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INTRODUCTION

Since 1986 Nigeria has embarked on a major effort to re-orient its health system.
It has paid special attention to increasing the capacity of Local Government Areas
(equivalent to Districts in other countries) to develop effective primary health care
using their resources as efficiently as possible. By mid-1991, considerable gains had
been made in strengthening primary health care in Local Government Areas (LGAS)
throughout the country. Also by this date the political transition process, designed to
return the nation from military administration to a two-party democracy, was well.
underway, presenting both challenges and opportunities for the health sector.

Tt was felt that an independent review of the Nigerian experience in LGA-focussed
acceleration of PHC would be helpful in terms of consolidating and helping to sustain
the advances achieved. An analysis of the strategy and the process used in re-orienting -
the health system towards PHC could provide the Nigerian governmerit with recom-
mendations for specific measures to further strengthen PHC implementation and also
generate insights and lessons helpful for other countries. ,

 Consequently, at the invitation of the Federal Ministry of Health, the World
Health Organization (WHO) formed a High-Level Review Team (see page i) with the
following objectives: ' ' ‘ o
(i) to analyse the Nigerian experience in accelerating PHC at LGA level, ,
(ii) to recommend means for continued strengthening of PHC in Nigeria, and '
(iii) to present insights and lessons for other developing countries.” o

Between 6-13 July, 1991, the team visited villages, health centres, training - -
institutions and supporting agencies in two States, Ogun and Oyo, in Nigeria and had
frank and extensive discussions with responsible government officials at all levels and
officials of a number of bilateral and multilateral donor agencies (see Annex 2). The
team also reviewed various published and unpublished official documents including a
working document containing background information and exhaustive analysis of
current experience authored by a preparatory team of WHO and government officials
over a period of many months (see page ii). :

This report focuses on the major issues of concern identified by the High Level
Review Team. For the convenience of the readers, the recommendations have been
placed together in Annex 1 as well as being included Section by Section. This document
is organised as follows:

Section 1 . Background

Section 2 . Organisation

Section 3 . Resource Mobilisation, Allocation and Utilisation
Section 4 . Planning

Section 5 : Service Delivery
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Section 6 . Information Support

Section 7 : Direct Support to LGA Health Systems

Section 8 . Collaboration with other Sectors and Institutions
Section 9 : Conclusions

Section 10 : Lessons Learned

Annex 1 : Recommendations
Annex 2 : Persons Visited
Annex 3 : Basic Data
Annex 4 : Press Release
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SECTION ONE

Background

Nigeria with a total population of 1086 million® is a Federation of 21 semi-autono-
mous States. The States are in turn divided into Local Government Areas. I all there are
453 Local Government Areas of varying sizes and population in Nigeria. Basic
socio-economic, demographic and health data for Nigeria is provided in Annex 3.

The public health services in nge‘n_a originated from the colonial medical service
which was set up to provide medical treatment to the soldiers of the West African
Frontier Force and to the colonial administration.

The ten-year (1946-56) Colonial Development and Welfare Plan in 1946 was
Nigeria’s first attempt at planning for the development of health services.

Since then, health policies have been enunciated in various forms, either in the
context of national development plans or as government decisions on specific health
problems. Notable among them have been:

(1) The health policy of the Second National Development Plan (1970-74);

(2) The Third National Development Plan (1975-1980) which included the Basic
Health Service Scheme. This may be regarded as the first serious attempt to set upa
nationwide health infrastructure. The aims of the scheme were:
® toincrease the proportion of the population receiving health care from 25 to 40
per cent, -

® tocorrect the imbalances in the location and distribution of health institutions
and between preventive and curative medicine,

® to provide the infrastructure for all preventive health programmes such as
control of communicable diseases, family health, environmental health,
nutrition and others, and

® toestablish a health care system best adapted to the local conditions and to the
level of health technology.

- The basic plan for the implementation of the scheme was to build in each Local
Government Area a comprehensive health centre that would serve as the
headquarters of the services, four primary health centres, and 20 health clinics. This
was called a Basic Health Unit designed for a population of 150,000.

~To provide the health manpower required to man the services, Schools of Health
Technology, one in each State, were established to train three categories of health
worker (the supervisors, assistants, and aides). Community health officers, the
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most senior category of purpose-trained health care workers, were to be trained in the
teaching hospitals.

It was decided to build a Basic Health Unit in a Local Government in each State so thata
model health service could be set up that would later be copied by other Local
Governments. The States refused to comply because this meant constructing 25 health
facilities in one Local Government Area. The buildings were instead sited in-different
communities, not on the basis of need but on the basis of influence and politics, and were
therefore scattered throughout the States in a disorderly manner.. -
By the end of 1983, and after an expenditure of about N200 million, most of the
facilities remained uncompleted all over the country. - :

(3) The health component of the Fourth National Development Plan (1980-1985)
continued the emphasis on the Basic Health Services approach which focused on
facilities. The Local Governments were identified as the level for implementation of
the programme. ' ' |

‘ The Fourth Plan had hardly taken off the ground when the parameters on which
resource expectations were based changed dramatically following the downturn in the
world oil market. Foreign exchange earnings from crude oil on which the Plan
implementation was totally dependent fell from about US $24 billion in 1981 to only
about US $6 billion in 1985. A Structural Adjustment Programme (SAP) was put in place
in September 1986 with a view to removing several areas of administrative control and
adopting a free market oriented economy that would encourage private enterprise and
the more efficient use of resources. These economic reforms had a negative impact on the
social sector. - ' o -

By 1985, the health sector was weak and disorganised: =~

e less than 30% of the population had access to modern health care;

@ the orientation of the services was inappropriate with a disproportionately
high investment on buildings and curative services to the detriment of
‘preventive services; ‘ h | - ‘

© management showed major weakness resulting in waste and inefficiency;

e voluntary agencies and other agencies providing health care were poorly
coordinated; ' , ‘

® the involvement of the community was minimal in the planning and manage-
ment of the health process. Communities were ill-informed on health matters
generally; ' ' '

e  the lack of basic health statistics was-a major constraint at all stages of
planning, monitoring and evaluation of health services; -

e financial resources allocated to the health. sector were inadequate for proper
functioning; and - o L

e basic infrastructure and logistic support was often defective owing to inade-

‘ quate maintenance of buildings, medical equipment and vehicles; unreliable
supply of water and electricity and poor management of drugs, vaccines and
supplies. ' o

In 1985, as a reaffirmation of their commitment to the Alma Ata declaration,
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African Health Ministers decided to strengthen the national health systems using the
PHC approach. The Ministers agreed with the Regional Director of WHO/African
Region that community-based health and related activities, which would provide the
foundation for economic and social development, must be supported and sustained by
appropriate operational, technical and strategic support at the district (local), intermedi-
ate (provincial/regional) and central levels respectively. This is what became known as
the Three-Phase Health Development Scenario (TPHDS).

The Three-Phase Development Scenario clearly influenced the Nigerian National
Health Policy which was developed during 1985-86 and officially promulgated in 1988.
In the words of Prof. O. Ransome-Kuti, Hon. Minister of Health (1988).

