ihis is the period one hundred years from fifteen hundred
(1500) A.D. when medical education underwenl alterations, expansion
in some direction and restriction in others. School
in Huhyz?gghined most powerful maygnets to student at
this Lime.

the sixth century wiltness some degree of governmental
recognition of Lthe significance of medicine to the state
which led to various forms of assistance Lo the medical
faculties. Notable in the wvenetion governmenlts support
of the university in Padua which culminated its distinction
as well as medical faculty. Olher universilies began
allaching greater significance to other medicine faculties.

Sixth century physicians came toz?cqarded as of
inestimable value the direct access to Hippocrate and
Gelenie wrifings and that progress lay with the Greeks.
Ihere was general subscription to classical medical
docbtrine and Lhis new attitude brought about changes
in contact of curriculum for the direct Greek modoles.

lhe ancient Greek medicine contained to dictate
sixteenth century medical education and practice till
the second half of the century when some doubts and
suqqgeslions were brought forward by some bold physicians

for a wmore scientifically based wmethod this ushered in
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' a new period free to accept or reject, ar simply question

*the past models this is the modern period.

2.0 Tt MGDERN PERIOD

From the seventeenth and eighlteenth centuries the
value of hospital experience and practical study of
discase and its Lreatment were re-asserted.

Medical education, especially in Europe, began
to assume a modern character with the application of
a graduslly increasing knowledge in the patural sciences
to the case and treatment of the ill. This helped European
hospitals in their transformation from dwelling places
of Lhe poor deseased and infirm, supported by charity,
to the well equiped efficient places of today.

In the United States, medical education was gfeatly
enhanced by the John llopkins Medical Schepol in Baltimore,
1895, It sel good exumples and high standards acceptable
college graduates with a year's Lraining in the natural
sciecnces, and had excellent elinical work through the
John Hopkins Hospital, created especially for teaching

and rescarch of the school.
PRIMARY
2.5 HISTORICAL DEVELOPMENT UI'ﬂIE.ALTH CARE 1IN NIGERTA

2.5.1 OUR HERTITAGE

Those of the early generalions in what are now
known as the developing countries might not have had
a qgood understanding of Lhe causalive faclors of the

various illnesses which assailed wman in their time, but
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there 1s evidence to show that they had concept of preventiv
and curative health measures, however vague such conception
might have been.

Before the advent of the explorer the slave stradef
and missionaries, there were many Alrican and Asian
communilies prevenbive measures availoble for sbortions,
convulsions, constipation through phurperal fever and
difficull labours. FE[ven where these measure seem rather
unreliable to the scientifie man, the significant thing
to nole is the early man sought and present generation
conlinue to seek, Lhe best way Lo prevent any mishappen
to health.

Many of the taboos and inhibitions prevelent in
developing countries are of public health significance.
Examples include prolonge breast leeding, which supports
child spacing as well as favouring the nutritional status
of the child. 1In some African societies in the past,

a woman would incur the displasure of elders in the family
if she had 1¢ss than a gap of 3 yeuars between one child
and Lhe next.

During expidemic af any btype drumming was forbidden
to prevent many people coming together, and the floor
was sprinkled with water or palm wine before it was
swep! so that no dust was raised. Staying out late in
the nighlt or walking about during the day when the sun

was overhead was discouraged. lhese were other taboos
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which, although they had little to do with epedemics,
were noneltheless health ;romutinq.
Many customs and many apparent supertitious are
connected with preservation of health. Most of the
prevented and curalive measure were edicted by the herberlist

witech doctors backbone by the council of elders.

2:5.2 LARLY TRADERS AND EXPLORERS

Nigerian scientific knowledge of medicine can be
traoced bock roughly flive hundred years ago. With the
advent of the Portuguese traders from southern Europe
as the carlier phoenician and carthaginian, the possibly
Norman vayages were too fleebting to be significant.
All of Lhese earlier contacts were tLhemselves much earlier
than the real birth of scientific method in Europe and
mediteranean, although eclassical Rome and Athens produced
a wealth of ideas which in RunaissancéJBIUSSUmed into
the modern scientific era. We could also speculate that
very considerable trade with North Africa across the
descrt might have brought some knowledge of Arabic medicine
which wus at.it height in the thirteenth century.

Much of the herbalisls posilion in the sociely
has been damage by his association with witcheraft and
socery, but this shouldnolt hide from view the fact Lhat
pharmacologically active compounds hove undoubtedly been
used and are still in use if Lhe dosages thal are uncertdin

and somelimes dangerous.



L7

Fifteen century mark a year lor the Portuquese
explorer coming to the unknown coast of Africa. By 1504
the cn;ly Portuguese Catholic traders and Missionaries
has sel up Lrading post and had built a hospital at St.
Thomos Island now called Swo lome, of the Nigerian coast
Lthese carly explorers and Lraders were said Lo be men
ol honour and intergrity, and some brand of medicine.
These missionaries and trader increased and there. were
Spanish, Dulbtch, French and later English traders.

Although Lhe early explorer had good intention
at the begining some of them became currupted with the
slave lrade, which turned out Lo be a greatly profitable
and revenue-yielding enterprise for those who trafficked
in Lhis hidegus trade. The sluve ships had medical care
personnels to make sure the safety of the slaves on board
was Laken care of to ensure their marketability in Europe
or America.

AL this point in time there was no medical knowledge
past Lo any individual or school that train medical
practitioners. [IThe medical men brought to the coast
were whites and to treal the slave traders and make sure
that the slaves were fit for bthe long journey to the
slave markels.

Z2edad ITHE MISSIONARY MOVEMENI
lhe missionaries were to a great extent than any

that have yel been mentioned the men and women who brought

modern medical care to Nigeria. Almost without exception
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they were and still are admired.
"The men who led greal missionary movement of the time
were undoubtedly inspired by genuine idealism. Only
a cynic could read the journal of the missionaries and
explorers and remain unconvinced as Lo the sincerity
of their molives".
This was considered opinion of professor K. Onwaka Dike
1956.
Lven muslims expressed gralitude. In January 1960
Alhuji Sir Abubakar lTafawa Balewa, then Prime Minister
of Lhe Republic said in his speecch on the motion of

independence:

"we are grateful to the missionaries who have done

so much to assist in development of Nigeria especially
in the field ol Education and the provision of medical
facilities for so many of our people”,

For while traders brought doctors with them they were
largely to serve their needs, and only occasionally did
this care extend out in pity to suffering around them,
Troders and even occasionally naval officers, were somelime
feared and often mistrusted, Missionaries however soon
become genuinely established in Nigeria and were able

to extend serious medical work inland because they proved
their good motives to the people and were welcome.