“For the first time, Nigeria has a National Health Policy which has been prepared
with wide participation of health leaders, institutions and Ministries of Health
throughout the Federation. The policy has finally been approved by all arms of the
Federal Military Government of Nigeria and the health sector has been mandated
to establish the necessary machinery for its effective implementation. The principal
aim of the policy is to provide the Federal, State and Local Government health
institutions and their functionaries, other health related organizations including
international agencies, and non-governmental organizations, a formal framework
for appropriate national direction in health development in Nigeria from now on”’.

The National Health Policy identified primary health care as the cornerstone of the
national health system and recommends four main strategies for its implementation in
Nigeria. These are:

® the promotion of community participation in planning, management, moni-

toring and evaluation of the local health system:;

® the involvement of health-related sectors in the planning and management of
primary health care;

® strengthening of functional integration at all levels of the health system;
® strengthening of the managerial process for health development at all levels.

This approach recognises the Local Government Area—the equivalent of a district
in other countries—as the cornerstone and the operational level for primary health care
implementaticn. In 1986, 52 LGAs were selected as model LGAs for strengthening of
their primary health care system in order to provide a basis for replication to other
LGAs. The Federal Ministry of Health provided the selected LGAs with an ad hoc grant
of 0-5 million naira each (approximately USD 120,000 in 1986) and with material and
technical assistance to facilitate the process of re-orienting their local health system
towards PHC.

The initial model LGAs were carefully selected as follows:

® cach College of Medicine was paired with an LGA (12), to provide technical
assistance and also to enable their students to acquire practical skills in PHC
within the LGA

® cach School of Health Technology (primary health care training institution)
was paired with an LGA (20) in the same way as the Colleges of Medicine
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@ each State Ministry of Health chose an LGA (20) to assist in the development
of their primary health care system

WHO and UNICEF as international agencies active in primary health care were
each invited by FMOH to collaborate directly with LGAs selected from among those
LGAs linked with Schools of Health Technology. The international agencies were
expected to collaborate with the assigned LGAs through the Schools of Technology and
thus, in addition, strengthen the capacmes ‘of these 1nst1tut10ns to prov1de techmcal
assistance to the LGA level. - :

The model LGAs had to undertake a number of steps in data collectlon plannmg
and strengthening of their management systems in order to quahfy for the Federal ad hoc
grant. These steps are described fully in Section 4 below .

By the end of 1990, a total of 159 LGAs had beneﬁtted from. the ad hoc grant of 0-5
million. Another set of LGAs (so-called ‘willing LGAs’ which term signifies their stated
willingness to join the programme even though the full amount of Federal financial
support could not be guaranteed), had received N275,000 each. ‘The remaining 125
LGAs have completed the preparatory steps to receiving the Federal grant for PHC
implementation. “



SECTION TWO

Organisation

The Constitution recognises three levels of government in Nigeria—Federal, State
and Local Government levels. :

When the present Military Administration took office in 1985, the Local Govern-
ment level was the most neglected level of administration, reflecting the lack of concern
for the rural majority which had characterised all previous administrations. Within the
health sector, this was illustrated by the inadequate nature of health facilities, most often
isolated dispensaries and maternities, and grossly inadequate logistic support such that
LGA health facilities were frequently without drugs, vaccines, supplies and equipment.

In terms of LGA capabilities most LGAs had a very inadequate health staffing
situation which reflected the constraints placed on LGA employment by the now defunct
State Ministries of Local Government and their weak financial position. The Local
Government share of the Federation account (income generated and revenues collected
by the Federal Government) was 5%. This allocation was not paid directly to the LGAs
but through the State governments. This frequently caused lengthy delays before the
LGAs received their money and, on occasion, some funds were diverted to State level.

As part of the ongoing shift from military to a two party civilian government
system, the Government of Nigeria in recent years has embarked on a planned process of
decentralisation and devolution of power to the Local Government Area. Reflecting
this, the National Health Policy outlines a 3-tier structure of health service responsibility
as follows: o , '

~ Federal: responsible for the development of national health policies and strategies
to promote Primary Health Care and for tertiary care in the form of Teaching and

Specialist Hospitals; - -

State: responsible for technical assistance, logistic support and supervision of the
Local Government Areas and for secondary care in the form of General Hospitals
and training institutions especially for levels below that of the doctor, including
primary health care workers

Local Government Areas: responsible for Primary Health Care.

Thus within the framework of Federal policies and State support, LGAs are
expected to plan, draw up their own budgets, implement, manage, monitor and
evaluate their own health programmes.

ORGANISATIONAL CONTEXT

Federal Level .
The Civil Service Reforms (1988) provided an opportunity for reorganisation of the
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health management structure at the Federal level. The reform aimed at professionalizing
all ministries to make them more efficient, provided for three mandatory departments in
all ministries i.e. personnel and management, finance, supplies and planning, research
and statistics. Each Federal ministry is to have at most eight departments, including the
mandatory three.

In the Federal Ministry of Health, five professional and three support departments
were created. The five professional departments are:- S :

e Disease Control and International Health
Primary Health Care

Hospital Services and Training ‘

Food and Drugs Administration and Control .
Population Activities .

Primary Health Care thus became one of the five professional departments. To
create it divisions and units handling the eight components of PHC were brought
together in one unitary department with three divisions: :

o  Primary Héalth Care Services,
@ - Health Manpower Development,
® Management, Monitoring and Evaluation.

To provide more effective support and supervision, the Federal Ministry of Health
has divided the country into four health zones for purposes of liaison and coordination
between Federal, State and LGA levels. Each zone has a zonal coordinator who
supervises PHC “activities in the zone, liaises with States and reports directly to the
Director of the PHC Department at Federal level. ‘ ' : o

The creation of a unitary department at Federal Ministry of Health level has been a
definite step forward at this stage of development of Nigeria’s PHC programme. It
should be seen in the dynamic context of enabling the coordination of PHC policy and of
programme formulation and support to LGA levels in the intensified fashion required to
give the decisive “push” to PHC implementation. However, the Review Team feels that
taking a longer term view, there is also a danger that by giving PHC a “departmental
identity” it may be compartmentalised rather than being the focus of all health and
development efforts. The PHC Department runs the risk of functioning as a vertical
department, parallel for example to the Disease Control Department. '

State Level

The Federal Ministry of Health has recommended that the States follow its example
in creating a unified Primary Health Care Department. The Director of this Department
should function as the State. PHC Coordinator to strengthen programme support and
supervision for PHC at the LGA level. R o L :

Some States have re-aligned their ministries along the line of FMOH. Thus some
States have formed Departments of Primary Health Care consolidating all eight
component PHC services, some States have formed Departments of Primary Care which:
contain most but not all components and some States have not taken any steps in this.
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direction at all. Invariably where there is reluctance to form a unitary PHC Department
at State level it is due to the vested interests created in two particular programme areas
(EPI and family planmng) which have received extensive donor agency support.

Within the Nigerian Constitution, each State has a measure of independence in
programme implementation. Therefore, although the Federal level can provide guide-
lines and recommendations, individual States decide whether or not to follow these.

LGA level

The Local Government Areas are the tier of government closest to the people. LGA
populations range from. 150,000 to 500,000. It is at the LGA level that the process of
transition to civilian rule is most advanced at present. Each local government has an
elected council and an elected Chairman (Governor). Each council has a number of basic
departments. These include administration, finance, works; education, and health and
social welfare. From the members of the council,the Chairman appoints a deputy
Chairman and four supervisory councillors to the portfolios of education, agriculture,
works and health. FMOH has developed guidelines for the re-organisation of LGA
health departments as follows:

® the department should be unified. In other words',jthe division between the
Health Department (responsible for environmental sanitation activities) and
the Medical Department (responsible for “curative” care) should be abolished;

the Department should have a common administration and budget;
the Head of Department (HOD) should be the PHC Coordinator;
the Department should be re-designated “Primary Health Care Department”;

The internal organisation should be re-structured to provide‘ for Assistant

PHC Coordinators responsible for:

¢ planning, monitoring and évaluation

e immunisation, disease control and water and sanitation

¢ MCH-FP and nutrition 7

e essential drugs, equipment and'sﬁpplies and operations of the Revolving
Drug Fund

¢ health education and women’s programmes

The PHC Coordinator/HOD should have the responsibility for all the health

programmes of the LGA, delegating responsibility for particular interventions and
support activities as indicated above.

Prior to the promulgation of the National Health Policy, most States owned and
operated PHC facilities within LGAs. This was considered incompatible with the
National Health Policy which assigned responsibility for PHC to the LGA level.

Consequently, State Governments were directed to hand over their PHC facilities
and personnel to the Local Governments by June 30, 1990. This has had the effect of
transforming the health facility situation of the LGAs and greatly strengthemng their
staff position with respect to health.



In addition, the bar to LGA employment has been removed (previously they could
not employ staff at the most senior grade levels) so that, depending on their financial
strength, there is no bureaucratic constraint to the development of strong PHC
departments at this level.

Some States have developed a comprehensive plan for a phased devolution of PHC
services to the LGAs. For example, Ogun State devolved staff in June 1990 but continued
to pay 100% of health worker salaries during the remainder of 1990 and committed itself
to payment of 50% of salaries in 1991. This was to enable the LGAs adjust to the new
level of responsibility. The Ogun Stateé model of phased devolution was recommended to
all States at the National Council on Health meeting in June 1990. However, some States
simply ‘“‘dumped” responsibility for facilities and staff on the LGAs. One LGA in Benue
State had 200 additional health workers devolved on it from the State Government
without any plan for phased devolution.-

There were other problems too, such as COIlfllCt with regard to seniority between the
two sets of health staff (LGA and State). Most of these problems have by now. been
resolved. However, much of the waste of resources and problems in staff morale could
have been avoided with better planning.

The Committee system

The mechanism for collective decision-making and for promoting community
participation and inter sectoral collaboration at each level is the Committee system.
LGAs, many of which are very large in terms of population and geographic area, have
been subdivided into 3-6 operational areas known as health Districts to enhance effective
supervision and delivery of PHC services. Each health Dlstrlct is made up of a number of
villages.

Thus the Committees exist from the periphery upwards:

Village Development Committee (VDC) '

District Development Committee (DDC)

Local Government PHC Management Committee (LGA/PHC Commlttee)
State PHC Committee

e National PHC Committee .

- At village level, the Village Development Commlttee is made up entirely by
members of the community. It is chaired by the Village Head and has as its terms of
reference the management of health and development activities at village level, including.
financing. ‘

The District Development Commlttee is made up of the Chairman of the Vlllage
Development Committees in the dlstnct and representatives of the health sector and of
health related sectors.

At LGA level the Chairman from each District Development Committee is a.
member of the PHC Management Commxttee ‘The Committee is chaired by the
Chairman of the LGA (District Governor or District Commissioner in other countrles)

8



and has the LGA/PHC Coordinator as its Secretary. This committee has amongst its
membership representatives from the health related Departments in the LGA
(Education, Agriculture, Works and Community Development) as well as NGOs active
in health within the LGA. Training institutions providing technical support are also
members. ' ' S -

At State level, the State PHC Committee is chaired by fhe State ‘Commissioner for
dealth and includes the Chairman from each LGA PHC Management Committee and
representatives from health related sectors and from NGOs.

The National PHC Committee at the Federal level has representatives from the
States and LGAs on a rotational basis, is fully inter-sectoral and also includes
representatives from health training institutions and from health professional bodies.

The Review Team noted an inconsiStencylv‘vlith respect to thé fact that the committees
at village and LGA levels are chaired by the village heads and Chairmen respectively
whereas at State and National levels they are chaired by the health sector.

Functioning of the PHC Committee System

The PHC Committees are well in place at every level of the health system. PHC
committees appear strong in model PHC LGAs. However, (as in all other levels), there is
a notable imbalance on the committee between male and female members despite
Federal Ministry of Health guidelines which emphasise that women should be effectively
represented. ' .

This creates obstacles in the effective implementation of those PHC interventions
which are particularly concerned with health of women and children and de-values the
key role which women play as health care providers and promoters of health care at
family and community level. The energy, initiative, and entrepreneurial skills displayed
by women in Nigeria deserve to be harnessed in the planning and implementation of
primary health care. The Review Team feels strongly that female representation in the
community management of PHC, by means of participation in the committee system,
needs to be strengthened and increased at all levels.

An additional, and fundamental problem is the relative lack of focus by FMOH in
terms of training and supervision as to how the Committees should actually function,
particularly with respect to their role and responsibility for overseeing the entire LGA
health system. The PHC Committees were set up as a mechanism for broadening the
management of PHC to include representatives of the community and other sectors.
However, in some cases, they have tended to be perceived primarily as mechanisms by
which the ad-hoc FMOH grant for PHC may be accessed and disbursed. In other words,
their role as custodians of the health system on behalf of the people is not sufficiently
recognised in all cases. SR

‘ _- Systematic training in community development and management skills is required for
all those who supervise the operational level of the LGA (ie the State and Federal levels), for
health workers at the LGA level whose responsibility it is to mobilise communities to form
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committees and to support their functioning, and most ‘importantly, for the committee
members themselves. | ' v :

Related to this is the continued effectiveness and the sustainability of the PHC
Committee system at all levels. The Review Team believes that it is important to strengthen
the Committees until their function and contributions become so widely acknowledged that
their continuance as a mechanism for planning,managing and monitoring PHC at all levels
is assured. These Committees are the formal mechanism for promoting community
participation, which is at the very heart of the PHC approach. :

Most LGA-PHC Committees meet less often than desired. The 1989 FMOH
assessment of PHC implementation in the 52 model LGAs found that the number of
meetings of the LGA Committee in the previous 12 months varied from nil (one LGA) to
twelve. Only 40% of the LGA PHC Committees had met more than five times.