Women where very rare in Lhis missions. The
missionaries too had medical wmen on their Leam, and a
very few of these were accompanied by their wives. In
1819 the first Pioneer Catholic nuns arrived in West

Africa fhe first Cutholic nun in Nigeria, Nigeria

)



Sisters of the Congregation of the Franscislan Sisler
for propugatioﬁ of the faith did not arrive in Nigeria
uniil 1872. They were led by mother Versnique and Sisfer
Collette. By the end of the Ninetheenth and the beginning
of the twentieth century other missions had slarted health
work along the West African Coast. These included the
Presbyterian Mission, the Church Missionary Socicly (CMS)
the Sudan Interior Mission (S1IM), Sudan Uhilted Mission
(SUM), the Methodisl Mission and the Baptist Mission,
Like John Brown's body il is gratifying to note the soul
of these early missilonaries go marching on. .
The missions eslablished a high standard of hcal%hEEMhJ
care training especially in general nursing, malernal b
and child health, and goined so much credibility that
to this day to have been trained in one of the missionary
institution in a hall mark of great skill efliciency.
Services were extended only to those close Lo the
mission, the converts, those who attended church services
and the Sunday schoaol, as well as those who worked in
the yard, that in employees of Lhe different mission
houses. As the resources of the mission, both financial
and human, improved and as lheir services become more
acceptable to the population, the missions extended the
coveraqge ol their medical service.
the wealth of a district is dependent upon the
health of Lhe population and such health is larqely

dependent upon the sunitation of the towns in the district.
]
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Dircelive went out by celonial sccrelaries office regularly

to the colonies particularly with regards to the general
principles of sanitation. These included standing instruction
on drainage, layoub of streets refuse disposal eﬂnatruction

of lutrines and asspil, water proteclion control of
comnunicable disease, community mobilisation and most

of those health problems which we still worry about some

seventy (70) years ago.

2.6 LHE SCHOOL OF HEAL T TECHNULOGY KAGORO

It started at Jos, Plateau State, by the Sudan
Interium Mission (SIM) whose main aim was Lo preach the
gospel ol 'Good News' (Christianily) and to aid on free
medical Lreatment to its own convertls.

Uriginally the schoo!l started us a Health training
school in Lthe late sixties and the ralegory of student
admilted were primary schuo{ leavers mainly of elementary
four or so. The admilted studenls received a Lhree (3)
monbhs Lrninifq programme and a Lhree (3) months practical
troining. Until 1972 when the school was taken over
by Lhe government of the Benue Plateau State. It is
now Lhe present Plateau State school of Health Technology
Jos.

Ihe same year the school moved it base to Kwoi
in Kaduna Stale and the same training programme was ran
as above, but the properietor changed from the SIM to

the Lvangelican Church of West Africa (E.C.W.A.). And
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the name of the school was equally changed to School
of taboratory attendance Kwoi.

In 1983 the school of Kaguro took off in a bigger
scale, with training of different categories of students,
The first cotegory is Junior Community Health workers,

a one year programme for primary school leavers. The
sccond category is senior Community Health Extension
workers a two year programme., bEntry requirements: five
credits in WASC/GCE and Grade !l certificate. In addition

Lo the above the candidate must be a Christian.

2.7 CONCLUSION

Ihe the past medical knowledge was an elite business
pass from teacher to student or from father to son.
No schouol were established, sometimes the practice was
mobile., Uplill the renaissance period when schools were
eslablished.

In West Africa it was proactice by harbalist or
nalive doctors and Lhe communily of elders. The coming
of the slave trade brought medicol care along bul was
reslricled to the slave lards occasionally to the slaves.
Ihe abolishing of the slave trade business and the coming
ol Lhe Missionaries brought medical care and training
Lto the entire society bul restricted to church goers
and new converts of christianily.

ihe school of heallth technology aim at training
personnels Lhat will continue wilh the missionary movement
to take medical car. to the rural areas, services are

given to all mapkind as Lthe message of christianity

is being passed along.
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« CHAPTLR THREE

AUXILIARILS TRAINING AND UTILISATION
INTERNATIONAL STANDARDS

L W DEF INATIONS OF TERMS

Il is advisable to define the Lerm use before proceeding

to discuss training and utilization of personnels.

3.1.1 PROFESSIONAL

Is restricted Lo Lhe physicians of full secondary educatior
and universilty medical educalion of acceplable international

recaognition,

3.1.2 SUB-PROFESSIONAL
lhe term sub-professional is anathema, it has been

semasiologically correct and discriptive appropriate, but

" psychologically it is a misurmer. It seems to demean the

status of a group of people and is Lhus bad for morale as

well as inhibitory to the development of a sense of responsi-

lity. "
Ihe teym has come in near to people discribed as near
doctors. GEducationally such people have incomplete secondary
educaltion and abridged medical education (not of University-
recognised standard). Allhough they have been of immense
value in the past, their erea of usefulness has passed.
3.1.3  PARAMEDICAL
Ihis refers to personnel of completed secondary school- .,

ing and a universily education of comparable technical training
in o field related to medicine. 1lhey are represented by such

persons as nurses, health inspeclors, sanitary, engineers,
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veterinaries, denltist, and others whose work does not emcompass
the whole field of medicine bul work alongside the physicians
'incnmpurnhle status. These are persons of professional compe-

tancy wilhin their own fields. TIhe preposition "Para" has

the scense 'alongside of' but not 'inferior to'.

3:).8 AUXILIARY

Ihe word is used to describe a broad category of workers
in many f{ields, who are distinclly less than professional
or paramedical competency serving in a subordinale capacity.
They are of middle schonl education or less, and have a techni-
cal cducaltion that is limited in breadth, depth and duration.
There is o eclear and wide gap between the auxiliary on the
one hand Lhe professional or paramedical on the other. So

,.dislinct is the gap that there is none of the emotionalism

aroused by phrases such as second-class doctors, substandard
nurses elc.

As a gelic term auxiliary is particularly opposite in -
that Lhe word is define as a helper or assistant giving support

Oor succor.