~ The functioning of the LGA PHC Committee is very much dependent on the calibre
and commitment of the PHC Coordinators and the Chairmen of the LGAs. There has
been a considerable lack of stability with respect to both these officers. The Chairmen
have changed four times since 1986 (as part of the process of transition back to civilian
rule based on party politics). In many parts of the country the LGA PHC Coordinators
were State Ministry of Health employees posted to the LGAs because the LGA had
no-one with appropriate training and sufficient experience to provide leadership for
PHC. The 1989 assessment showed that 40% of the LGA coordinators had held office
for less than 2 years and had attended neither the PHC Project Planning ‘nor
Implementation Workshops at which the LGA PHC plan was developed. o

The health District is a creation of the health sector, intended to strengthen
management, logistic and supervisory support of peripheral facilities and the village
health system. Although fulfilling a useful operational function in health it does not have
an equivalent in other sectors within the LGA. This District Development Committee
(DDC) is therefore essentially a coordinating body with little or no control over
resources. There is an urgent need to strengthen community management of PHC
operations at this level. A way forward could be to define ‘the ‘health district in
relationship with existing political and administrative divisions. The Review Team
believes that community mobilisation would greatly be assisted if the boundaries of the
health District are the same as the electoral ward (20-30,000 people) which elects a
councillor to the LGA. : _ ' : :

The inclusion of training institutions, NGOs and international agencies on the State
PHC Committees is a particularly healthy development. It offers the Committee more
credibility and places considerable resources at its disposal. ' ' V

However,there is a lack of clarity on health. committee fi;nctions at State and
National levels. The National Health Policy requires each State to set “ up a State
Advisory Committee on Health and many have done so. In addition, some States have
set up Councils on Health in the same way as the National Council on Health. The
relationship between these State Committees/Councils and the State PHC Committee is
unclear and duplication' and overlap of function is likely. Similarly, there is no clear
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relationship between the National Council on Health and the National PHC Committee.
The Review Team identified a need for the functions of these different health committees at
State and National levels to be spelled out and the linkages between them clarified.
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SECTION THREE

Resource Mobilisation, Allocation and Utilisation

The National Health Policy has very explicit statements on the issues of resource
mobilisation, allocation and utilisation. With regards to resource mobilisation for
health, it states that the Governments of the Federation shall explore all avenues for
financing the health care system, ranging from general revenue, user charges for curative
services, different forms of health insurance schemes (including employer-based and
private insurance), community financing and external assistance.

~ With regards to allocation of resources, the National Health Policy spells out the
following: _

In the light of the importance of health in socio-economic development, all
governments in the Federation shall review their financial allocation to health in
relation to other sectors of the economy. High priority programmes for PHC shall
have first consideration on any additional resources that may be available.

Within the health care system, efforts shall be made to redistribute financial
allocation among promotive, préventive and curative health care services to ensure
“that more emphasis would be placed on promotive and preventive services.

To ensure efficient use of available resources, the National Health Policy indicates that
mechanisms shall be established to undertake continuing studies on the benefits of
various health programmes in relation to their costs as well as effectiveness of different
technologies and ways of organising the health system in relation to cost; the inclusion of
an analysis of needs, in terms of cost, material and personnel; and considerations of
health technology and of the establishment and maintenance of health infrastructure.

MOBILISING FINANCIAL RESOURCES

Some efforts have been made in mobilising additional resources through the
introduction of essential drugs cost recovery schemes at Federal, State and Local
Government levels; planning for a national health insurance scheme; collective responsi-
bility of the community for disadvantaged famiilies in relation to cost recovery for
essential drugs; community participation and involvement especially the implementation
of the Bamako Initiative. General revenue, however remains the maJor source of
fundmg for the health sector

Revenue Allocation in Nigeria’s Federal Set-up

Each of the three levels of government — Federal, State.and Local — has
jurisdiction over the collection of some revenues. However, it is the Federal Government,
that has the bulk of resources. The main source of public revenue is the oil sector. To
enable the other two levels to discharge their functions and responsibilities, the Federal
Government has evolved some revenue allocation formulae for the sharing of monies
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paid into the Federation Account. Two types of formula are used. The first is for vertical
allocation (i.e. for the sharing of revenue among the three levels of government) and the
second one is for horizontal allocation (i.e. for the sharing among themselves whatever is
allocated to the States and Local Government Areas).

‘Nigeria has had eighteen reviews of the revenue sharing systems between 1946 and
1991. Such reviews had been dictated by many factors among which are economic and
political. The formulae in use at the moment-were developed in 1990. The formula for
_ vertical allocation is as follows: Federal Government (50%), States (30%), Local
Governments (15%) and Special Fund (5%). |

In 1985 and 1987, the percentage allocation to Local Governments were 5% and
10% respectively. This steady increase in vertical allocation (from 5% in 1985 to 15% in
1991) has been in response to the additional functions that this level of government has to
undertake (ie. primary education and primary health care). As from 1989, LGA
allocations from the Federation Account were paid directly to them and no longer
through their State Governments. The corresponding horizontal allocation formula is
now: equality among States (40%), Population (30%), Social Development Factor
(10%) Revenue Efforts (10%) and Land Mass/Terrain (10%).

The Social Development Factor is a composite criteria based on a number of social
indices — the primary school enrolment (24%), inverse secondary and commercial
school (8%), direct secondary and commercial school (8%), health institutions and
hospital beds (30%), water supply and terrain (15%), and inverse population (geogra-
phical spread) and rainfall (1 5%).

It is note worthy that 1990 was the first time health was con51dered in the horlzontal
allocation formula.

ALLOCATION OF EXPENDITURE

Expenditure allocations begin with partitioning resources between the recurrent and
capital budgets. The Federal Ministry of Finance and Economic Development
(FMFED) makes the division at the Federal level based on approved already prepared
budget estimates. The State Ministry of Finance and the State Governor perform the
function at the State level while the LG Counc1ls are respons1ble forresource allocatlon
at the Local Government level.

The FMFED allocates recurrent expenditures of the Federal Ministry of Health
(FMOH) on the basis of FMOH proposals between personnel expenditures, non-
personnel expenditures and grants and subventions to support a variety of facilities and
programmes such as the Federal Teaching Hospitals, other Federal Specialist Hospitals
and Federal PHC programmes. :

The State has respons1b1hty for all secondary care. The State used to undertake
primary curative care services through health centres as well as operaion of secondary
level care, provided by general hospitals. However, since 1990 LGA health budgets have
been increased to include salaries and operating costs for all primary health care facilities
(including clinics, dispensaries and maternities) previously under State control.
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Pattern in Expenditure Allocation

- The non-currency and unreliability of data from public sources, the fact that data on
public expenditure are often so aggregated that there is no breakdown of data, for
example, into expenditure on tertiary, secondary and primary care; the non- availability
of data on resources mobilised by NGOs, local communities and private health
establishments as well as data on household and individual expenses on health care,
makes it difficult to know the extent to which the National Health Policy recom-
mendations on resource allocation is bemg put into practice.

Federal level

Table 1 below shows the Federal Budgetary Allocation to the Federal Mlmstry of
Health from 1980 to 1989.