3.2 CATLGORIES OF AUXILIARIES

Auxiliaries have grown up in response to need. The
types of auxiliaries have resulted from current local
circumstances, the philosophical approach adopted, the structure
of health services, and the views of the professional organisa-
Lions. Tundamentally, the types of auxiliary have resulted
from Lhe neced for specific discase campaigns and the need

for general health services.
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3.2.1 THE MONOVALENT "AUXILIARY

IThis 1s an individual trained to perform single function.
fhe earliest of these were the smallpox vacecinators. They
were followed by other Lrained Lo undertake specific functions
in relation to a specifie prevalent disease. The advent of

bismulh treatment led Lo yaws auxiliaries ass early as 1920s.

The discovery of & yellow fever vaccine led to yellow fever

vaccinators: likewise auxiliaries were developed for campaigns
against sleeping sickness, leprosy, tuberculosis, veneral

disease and more resenl for malaria eradication.

JsBed THE POLYVALENT AUXILTIARY

The olther type of auxiliary, the multipurpose worker
has risen from the development of general health service and
the need for subordinate personnel in nursing, midwifery,
environmental sanitabtion and curalive medicine. Such workers
originated not oniy in the need of "pairs of hand” in the
early hospitals in urban centres, bul alse in response to
attempt to extend medical and heallh services inte rural
area. B

In general polyvalent auxiliaries have been trained
in the same calegories as professional and paramedical personnel.
There are auxiliaries representalive of medical care, nursing,
midwifery, public heallh care, environmental health, laboratory

technology, pharmacy radiography and entomology.



3.3 TYPLS DF AUXILIARIES BY WORK AREAS AND COURSES
CURRICULUM

3.3.1 MEDICAL CARE AND AUXILIARY

In Lhe dufivery of medical care programme there is a
need to distinguish between human medical wants and scientifice
heallth need. lHuman medical want are uer} simple. People
in the underpriviledged countries have yet to appreciate health
as such. Their desire is for an absence of sickness. Their
want are lor cure from disease, care when sick, relief from
hurt, and reassurance and help during maternity. Their want
in sickness arise at a very simple level, for the society
is unsophisticated and makes ?Uf a huge quantitative demand.

If there 1s also to be made beltween minor illness and major

gt illness. The response must be measured in the same terms.

LIt 8|

[here are two roles for medical care auxiliary as
‘assistanl to' or 'substitute for' the physicians. The former
role offers little difficulty. lunctioning in wards the medical
care auxiliary works as a combination nurse/technician respon- )
sible for lhc’cdntinuing observation monitoring, and daily
Icaru of the patienlt he is Lechnically competent to perform
minur medical and surgical procedures where number of physician
is inadequate Lo achieve even a reasonable physician patient
rotio in the hospital the auxilisry's functions may extend
to taking the history perfnfminq the initial clinical‘examina—
tion ordering routine minor investigalory procedures and even
to initiating limited treatment. [The exact functions delegated
and latitude accorded to Lhe auxiliary depend upon professional

staffing pattern and abilily of individual auxiliary.
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In the substitute role however suxiliary is responsible
for three functions:
;
a. Diagnoses and treatment of common illness
b, Recognition of major illness and referral of sucﬁ

patient to the nearest physicians

¢. Rendeping of emergency medical care

Ihis training is designed to provide a career opportunity
for men functioning under the direction of doctors and with
greater copabilities and growth polentiall than informally
trained technicians. This individual is trained to assist
the doctor, not to be a substitute, and he will function only
in direct relationship to a doctor. The course is of two
years duration divided into nine (9) months of preclinical
;;?nnd fifteen (15) months of clinical expeéﬁunce.

he preclinical is essentially learning a medical vocabhu-
lary, bioclogy, structure of function of the body, and the
effects of disease. Clinical training involve, supervised -
éxernjse in hospitals, clinic ete,, weekly seminars.

lable 3.1: Principal types of Auxiliary Medical Care

by work arca.

= R ENVIRONMENTAL HEALIH AND THE AUXILIARY
Improvement in the domesltic environment in the less
previledge areas requires provision of a safe sanitation,
accessible, safe and portable water supplies, and more commo-
.
dious and hygienic housing. Recognition of the problem, however,

has not resulted in adequale efforts to meet the needs, due

primarily to limited (inancial means and lack of trained

e

personnel. The situation becomes worse each year. Rapidly
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Yievilvary Environmenial Healih
o Tpudemiotopy and contred o1 compunicable dieases induding
contact-tracing and follow un rocedines
2. Envitonmental sanitation
a. Houvsing and Lutrings
b Pasposal of sewape dmd © @ crape sastoms
\ Public cleansing wnd cars s uney
do Vector-control, entomones 3 and parasttologs
. Safe water supplhic:
f. Food hygiene, induding eat inspection and sampling
o Industrial hygiene and ofl psve troades
h.  Pest control
3. School healdth and chitd healtl
4 Health education
S Apphed nutnioon and dietetic
6. Revords, administration, and =il statictics
7. Public health Liw
S International health and quans ntinable discases
Yo First aul
10 Immunization procedures
Il Population dynanics sond fane s planning

Avarhiary Pharimiac s
o Daspensing
2. Compounding
Vo Sumple pharmiacy stiumdardizat on
4 Management of dangerous dia s
5. Dsullation and preparation of <terde Muids o solulions
i Stepilizaton service
7. Simple forensic medicine, pop ons, antidotes, and pharmiey juris-
prudence
K. Cuantitative and gualitative a1 viyvsis
9. Diagnosis of and prescribing [ sunple wilments
10, Manpgement of dispepsa v fee vads ol v ntory
FEo Patient counseling
[2 Hospatal admimstratuon
T3 Farst aid
14 1 ood chemistry, nutiition, and cictetios
PS5, Nedwo-cosmetic preparabions

dunlivey Dentistry
1. Oral hygiene and preventive ¢ © 2
2. Relief of pain
Vo Dienral diagnosis
3. Cleaning, scaling, and fluoride spplications
5. lTemporary and sumple amalga o tilhineg
6. Patraction
7. Tocal anesthesia
8. Penodontal care
9. lmpression-taking for dentures
10, Dental epidemiological surveys
11, Dental education
12, Applied nutrition and dictetics
11 Clinie management and record
1t Technical repairs and mainten: noce of apparitus
15, First aid
Ih.  Recognition of serious mouth § thology

b 2 4 lenbvvues

. i e+ e e
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~dncreasing population and couple with migration to the towns

}3 causing rapidly worsening conditions in both rural furban
L

area.