Table 1: Budgetary Allocation to Health at Federal level, 1980—1989
(millions of naira)

: - Total Total
Year Federal Budget FMOH Budget (2) asa% of
1) (2) (1)
1980 o 1L722:52 26693 2:00
1981 | 11,561-70 ' 303-20 262
1982 9,877-03 341.72 346
1983 10,425-32 313:60 3:01
1984 A 7,450-17 190-38 2:56
1985 9,578-:00 22375 229
1986 12,219-46 360-22 2:95
1987 10,302:34 | 23645 2-30
1988 24,367-27 443-11 1-82
1989 30,107-10 45250 1-52
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Table 2: Federal budgetary allocation for PHC support, 1987—1989
(millions of Naira) ' ‘

Total Allocation ‘ T
Year FMOH Budget | for PHC support (2)asa% of
: (1) (2) : (1) -
1987 23645 1430 605
1988 - 443-11 18-50 4-18
1989 45250 19-90 439

In addition to the budgetary allocation, the Federal Government had made some
extra-budgetary allocation to the health sector. - .

Table 3: Extra-budgetary Allocation, 1986—1991
‘ (millions of Naira) o

Year LGAs Secondary Colleges of Total
- facilities Medicine : S
1986 100 — — 100
1987 2 - =22
1988 | 22 = — 22
1989 | 56 - I — 56
1990 | 60 | 500 26 | . 58
1991 : 60 = = - 60

Extra budgetary allocation to PHC for each of the six years indicated has been a
multiple of the regular budgetary allocation made at the Federal level to PHC. For
example, in 1989, the regular budgetary allocation made by the Federal Government
directly to PHC was N19-9m (for both capital and recurrent expenditure) whilst the
extra budgetary allocation of N 56 million is 160 percent more than the regular budgetary
allocation. Thus extra-budgetary allocation has been the main financial mechanism used
to accelerate PHC development at the local level in Nigeria. While commending the
political will and commitment for primary health care thus shown by the Nigerian
Government, the Review Team expressed concern for the sustainability of funding for
PHC, dependent as it has been on financial resources committed outside the regular budget,
particularly in the context of the transition to civilian rule.

State level
The Ogun State Health Care financing study completed in 1988 was the first full
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scale study on health care financing in Nigeria. The study was carried out for the Federal
Ministry of Health and the Ogun State Government with the assistance of the World
Bank. The findings with respect to health revenue and expenditure are beheved to be
fairly representative of the situation in many states.

Until 1984, when revenue diversification was pursued vigorously, the Federal
allocation was the primary revenue source for Ogun State Health Budget. It fell from 90
per cent in 1981 to about 67 per cent of total resources available in 1986. Internally
generated revenue has come from various sources. The significant rise in the share of
internally generated revenue in the State resources was triggered off by the fall in the
amount of Federal disbursements that resulted from the fall in oil revenues and increase
in Federal indebtedness. Federal contribution to State revenues declined steadily durmg
the period 1981—1984.

Actual State capital expenditure for health averaged about 7 per cent whilst
recurrent budgetary expenditure in health sector fluctuated around 12 per cent of total
State Government’s actual recurrent expenditure for sach of the years from 1980 to 1986.
‘Over 80 per cent of the actual recurrent expenditure went into personnel costs.

Inadequate emphasis on preventive care and PHC has been decried in health
policies since the mid-1970s. Analysis of available State health budgets reveals that the
emphasis on curative care which has always been high, grew in the early 1980s. In eight
States for which data are available, curative care increased from 72% to 82% of the
health budget during 1981-85.

LGA level

Federal subventions from the Federatlon Account are the most important source
for the LGs in Ogun State. The grants reached 80—90% of Local Governments actual
yearly income and in no LG was it lower than 50 per cent.

Table 4 below shows the breakdown of revenue sources for Oyun LGA from 1987 to
1990. Oyun LGA (in Kwara State) is one of the first set of LGAs for PHC
implementation. This is a UNICEF-supported LGA.

Table 4: Breakdown of Revenue of Oyun LGA by Sources (%)

Revenue source 1987 1988 1989 1990
- Government 55-4 79-1 90-0 90-1

Grants 41-5 17-5 84 8-4

Community

Contribution 23 2-8 1-4 1-3

Cost Recovery 0-8 06 0-2 0-2

Total 100 100 100 100
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- The only taxes that LGAs are permitted to levy under Nigeria’s constitution are
taxes on property called ‘tenement rates’ but other sources of revenue include license
fees, rents, state grants, and user fees from health facilities. It is important to add that the
picture on revenue sources for health-at the LG level will now change with the new
revenue allocation formula (vertical).

: For almost all the LGAs in the State the health capital expendlture was relatlvely
lower than that of other sectors for the three years of observations (i.e. 1984-1986).
However, by contrast, the health sector had the highest recurrent expenditure. The
relatively large allocation made to the health sector for recurrent expenses is understan-
dable given the fact that LGs are responsible for running the dispensaries and maternities
in the State. Personnel costs account for at least 70 per cent of all health recurrent costs in
almost all LGAs. :

Despite the increase in overall favorable trend in financial allocation (statutory and
ad hoc) allocations to LGAs, the Review Team believes that the health sector in general
and PHC in particular is not getting a fair or adequate share of financial resources given
that one third of Nigeria’s population still has no access to health care. Consequently the
Review Team recommends that the extra-budgetary support to LGAs be established on a
regular yearly basis for the next 10 years and be evaluated for possible continuation for
another 5 years after that. FMOH should as soon as possible propose an appropriate
amount for continuing extra-budgetary support taking into consideration the actual needs
of the LGAs for effective PHC implementation. FMOH should also establish the criteria
and mechanisms for allocating the extra-budgetary funds among the LGA’s.

In so doing, the followmg considerations may be useful:
® experience gained in the utilization of the extra-budgetary funds

® the possible use of funds for innovative or new infrastructure capabilities,
which may be difficult to budget for due to various reasons including lack of
experience e.g. health systems research; improving the skills of health
personnel in working with communities and with other sectors; support to
health and development committees;

e quality of LGA health plans e.g. including clear targets of an epidemiological
nature or having outcome measures (like infant mortality rate, nutritional
status and service coverage) or the level of participation of concerned, groups in
the development of the plans;

® the possible use of the funds for building as well as strengthemng of LGA
health systems capacity in determining and justifying their resource needs as
well as allocating their resources in accordance with the PHC principles.

FMOH should establish flexible guldellnes on minimum budgetary allocation and
expenditure for health at the level of Federal, State and Local Governments. This should in
no way deter States and LGAs-from estabhshmg their own criteria but FMOH needs its
own standards to enable it monltor the system in the context of equity and responsible
discharge of functions. -
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FMOH should also establish guidelines on the proportions of health budgets which
should be spent at State and LGA levels on personnel recurrent in relation to personnel
non-recurrent items. This will enhance the funding of activities at these levels and thus the
effective delivery of health services.

FMOH should as soon as possible commission a study of appropriate resohrcing
(financial, personnel and facilities) of the LGA PHC level.

Curative care continues to consume a disproportionately large part of the total
budget, 85-7% at the Federal Level and ranges from 38% to 72% at the Local
Government Area level. There is the need for some directive that would be enforceable
with respect to the proportion of health expenditure that could be made to curative
vis-a-vis preventive care at the State level and the minimum proportion of the Local
Government total expenditure that should be devoted to health.

External Assistance to Health Sector

Table 5 shows the available information on the amounts of external assistance
received from the various agencies in 1990.

Table 5: External Assistance in US $million

Agencies Period Amount
Multilateral

UNDP 1990 011
UNICEF 1990 21-14
UNFPA 1990 0-56
World Bank 1990 188-10
WHO 1990 1-83
UNDP/WHO 1990-92 3-00
Bilateral

EEC 1985-90 8-16
USAID 1987-92 107-00
JICA ’ 1990 ' N/A
CIDA 1990 1-73
Non-Government

Ford Foundation 1990 1-06
AFRICARE | 1990 N/A
GLOBAL 2000 1990 0-20
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From the Table 5 above, it is clear that the potential financial resources available for
PHC are quite substantial if external assistance is well coordinated. Unfortunately,
however, the mechanism for effective coordination of external assistance, the National
Committee for International Collaboration, is not functioning effectively. The Review
Team recommends that this Committee be revitalised and fully utilised as a means of
coordinating external inputs, minimising wasteful duphcatlon of resources and promotmg
optimum impact, particularly in LGA health systems
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SECTION FOUR

Planning

" The Federal Ministry of Health has placed a very high premium on the development
of planning skills at LGA level. LGA health teams have been equipped with the skills to:

® Carry out a household survey to assess health status and health service
coverage. ’

] Complete a situation analysis of the health resources of the LGA (financing,
facilities and personnel) and of the basic socioeconomic and demographlc
setting.

‘® Prepare a map of the LGA showmg populatlon settlements, the location of
health facilities by type and the location of basic infrastructures within the
LGA.

® Draw up a project formulat-i'on_ document which is a formal PHC development
- plan for the LGA, using the N-5m grant, with a detailed budget attached.

® Participate in an implementation workshop designed to strengthen manage-
ment of the LGA health system.

Workshops were organised to provide PHC programme managers at LGA and
State level with the skills required for programme planning. This has helped LGAs to
develop considerable planning capabilities. However capacity-building is also required
for State and Federal level planning. In this regard, the Review Team welcomed the
efforts which are being made to train health planners for Nigeria, both within the country
using— a network of Nigerian Universities, and externally.

The need to develop appropriate health plans at each level (Federal, State and LGA)
cannot be over-emphasized. But whilst the contents of such plans would naturally differ,
planning at all levels need to be guided by the broad framework of national policies and
strategies. It should also include manpower requirements, and be appropriately costed to
reflect capital and recurrent costs and cash flows over a specific time frame (short, medlum
or long term).

In discussing planning for PHC therefore, one needs to address health planning at
all levels to ensure that planning is consistent and mutually supportive at all levels of
administration. Currently there are departments of Planning, Research and Statistics at
Federal and State levels. The role of these departments in the planning of primary health
care implementation remains unclear as is their collaboration with the Departments of
Prlmary Care at Federal and State levels.

The Federal Ministry of Health publication ““Strengthening Primary Health Care at
Local Government Level”, which describes the planning methodologies at LGA levels
(summarised above) is a helpful guide. The Review Team believes that it would also be
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useful for FMOH to produce guidelines for all three levels of Government on how to cost
programmes and projects and how to work out manpower needs. Guidelines on planning
methodology are also needed for State and Federal levels..

Health Manpower Pohcy and Planmng

Despite the availability of broad guldelmes f or health manpower development in the
National Health Policy, Nigeria is yet to develop a health manpower plan that describes
the categories and number of personnel required taking into account current status,
forecasted need and absorptive capacity of the system. "

N1ger1a has an 1mpres51ve number of health personnel. In 1986, the total. number of
registered physicians and dentists was 16,003, representing a doctor/population ratio of
over 1/10000. Similarly, the nurse or midwife/population ratio was 1/2573. In addition,
there are over 22,000 community health extension workers (aides, assistants,supervisors
and officer) in Nigeria. Unfortunately most of the trained health personnel either work in
urban areas or are wrongly deployed. For example, a great number of commumty health
extension workers work as messengers and aides in hospitals.

Since the Federal and State governments are responsible for the product1on of
health manpower, it is important that they play an active role in coordmatmg health
manpower planning and production to ensure adequacy of supply and to avoid gross
shortages or over-production. :

At the moment, no mechanisms have been estabhshed to coordmatc health
manpower development At the Federal level, health manpower development is the
responsibility of many different directorates. The Health Planning, Statistics and
Research Department plans for the development of health planners, statisticians, and
researchers. The Hospital Services & Training Department plans for the development of
doctors; nurses/midwives and medical technicians, whilst the Department of Interna-
tional Health and Disease Control plans for the development of health superintendents
(san1tar1ans) mainly for environmental and occupational health and disease control
services. The Department of PHC coordlnates and regulates the training of community.
health workers-Community Health Officers, Supervisors, Assistants and Aides. The
Review Team urges that Government consider the need to establish a special department or
division at FMOH level to deal specifically with all aspects of health manpower.
development for the entire health system. '

Manpower development involves a lot more than just trammg Yet, regrettably, but
understandably, the focus of manpower development appears to be on training and
training materials. Impressive number of village health workers have been trained in
recent years, yet supervision and continuing education of VHWs is grossly inadequate.
Most of the VHWs had not rece1ved any training beyond the ﬁrst 1n1t1al session.

Since 1986 major changes have taken place in health trammg institutions. Curricula
for the training of doctors, nurses/midwives and Commumty Health Cadres have been
reviewed to reflect PHC.

Through nat1ona1 and 1nternat1onal 1n1t1at1ves the medlcal trammg schools in
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Nigeria have reviewed or are reviewing their programmes. The National Universities
Commission has adopted a basic curriculum for PHC which it is urging the universities
to adopt. This is being pioneered by the Universities of Ilorin, Ibadan, Lagos and Zaria.
Hopefully others will follow in due course.

The curricula for training nurses and midwives and students of the School of Health -
Technology have been reviewed and revised. The SHTs have been strengthened through
providing formal training to tutors at the tutor training schools and provision of training
materials. The practice areas had to be changed from urban to rural settings. These
eﬁorts have helped to improve the quality of cadres being produced by the schools.

The Rev1ew Team considers that these steps so far taken by Nigeria to orient training
towards PHC task-orlented training are laudable and should be further pursued, monitored
and documented. For any curriculum to be relevant, its contents must address the
- functions and tasks the future health worker will perform in.the LGA health systems
based on PHC and accordingly equip him or her with the knowledge, skill and attitude
required to perform them. This will require learning-by-doing in a setting close to that in
which the health cadre (be a doctor or a village health worker) is going to work at the end
of his or her training.