Work analysis of public Heallth Inspectors is to:

1. Satisfy the condition in huusé;tuwards a low morta-
lity and morbidity rates from common respiratory
ailmentary and infeclious diseases and home accidents.
It is done by improvement of the home environment
and personal hygiene.

2. Improvement of hygiene practice

5. Invironmental biology, concern with vector and

i arthropod borne diseases, such as malaria, bilharziers
Lryponosomiasis, elc.
}ﬂﬂ;' 4, Manufacturing and rétailingﬂufhproducta for public

i consumption,

Ihe health inspecltor is normally a public vacinator
and assislt in obther immunisation campaigns during epidemics
and special programmes. Inspection of public premises,
commercial premises, and houses to prevent nuisance and effect
improvement in routine. Then comes a list of activities
regarding school hygiene, food and grain store inspection,
rodent controel, legal notices, prosecution drafting bylaws
and altendance at commitiee meeting. Luquer licensing and
drugs sampling are other activities in some counltries. Some
inspectors may be occupied entirely on special duties such
as seaporls and airport control, quarantine, industry and

mosquito control.
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. Ihe overall time proportions are four and half months
practice and Tive and half months theoretical instruction.

_7 The course include a little elemenltary education in physics,
chemistry and bacteriology.

lable 3.2: Heallh Assistant Lraining courses

3.3.3 TECHNOLOGY AND THE AUXILIARY
Ihe applications of scientific discovery of the last

one hundred years demand that physicians rely incru;aingly

upon technical investiqatians. No lenger can the physician

perform his function in a c;cluuivu doctor-patient rélationship.
*"He is bul ovne of a group of work;rs. All are involved in

making a scientific examination of the patient with physician
ﬁiﬂ@“inu the ultimate responsibilily for interpreting and cordi-
o nating the agriculturalist, the sanitaryq;ngineer, and the

health physician are all dependent to a great extent and

technological findings for the solution to problems.

Course duration is two years.
lTable 3.3: Course in clinical laboratory techniques

b 1, P PHARMACY AND THE AUXILIARY

Ihe advance of chemistry and biochemistry and the growth
of pharmaceutical industry with its extensive range of proprietary
medicines, has made Lhe individual compounding opothecacy
obsolete. The retail pharmacist in an industrial society
has become a storekeeper selling manufactured and labeled -
products. In an unsophisticated society he has a much larger
role to fulfil than just 'keeping store'. He is suppose to

diagnose, counsel, and treat the patient for minor and visible
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ety
o/
irst Year " Hours
Theory & praclice of nursing 9% [
Anatomy & physiology 150
Bacteriology & parasitology 12
Pharmacology 20
Sick children's nursing 1]
Psychology applied to nursing 24
Personal & community health 50
First nid 12
Management of hospital emergencies 12
Cultural acuvities, 50
Supervised study 300
Revision study periods 200
Practical experience in wards, operating water, & O P.D. 500
Toral 1,450
Second and Third Years Hours Hours
Cienersl medicine ’ 165 165
Pedmtrics 25 28 |
Speenilues (eyes, EEN.T., V.D., skin) Rit] » ;
Surgery 95 75 !
Gryneeological emergencies -— 24 ’
IPharmacology BO 0
Frvironmental health & commumicable liseases W 65 .
Health administretion . - 10 !
Medioo-legal aspects 4 .
Culiural uctivities 50 50 |
Supervised s 2dies 10 280
Prococal expenency i wards, O 1.0 F nwe visits, ete i L]
Toal 1,439 1,432

vppendin V-2, Syllabus Tor Mudica  ssistants in Papua, Sew Guinea

First Yewr
Prelummary graining school (3 months) Hury
Humun veology My
Aratany & physiology Rl
Nutrinon 20
Hywene & epidemiology )
Pharmacology & drog adminsts dion 0
Diessing technigue, ward provedurn . & ipot sargers 40
Histery taking, examination, & diagno o 20
Farst and 20
Aicrobiofogy i
Mathemalics 20
Foyinh R
Sovin! studies 1
G.naal ' M

T otal LR
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2. (:b V\,Nv wheg

Qb wnd Wi Terms
Annonmy & physwology
Muodicome
Surgety
Child healdh
Obtetrics
Hovptal practice
Cuse presentations
Humun behavior
Fovironmental ~anitation
Parasies & pests
Hualth education
Admumisiration
Huilding constructivn
| sborstory diagnosis
Al ithematics
Fralish
Sonca! studies
Cieneral

Total

Sveond Your

Rural [raning Center
Patroling

Community health aid post & village tudy
Maternal, child, & school health

Water projects
Malaria

Leprosy
Adnmunistration
Clinwal experience

Thind Yiwr

Administration

Public health & epidemiology

Health education
Human behavior
Nutrition
Anvsthetics
Child health
Duntistry
Muedicine
Pharmacology
Obstetrics
Civnecology
Surgery
Case presentalion
Hysprital practice
English
Moathematics
Sovial studies
Genwral
Driving
Total

i

Theory  Prictical
5 i}
15 W
A 20
1 2
14 fi
- 51)

- 63
4 v
Ay “
Uy )
10 3
N 25
10 i

. 1]
27 -
54
7
§4

418 374

3 months

I month

| monih

2 weeks

2 weeks

1 week

1 months

3 months

v Theory  Pracrical

5) 15
60 155
10 W
0 i

10 X0

b1 10
20 4

3 5
30 50
ri ] 5
15 15

5 —
20 kD]
- 100
-- 125
n -
16 —
16 -
- 72
- 10

419 AP

1
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Generalities
1. Cleaning of slides
2. Storing of sijdes  *
3. Cleaning of glassware in gene o
4. Cleaning of pipettes
5. Care of the microscope