Continuing Education

The Federal Ministry of Health has also developed an Operational Manual to assist
provision of continuing in-service training for all members of the LGA health teams
concerned with different components of PHC. The Manual provides a comprehensive
guide to all aspects of PHC implementation and includes supervisory checklists for
monitoring purposes.

Appropriate continuing education within the LGA health system is required to
improve performance in the delivery of health care and to raise the standards. The LGAs
are not self-reliant in resources required to implement a comprehensive continuing
education programme. Besides continuing education is based on supportive supervision,
which in case of LGAs is very weak at present. They require support from other levels
particularly the State level. In this respect the Review Team urges that States make
maximum use of their Schools of Health Technology as a technical resource for the
organisation of continuing education to build capabilities at LGA level.

Planning for health facilities

Nigeria’s health care delivery system is an extensive network of public and private
facilities. In 1987, primary care was available from about 4050 health clinics and
dispensaries. Secondary health care facilities included 740 health centres and 3090
maternity centres and homes with 26650 beds. Tertiary facilities consisted of 14 Teaching
Hospitals with about 7100 beds, 16 military hospitals with about 3000 beds, 27
specialised hospitals with about 4600 beds and 760 general hospitals with about 50100
beds. The remaining 4300 beds were in specialist facilities.

The distribution of this large amount of health facilities, however, is most
inequitable. Most health facilities are located in the urban areas. The implication of this
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distribution pattern is that most patients in rural areas who are referred from the rural
primary health facilities or whose illnesses require higher level of care would need to
travel long distances and at high costs to obtain the needed type of care. Many roads in
the rural areas are in poor condition and communication is often extremely difficult,
especially durmg the ralny season.

1In order to promote a more equltable dlstrlbutlon of health fac111t1es the Review
Team recommends that the Federal Government regulates the construction of health
facilities by providing guidelines for the construction of new facilities and the upgrading of
existing facilities. FMOH should also provide a standard building plan and standard
equipment lists for each type of health facility, but with particular focus on the LGA level.
This has been found elsewhere to be an efficient method of speeding construction and
reducing capital costs. It also prevents ad-hoc decisions on building facilities of the kind
seen during the “Basic Health Services Scheme” period in Nigeria. The size of each
fac111ty should be related to the size of the local population to be served.
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SECTION FIVE

Service Delivery

Available health data indicates considerable weakness in the area of health
programmes.

® [t is estimated that only 67% of the population has access to treatment and
essential drugs within 1 hour (5 km) of home.

® Maternal mortality rate is estimated at 15 per 1000, (about 10 tlmes higher than
in Pakistan and 20 times higher than in Sri Lanka). -

~ ® Only 45% of deliveries are supervised by a trained health worker (which may
include a trained Traditional Birth Attendant). ‘

® Less than a quarter of all pregnant women receive 2 doses of Tetanus Toxoid
before dehvery

° Contraceptlon use rate among women of child- bearlng age is only 4.5%.
'® 17% of all babies born in Nigeria are under weight.
® Only 37% of all eligible children are fully immunised by their first birthday -

(Source: 2nd Global Evaluation of Strategies towards achlevmg HFA/2000, Nigeria
Country Report, 1990).

These figures give cause for concern, particularly since maternal and child health
programmes have received considerable emphasis since 1987. The Review Team
recommends that Maternal and Child Care and Nutrition programmes should be given the
due attention they demand. Family planning services should continue to be part of
maternal and child care and the two programmes should be developed together.
Linkages with AIDs and STDs is absolutely necessary. A massive educational and
communication effort is needed to make Family Planning an 1ntegral part of community
norms and expectations.

It 1s however, crucial that these priority programmes do not become vertical
programmes. Focusing attention and scarce resources is not synonymous with vertical
programmes. The Alma Ata documentation stressed the fundamental principle that
PHC requires definition of priorities and a phased planning sequence. Separate vertical
services have often been favoured by international agencies because of their rapid impact
and the relative ease of tracing the flow of funds. However,for these programmes to be
sustainable they eventually should be integrated into the general government infrastruc-
ture. The Review Team noted with pleasure the great strides that have been made in Nigeria
to integrate previously vertical programmes, such as EPI and Family Planning, into PHC
at the operational level of the LGA.

‘The National Health Policy indicates that preventive services should be provided
free to the user but that curative services should be paid for by patients. The Review Team
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urges the Federal Government to monitor closely this situation at PHC level in the interests
of equity and to explore together with communities ways of promoting local financing so as
to ensure care for the poorest members of each community.

Horizonal Integration within health services:

This has proved surprisingly difficult to promote. One of the problems has been the
lack of model facilities where horizontal integration was working well to serve as
examples. However, most 1986 model LGAs have now begun to move in the direction of
all services delivered under the same roof at the same time, usually beginning with their
health District referral facilities. Devolution has overcome the argument which used to
be raised, of lack of staff. g

Integration of PHC Services and Hospital Services (Vertical Integration)

At present the LGA health system is lacking its apex since hospitals are not part of
the Local Government health system but are owned and managed by State governments.
In fact, it can be argued that an LGA health system cannot therefore be said to be in
place at all, merely an LGA primary health care system. Moreover the General Hospitals
are very weak and under-resourced at present to provide care for medical and surgical
cases on referral from the community. Laboratory support for LGA PHC is an area
which requires particular attention. The Review Team noted with satisfaction the efforts
being undertaken in this regard in the WHO-Collaborating LGAs and their General
Hospltals

Consequently, the Revnew team strongly welcomes the recent announcement by the
President of a N500m (USD 50m) grant to the State Ministries of Health to strengthen
their General Hospitals in support of prlmary health care at LGA level

. The challenge now is to ensure that this initiative does address the issue of lack of
integration between the secondary and primary health care. The rather sharp division of
health responsibilities between States and LGAsis a threat to the functional unity of the
entire health system, part1cularly at LGA level. Mechanisms should be established to
enhance functional integration in secondary and primary care, in other words between
the General Hospital and the LGAs.

The Review Team discussed extensively the arguments for and agamst devolvmg
General Hospitals to the LGA level, in other words placing them under the management
of Local Government Councﬂs One powerful argument agamst such a development was
that the States would then concentrate solely on the provision of tertiary care, with a
drain on their health budgets and a distortion in the production of medical manpower
which would be very unhelpful in the overall Nigerian context.

One mechanism which the Review Team recommended for' strengthening the
‘present relationship between State hospitals and the LGA PHC system was the
formation of hospital management advisory committees whose membership comprise
mainly of representatlves of the LGA and the community. This could ensure more
involvement of LGAs in the running of general hospitals and pave the way for the
establishment of functional linkages. This has shown good results already in some
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LGAs. Conversely members of the Hospital Management Teams should be members of
the LGA PHC Management Committees. This has worked well in the few LGAs where it
is being practised. The Review Team recommends that this should be implemented in all
LGAs, as indeed is required by the FMOH guidelines on membership of the LGA PHC
Management Committees.
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SECTION SIX

Information Support

- No managerial process for PHC development can be adequate without information
support. This recognition led in part to the establishment of a separate Monitoring and
Evaluation System for PHC to monitor progress in PHC coverage at the LGA level and
to evaluate the effectiveness of interventions in improving the health status of the
population.