Examination of blood
1. Chemicals and utensils

2. Collection of blood

3. Tresh preparstion

4. Preparation of thin and thick slvod films
5. Fixation and staining of hloog films

6. Differential leucocyte count

7. Hemoglobin estimation

8. Red cell count |
9. White cell count s
10, Sedimentation rate
11.  Blood grouping

Staining for germs (bacteria)
1. Chemicals and stock solutior
2. Staining rack, heating deviee ¢l
3. Preparation of smears
4. Sluining methods
Examination of cerebrospinal fluid
l.  Reagents and utensils
2, Toual cell count
3. CS5F deposit
4. Protein estimation
Examination of urine
l. Reagents and utensils
2. Amount passed during 24 hours
3. Color and general appearanc
4. HKeaction
5. Specific gravity
6. I'rotein
7. Sugar
8. Hile pigment and bile salts
Y. Acetone bodies
0. Microscopic examination
Examination of feces for helminths and 1 otozoa
Chemicals and utenstls
I resh preparation
lodine preparation
Scaling of preparations
. Fixation with MIF
Fixation with formahin
Cuoncentration mcthods
Detection of occult blowd
Choice of method, when searc ung for amou bae

Some useflul data

Magnification of microscope chwctives

Milution of solutions

Conversion of temperatures (7 and O )

Conversion of imperal into marne measur-s and acights
Special apothecary weights an rmcisures

Conversion of metrie inteoamp oal e sures and sweights

30 05 s el B o

O Ak ety

Stk Compiled by Murianne Koaotfoany and pablished by the Busle 1 ounda-
ton fur Al 1o Developing Countries, Swis. Viopwal Insitote, 19462,

Botr This course s intended as an aid o practcal obisses piven at the Rurul
Awl Centre Habara, Tunzania
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ailmenls all for the retail price of medicine.

r |

Ihe auxiliary pharmacist can be responsible for much
of the five-consuming paticnt counseling indenting clerical

edminitration and for conducling routine minor and laboralory
procedures. r
Table 3.4: Syllabus for the course of pharmaceutical

Agsislants training. P
; [
|

3.3.5  DENTAL CARE AND AUXILIARY - 1.
Ihe basic dental want of persams living in the less
i priviledgcs countries are: extraction te relieve pain, incision

, of obscesses, treatment of oral infection and provision of

simple denbtal prosthetic, S

“ﬂ?ﬂ“"i . |- .I _'} v .: The e .
?MW?{ The training would envi?ﬁﬁé‘th@?iﬂf?ﬁduction of simple

preventive denlal carec programmes. .The use of such auxiliary,
however must not precede Lhe évqilability of an adequate
number of professional dentist cﬁﬁablélto supervising them.
Auxiliaries can (ulfil many basic need of both children
and adulls in thuge country. Single skill auxiliaries can
be Lranined in two years. It is ecutimaled Lhat dental surgeon
and six such auxiliaries can serve 25,000 persons.
Auxiliary rele iag both as assislant Lo Lhe dentist and

where supervision is remote, as his substitute.

..{i" . [

Table 3.5: Auxiliary Dentistry work Area

3.3.6 ‘ ML TERNAL AND CHILD CARE AND AUXILIARY

|
!
|
|
f
I

T

This program in less previledged couniries are based
on Lhe concept of intensive individual altention. If any

'seriuus reduction is to be made in the incidence of disease
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Pharmacewtivs | o =
The systems of weights und v ures used in pharmacy, Dispensing.
Practice. The presenption. e dispomsing and compounding of medi-
vines. Doses of oflicil medic anents. focompatibility. Latin abbreviad
Lions used insplescriptions.

Plaomaceutics H
Microbiology.
Disinfectants, antiseplies, bact rostatizs, fungistatics,
Sterthzation and the preparat oo o eole medicamuents amd paterials.)
Asepsis in the preparabon o stende products, sources of contanmina-
Lon, useplic precautions.

Physicy
Chemical principles upphied to pharmaceutioal vperations, :
Solids, Solutions, lomzation o ud PH o values, Evaporation and distilla-

ton. Pharmaceutical process- - comnunution, extraction, filtration, and
swpardgtion,

Inurganic Chentistey 1

Chemical change and reactic 5. Elements, compounds, and mixtures,
The laws of chemistry. Elect  lysis and iomization, Chemical \1.'r1'llwlb.,I
formulae, and equations. Eoovalent weight. Atomic weight, Molecu-
lar weight. Valency. Classific; won of clements, Acids, bases, and sults,
Oxidation and reduction.

The general methods of prepa stion and the reactions of the nonmetals,
with particular reference to those otlicial in the British “harmacopoeial
—and their compounds in the B.P.——the uses and dosages of the ulﬁciall
substances.

Inorganic Chemistry 11
The general methods of preparation and the reaction of the metals,
with particular reference to tose oflivial in the D.P.—and their com-
pounds in the B P.—ithe user and doesages of the oflicial substunces.

Orgamic Chemistry
A knowledge of the prnciples of orgwmic chemistry as illustrated by
the Aliphatic Series—with [.rticular reference to substunces com-
monly used in pharmacy.
A knowledge of amino acids, p oteins, and carbohydrates.

i iR e

Bortany
The morphology, anatomy, ar § histolegy of the root, stem, and leaves
of dicotyledons and monocot ledons. Cell structure—nuclear and cell
division,
Flower structure. Pollination. Fertilization and the production of [ruit
and seeds, with their general o} iracterintics
Plant physiology—-trapspiraticn, fespiration, photosynthesis, germina-
ticn, growth.
Classification of plants, numiry of plants. N
Secdless plants and their meth ds of reproduction—to include bacteria,
-~ f{ungi, yeasts, spirogyra, fucus, « .

Matviia Medita
Crude drugs of the B P.—toor eultnation. preparation, and stotage;
peographical sources. Macroseopical characters and their recognition—
their constituents, uses, aad Jdus ges, and othcial preparations.
Fixed and volatile oils of the B.2., their sources, dosages. and uses.

Pharmacentical Calculations ' [
The application of the prinap es of anthmetic to calculations used in
pharmacy.

Inhe use of, and calculutions i1, the systems of weights and measure
in pharmacy. '

Physiology
A hnowledge of the genera) fv wwnons of the body, with sufficiens anats
omy as is necessary 10 understa 1 those funchions.

Muscle, bleed and lymph, the circulanion, respirstion, nervors =+ tem,
digestion. diet. The purpose v physielogs s to enable the student ta
appreviate the pharmacolopica action of the ofhicial preparations stud-
wed, such action being discuss ol ar the same ume as the preparation
iself. 3

. Tﬂ[@ 34 Course S 5y 'PL\N- d i
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Dental anntony : 192 - 192
Deatai hisklogy  + 34 - 34
Anstomy W b . 7 i .
{Jental dssistant 14 L
Operative dentisiry 116 % K1}
PFhysiology 84 - B4 -
Materia medica 24 - n
Dental hygiene 02 .- 3 7R S
Pathology 84 Com -84
Mental pathology 48 E +
Oral disgnosis b} . 4
Anesthesia and exodontia 78 - 70
{ Radiology coaba ooy e M u.
Qrthodountics " .[l - ',t ' W
Public heaith I S - I N
Bacteriology S BT L
Otfice management N e Mo
Pedodontica 12 W 3 i
Dental public healih Jo — | i I
Dental health education 150 e 19 \
Teaching method e M7 0 v S M
Dental history M bt 51 .q.,muqh\u ;-f ]
Jurispeudence &
Poster 3 7
Dwental elinic | .479 1,479
Total hours _ 1. 430
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1,659




"and ill health in this area, it will be necessary to modify

‘Present concepts in order Lo provide at least minimal service

to all. B

An cffective straftegy lor improving the health of adult
must be boused on continuous care of Lhe child from prenatal

environment through neonatal life, infancy ond preschool
I I' . . :

age to school age and adolesence. ?{ﬂ-

Were it not be for Lhe auxiliary.péréonnel, chiidren
in Lhe rural areas would be at an even greater disadvantage,,
| ihe Lraining of the auxiliary "social Health Nurse"
would encompass prevention of udwanted pregnancy normal maternity,

the reepgnition of gbrnormal abstelic cése,'and the case of

the sick for o limited rangekpflillnesa,

I Y Y T

e?pecially the commen

!u]‘1 a_;*' '|'='!:r'-ﬁz!I1fnr--:"" Cr R e e
t'iinfections of childhood. The auxiliary must be tought the

ciccumstance of Lhe domiciliary case and ambulant case: the

. importance of nutrition, health cducation and immunisation,
ﬁj-and the antecedent factors of poverty, lack of education,

defective dompstic hygiene and culbure aspects. She must
i _
be given not only the vocational skill of normal midwifery,

but tought how to cope with obstelic cmergency in the prosence

of obsence of the physician. | fi ‘
| s,

i
1
1
i

L . "y L :;_-._,
3.37 FAMILY PLANNING AND THE AUXILIARIESjﬁ

"
Ihis department focuses on Lhe particular aspect of

population control which is a biological unit of society.
fhe training or existing health personnel to the new

concepl and new social responsibilities of population growth

,;;yf i

1
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éantrul can not cope wilh the immediate or future demand.
Addiliunal trained career personnel at all levels are required.
The utilisation or partime, poorly trained and lowly educated
persons in the field is not conducive to a sound organisational
struclture nor Lo a qualitative input. The most rational
procedure is to provide a permanent cadre of auxiliary extension
personnel, functioning on the principles of referral and
supervision and both assistant and substitulte role, comparable
to those now exisling in such field as public health and

' agriculture.

Duties of family plenning are: reception of patient,
wipyitaking of personal, social, and clinical history, pre physician
N e Do wyg

1 ecounseliny, examination, selection prescription, and filling
of contraceptives, post-physician counseling, and recording
of the information in addition these are individual as well
.gs group counseling sorting and refered of patient, direct
service Lo the normal patient, advising on maternity nutrition,
and child care marriage and inferlility problems. Training
of family planning auxiliary must bear comparison with other
comparable courses in standards for entry, duration, technical
content and examinations. Iraining is a continuity of care
is more important than stressing immediate targels.
. leaching the use of audiovisual aids in important provided
that the student is given an understanding that they are aids
and not substitutes for the spoken ward in personal and group

counseling. lechniques of public education at this level

will depend primarily on the spoken ward which improvised



visual aid perhaps supplemented by tape recordings.

3.4 PURPOSE OF THE AUXILIARY

When a physician attempts to be both Cngineer and piumber
of medicine great harm is done. Because the quality of workload
the physician is unable to provide the qualitative input and
leadership required. At the same Lime he is unable to respond
to the qualitative demandbecause of lack aof resaurces and
persunnel. Being an elegantly trained person placed in an
inelegant social and working environment, he suffers from
frustration obtain little job satisfaction and inevitably
seek cscape., It is an annchrunism for the physician to remain
in a stagnant position. He must relinquish the old established
concept in to accept new challenges, new horizons. The physician
must be in the vanguard of médi;inc Eﬁ;LIgé out and redressing
wrongs. lhe auxiliary is a new member of Lhe health team
with a deflined and distincl role who obsorbs the routine thus
freeing the hands and wminds of the professionals for the
complex and new situation,

IThe success of plan for the deueiupment of medical and
heallh services depends not only upaon whether such plans
have been conceived in a climatic of "balanced realism" but
also whether the underlying phileosophy has been made clear,
especially to professional organisation and training institutes.
The association between planning organisation and those respon-
sible for Lraining must be close and continuous if training

schools are to produce manpower capable of transofrming policy

into action.
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1. TblaFFect the shortage ﬁndlmuldiéiribution of grofé;sional
’ and para-medical personnel. ';i-; } !
2. To concerve scarce skilled manpower, so that the latter

may be fully and properly utilised.

i
3. fo increase work output by augmentlng staff with semi

|
glkkilled labour. =
l

4, To complement the supplement, not supplant pruFesszonal
and para-medicel care. - 7 00 o i
5. lo extend medical and heallh services intoc rural areas

a0 Lhey may be accessible to all the rursl people, not

!

just to priviledge urband minority.

6. o provide a service at cosg_in tgrma_pf finanqial and
cducational resources that a couhirylﬁénJQFFurJ.
g#;}. To make possible Lhe apgtigat£;; b}*iulstlng knowledge
on a sufficient extenqlve scule Lo make an impact in
those arcas where it is lnost hééciiad aln;l most lalcking

{ 8. [0 enable new programmes to be mounted despite limited
resources. “%ﬁ:?i}ﬁ
“:“iﬁ “*EL_{(:QT )
3.4.2 © ROLE OF THE AUXILIARY® ‘o~ o - o |

In planning for the training and.uselbf auxiliary it
;is necessary to define cluarly thelr rqle in the delivery
_qf medical and health 3eru1cés.“ Thetr plaee s the étating
rﬁgtterns in medical services in developing countries is clesarly
e L

show in fiy. 3.1
Fig. 3.1: CQutline of Medical Service in Developing

Cuuntries.

iy

+
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‘3.5 CONCLUSION L po |
' , : L
In this chapter other personnels in the medical education

training are defined teo see their relationship with the auxilisrie

(fhe product of the schuol of health technology).
The various dqpartmentsof Lhe school of health technology

are furlher classiflied and snalysed base on course and duration,

sdbjects; various roles and Function inlthe sdciety they serve.
A clcar knowledge of the above can aid in determining

the utility period of each department, it will alsc be easy

.to come up wilh the space requirements of various unit and

their {unctional relationship. |
i |
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"CHAPTER [ OUR

CASE STUDIES

4.1 SUHOOL OoF  HEXCPH THUHNOL 0GY KADUNA

Ihe school 1s lor Lhe Kaduna stale quvornmen£ and
1bowas planned to served the state with prolotype designs
bo b pepeated alb Pulalashy now Kalsina state and Bambegwa
along Jus-Kaduna road.

Ihe acadewmic area and classes are located by Lhe
cnlbranee of the Hospaolal gale, Lhe hosltlels and cafeleria
are Iurlther inside the hospilal premises,

Ihe school enlrance gale is ol the western end of
Lhe hosparbal fTence and is divreclly opposite Lthe Kaduna
Polylechnic main enlrance gale.

Eowas intended to bring Logether as much as possible
stadent oo copnlael with the palienl service easly in Lhe
Lrarning.

Ihe complex was designed for Lhe onrelment: of 501
(1tive hondred) students and two hundred acadewic and non-

acilemie shole.

LAY

the toayoul "complex of rectangle which tends Lo
give the ampression of o school wilth central lawn and
perapheral paving. there is only one funclional enlrance

to the complex.  Ihe receplion is directly opposite the



enltiyance with :;l:iir::-hy Lhe lefl as one enters the yround
floor,

o the ground floor are head of department offlices
and cecrelaries, the admintslrabyve and personnel depart-
ment o joint each other to form Lhe reclangles explained
aliowve, therve b o bilaock ol taare oltasaes and stall rooms
on the Tail end of the ground (loor.

he upper floor vonsistls ol classes, stalf rooms,
Libvary auditorium, audiovigual, pharmacy deparlimenl and
sturage fTacilities to Lthe neighbouring functions.

Ihe hostel is about four hundred (400) metres from
Lhe wchool and one passes Cthrough Che hospital before
reaching L from Lhe sehool., L houses Lhe female and
male students. L 1s a bwo storey complex with courtyard
an bolh wings wich gives ecach wing a 'UY shape. Beltween
the lwo courtyossd is Lhe caleleria Lhal serve Lhe students.
L joant Lhe male and Lhe female hostel Logether wilh
gseparale entrance From each block.

IThee cafeteria conneclion gives the whole block a
monolbithie 1ok with Llwo enlrances for Lhe various funetions.

Fhee hoaslel was destgoned Lo accommodale only one

hundeed and twenly (120) students.,

BUTEDING T NVELOPE

Ihe design of the building did not gel proper protec-
Ction from the ecast-wesl sun.  Shading devices were employed

Lo protect the areas affected.



Ihe elasses are located wilh Lhe longest side of
the bhavlding opening to the ecast-west side of the complex.

Ihe drainage ol Lhe building is by pipes from Lhe
pavapale gutter which vons vround Lhe complex.

From the design expansion ol Lhe buirlding 1s eilher
vertieal or a new block to be constructed in the open
field, the design ol the buitlding is aesthelically alright
Lhe fopctronal relat onship was achieved by Lhe architecl,
especaially where Lhe stairs are localed fils the exit
gl enlry sa Lhat manimum noise reaches the classes areas.

Ihee enlrance 1s good for sccorily bul at the samelime
makos movenment congestable al Lhe peack of entrance and
exil.

Ihe courlyard serves for venbilation and good planning.

[he cafeteria is cenlrally located to serve female

and male hostels.
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fabbe 4.0 Lonrolment. Tigure, School of Health Technology
Kaduna 1984-1992
Y — - o iﬁ}ﬁ --EQQIW_"H 1992 *]992
Admt Led  Graduat ed [;l'illltl.;ltl'_l}_ _.;t;;;itl.l_?ti

Principal Public Health 198 185 12 40
Midwitery Department 491 5849 22 74
Community Heallh Uxbension 109 (131) 18 27
Laboratory 2017 137 /0 42
Pharmiacy i\ 20 I3 i
Communily Health Officver 146 1% 20 31

Average of 20% stadents are admitled ecach year.

lable a.2

Duraltion ol _course Years
Principal Public Health 14 (1% months)
Midwiloery 2

Communmily Heallth Extension 5

laboralory 24-3

Communily Ixtension workers I

Pharmacy 23-3

Commupily Heallh oflicer 4
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MLRI
O FPourbyard system ol planning allows:
“good ventalitation (cross venlilation)
grve compacl planning
save space for more planning
bring funclbion closer for just circulalion
2. Hoslels arvre planned wilth common facililies cenlralise
allows quick circulation.
5. Slair case wiscly located to reduce interior noise
4. Administrative aonit as loealed close La Lhe entrance
sl ts in Lhe ground floor of Lhe complex,
p 1 Aesthetically the buitlding i1s simply beautiful
0O, Hhee vecepltion s direeltly opposite the main enlrance.

DEMIEIIT]

1 Departments are nol delined

2 lunctions are scallered

¥ Stair does nol flow to the outside fTor ftire escape
4. library is far from hoslel

Bve l'i]rl:];:l ion from classes Lo hostel passes Lhrough

[ hee hospital.

4.2 FACULTY OF MEDICENE , UNIVERSLEY OF MALDUGURI

LAY -0

Ihe complex 1s arrvanged in o compacl diamon shaped
layoul wilh a courtyard in the middle. lhe four main
bocks thal make up the court contain the school or medicine

and larmaecy, making up Lhe "school of medical science".



i

the courtyard is pleasantly landscaped, with two
teclove theatres and five classrooms of about thirty
slhudent s cach arcanged araund Lhe court.  Under each leclure
Lhoeal ve are Lhree classrooms 30 studnelts and a demonslration
hatl acceessible Lo all the classes,

NMiminisbrabive offices of bholh schools are localed
o Lhe ground Floor, while Lthe varions departments are
slavlbed one above Lhe olher wilh one side Laking more
ol the pharmacy departments and the other medical sciences.
Some departments share common floors through, as demands
on ooy area vary.

Ihe medical complex, or court, is set in between
olther similar courls housing olher universily faculties
pilhuways connect Lhem all across the courlyards, and round

Lhe bhilocks, serving Lhe paking arcas.

BUTEDING ENVELOPL
AL Lthe blocks are vonneclted by walkways at all
levels thus high level of horizontal conliguity is achieved.
fhis makes for ecasy movement of stafll and students.
HSlairvraeanes and 1ifts facilities verlieal cireulatian.
Ramps ave provided ab Lhe lower levels i.e ground dissbled.
The blocks themselves are single banked allowing
palural venbilation, wilh small courlyard in between
pleasant Ly landscaped wilh informal seating, all adding

up to o vibrant and comfortable atmosphere.



L8

There is an adequate provision of research and teaching
spaces, and support services. Faculty research laboratories
are in the ratio of about one to four lecturers. Animal
holding rovoms, cold rooms, technical shops etc. are well
provided. Cavader delivery, storage and transportation
route on all floors, convenient to both staff and students.
Provision is also made for the disable.

Floor heights are quite generous and take into
consideration the complex services that need to be accommo-
dated. MWalls and roofing are of concrete hollow blocks
and concrete slab respectively, both providing necessary
time lag and insulation suitable to the prevalent harsh
climate in Maiduguri. External walls are well shaded
with restical slanted concrete louvres and horizontal
concrete screens as needed. Floors are ribbed with ample
space betwen them and the suspended ceiling for running
the overhead booms and services. The columns are put
to good use in accommodation of services. Expansion,
however may be rather difficult horizontally being that
the layout is compact and close-ended, and the whole
complex is surrounded, on its open sides, by roads.

The buildings are finished with fair faced concrete
and sandtex matt finish for texture variety the contrast.
Sun shading devices complete the picture with a play of
light and shadows which induce some vibrant rythm to the

whole composition. (see figures).
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CHAPTER FIVE

the stTel [1f Y
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L
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5.1  SITE LOCATION il
P

Ihe site is located in Kaura Léc

e

{14
'

T

town 15 on the federal trunk "A"!:4qﬁ

i {1‘11

and Kalanchan. o W“H
Y
On the past of the site i1s|th

Secondary School, on the wpat.'islﬁ
Southis also a neighbouring plbt:fﬁis
Norihh ®the truck 'A' road that tdnsi
oppasite is the E.C.W.A. Bible ac%qpr

sett lement.

51, 5.2, 5.3

Fig.

i
4y
5.2 NATURAL FEATURES i:

[ |

9
i

§ e
main road. The site is generallyflt k

beside the artificial death palmiﬁa

at about one percent (1%) towards'th
) &

eastern direction. B
1

1
No significant natural fgaté;e

1

i

wilo!

e o S S S
T T ——

B e B S A,

i

PR ——

- Governmenlk Area

called Kagoro

jﬂS'N and with
épna town. The

£

t links Kaduna

oro Science

bouring plot,

ﬁ fiililward. The

past-Weat and
{i

”fg the Kagoro

!
|

i
ist on the site
ion close to the

loping gently

}n road in the
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e

‘ : 4
o Generadl tapography o a'lme

!;
ol dos Plateau with an eleval ion of ]!

he same as Lhat

t
Ow - 1800m above
i

f

b tied

sen lewvieel {i-il}. b 2 ) P lhe suble __i‘llu?i
| !

conl unrs 2600 and 2700, |

.4 HUOMAN SLTTLEMEND AND RELIGION

Fagoro town is the largest setllement in Kauras Local

| i1} |
Governmenl with a populal son of %.l‘. i with o second-
E
class chiel, 1L is ene of Lhe l||~.lu| l“jdl settlement used
. (24
an oo base hy fthe missianaries .uulh v Kaduna. L'k

Iti

traders o goveriment workers. And k&
4 f F'

consasts ol only ane tribe Kagoro an ;lr.'w soltlers,

' iqmimml religion
ol vhrisbaomty aof fvangelie .m l]m |' 1 Weast AMrican

doentmennal ton. }

LY

A m—
-
-~

hono GEDEOGY ) 3 ;ﬂ;;{ |

Heve we Caond Lhe largest tXPD |1_t_1{ Lhe pre-cambrian

: k

bascmenl complex wilh voleanio rocks) i‘[hl- surface -is
i ) RE

' . 3

geaeralbty 1ot dotted here and (hege vﬁ'i;tl} some granite
i i e 5

)

B Chs and ridges.e The site dies inyit'l‘ “i"“ twn hill whose
. AT 3
peaks aae {hoa2 and 3380 The sile cg if' i}t;ly fikat s
L tagq. .4, { Is
' z’!
S.% S0 AND DRAINAGE | “
Ihe general soid layoul i s_u-tiulgutury rock deposits,

e

hovever, on the plains of the valley :[rln some alluvial

deposites on the western parl ol the gite.
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Ihe general draoinage of Lhe s:to }5 toward the

Norihern part of the plot and it is Lh %reu bounded by

{
|

the main access road Lo Kafanchan' to
LN g

lhe slope is

lesa Lhan 40 which makes Lhe plol virta ﬁlly rat.

5.6 VEGETATION

Ihe site falls on the Savannail

hE LA

£l

Lthe Guinca savannah. The area is AEF

,ﬁiun ol Nigeria,

i . g 3
isitianal reglion

belween Lhe forest in the soulh ahdJFh jﬁrue savannah

5pn due to man

in Lhe North. There are little uegelﬁ
Nl '

interference, the sile speclricnlly”\u been tempared

wilh compare to other places in tﬁe region. Most of

3 . o . i {
the vegetation is arltificial Tor eqq:nrf purposes.

5.7  CLIMATE '

{ .

Climate can be generally dcscrib,L as not ardeous
| ki §

wilh constant temperature and almost Lgpstdnt humidity.

IL is dry accompanied by periods of hlgh humidity.

Normally Hamattan wind blows between tha.mnnths of October
1 A 4
and March it is always dry Loggy audic&}p. Rainfall
- f

is concentrated from Lhe monlth of J”"LiFU Jctober and

usually preceeded by violent storm lig Lnlnq and thurnder-
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I raom Lhe climatic charts lhuszI pwing observaltions:
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.74 lemperature ;  Ii
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Changes occur bul are not rap}y thhly mean temperature

L?cuulcst manth,

bl
I

ranges from hottest month March 38°€