Special forms for collection of data have been designed. A manual for PHC
monitoring and evaluation has been prepared and staff are being trained in the use of the
various data collection instruments.

This new system has been installed in all model LGAs and information has started
flowing through it, following-laid down channels, from the community and health
facilities to the LGA to the State and finally FMOH, M&E Unit—the nerve centre of the
system . .

" From the. experience so far in the model LGAs, it can be said that a suitable
framework for monitoring PHC in the country has been developed. The forms are very
simple and their design took into account the background of the staﬁ" operating at
various levels of the health system. This is commendable.

However, there are a number of limitations apparent in the area of the natlonal
PHC Information System: ‘ '

-® Itis confined only to information on service activities. ~
® It provides information only on those who use the services and nothing on
- those who do not. -

@  The information system ignores the large private and voluntary agency sector
in health. (There is a considerable number of private practitioners in Nigeria
and the Christian Health Association of Nigeria estimates that 1t provides
health care to 40% of the rural population.)

® It neither measures the cost of services nor its quality or effectiveness. It is,
therefore, not possible to measure cost-effectiveness and the efficiency of care
being provided.

In addition it operates in parallel and adds to the multiplicity of health information
systems within the Ministry of Health, many of which are donor driven. The Review
Team considers that this operation of parallel information systems is a serious problem
which requires urgent attention in view of the duplication and waste of time and effort
created, particularly at the local level

Perhaps an even more serious problem is the fact that the Health Information
System is too centralised and fashioned too much on the information requirements of
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higher levels instead of those of lower levels. For a health information system to be of use
to the LGA level, it must address their needs for essential data for management purposes.
The Review Team urges the Federal Government to streamline the PHC information
system and reduce to a barest minimum the data required to monitor progress in PHC
coverage at LGA level. In addition, efforts should be made to develop capacity at LGA,
District, facility and village levels to make use of the data collected, in other words translate
it into action useful for decision-making. Efforts are also required on the part of FMOH to
plan for evaluatlon of the effectiveness of the PHC mterventlons employed at LGA level
designed to 1mprove the health status of the people

Criteria for Measurmg Progress and Promoting Equity -

In any national programme some LGAs will do well but others will need special help
to meet minimum standards. As the programme is extended to all LGAs there will be
need for means of identifving those which are lagging in implementation so that they can
be helped. LGAs with the greatest problems will tend to need more help than those which
already have demonstrated capacity for self development

-Simple and clear cut criteria are needed so that both commumty members and
health services can readily agree on priorities, Criteria that have not been sufficiently
used in promotmg community action are outcome indicators. These data are difficult to
gather with precision as part of government statistics and are not generally available in
Nigeria. They are easy for community members to gather for their own use, however.
Simple aggregation of local births and deaths by symptom clusters gives clear evidence of
the localization of health problem in families. If village communities and LGAs can be
encouraged to report such data, there would be the beginning of a national vital statistics
system. VHWSs can also be trained to gather other information suchas morb1d1ty data on
outbreaks of infectious disease. : ‘

Village-level reports are by themselves a powerful supervisory tool if used to guide
self learning and in-service training. Guidance of discussions by health workers can lead
to recognition of the reality that the only way of improving community health is to
concentrate care on those in greatest need, invariably women and young children. This is
a practical means of promoting equity. Villages can compare their own results with other
villages in their area and recording performance provides built in incentives for
improvement by acceleratmg motivation and action.
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SECTION SEVEN

Direct Support for LGA Health Systems

The strategies adopted for implementing the primary heath approach in Nigeria call
for major changes from entrenched procedures, organizational structures and work
cultures in the provision of health care in the country. The strategies require
re-orientation of attitudes and behaviours on the part of health care providers and
decision makers, and a definition of new roles for communities and the users of health
care. Furthermore, successful implementation of PHC require skills in identifying
problems and knowledge for formulating appropriate strategies for addressing these
problems. :

The recognition of this challenge greatly influenced the decision to select and focus
initially on model LGAs, where the new approaches could be implemented, lessons
learned and experiences be replicated in other LGAs. The 52 model LGAs were selected
on the basis that technical support would be provided by identified training institutions.
Twelve of the 52 LGAs were to be supported by the Departments of Community Health
of the University Teaching Hospitals, 20 by the State Ministry of Health, and 20 by the
Schools of Health Technology (the State institutions where PHC workers are trained).

Federal technical assistance

When the model PHC-LGA scheme was launched in 1986, skills and experience in
PHC planning, implementation and management scarcely existed, particularly at the
LGA level. Although the National Health Policy provides for the State governments to
provide technical assistance to LGAs in support of primary health care, this level did not
have sufficient skill and experience in the new approaches required to be able to fill this
role adequately. Thus the Federal Ministry of Health developed a mechanism for
providing direct technical assistance to PHC LGAs. This was done through the Federal
Technical Facilitators (FTFs) who were staff members from various units of the PHC
department assigned to particular States to facilitate PHC implementation in the model
LGA:s. Initial training was organised for the FTFs and a number of continuing education
workshops have taken place to provide additional skills. An important workshop was
held for FTFs in 1990 to reflect the new emphasis on the health District within the LGA
as a level which required particular strengthening so as to be able to provide more
effective support to peripheral facilities and the village health system.

The Zonal offices have also been strengthened with additional consultants to
support the development of LGA PHC.

A Working Group consisting of FTFs, Zonal teams and divisional and branch
heads within the PHC Department was formed to review progress, to discuss the reports
of the FTFs, to share experiences and to find possible solutions to identified problems in
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strengthening LGA PHC. The Worklng Group is chaired by the Hon. Minister of
Health.

State support for LGA PHC

The increasing number of LGAs involved in PHC 1mplementat1on (in effect all
LGAs are now part of the national PHC programme) has created a situation whereby
continued direct Federal level technical support to LGAs is clearly unrealistic. The
FMOH strategy to develop selected Model PHC LGA was . followed. very quickly by
demands from other LGAs to be assisted to develop their own PHC systems. In addition
there has been an increase in demands for State support both from Model and other
LGAs. The Review Team welcomes the development of PHC support teams (or STFs) in
many States and recommends that all States take this step. However State Ministries of
Health themselves require considerable strengthening to enable them to meet this
challenge. The Review Team recommends that FMOH assign priority to assisting the
States with skills-development and other means of assuring sustainability of technical
support for LGA PHC. It notes with satisfaction the WHO-supported workshops held on
this toprc in selected States.

One issue raised in discussions wrthln Ogun State was the questron of budgetary
allocation for State support to LGA PHC. The Review team recommends that all States
make adequate budgetary allocation for LGA PHC support, in consonance with their
respon51b1ht1es as stated in the National Health Policy. :

The role of the School of Health Technology:

Each State has a primary health care training institution in the form of the School of
Health Technology (SHT). Each SHT is collaborating with a specified LGA to
strengthen PHC and in most cases this is working well. ‘

These institutions have a major potential for providing technical support to PHC
throughout the State which at present is hardly realised. They could serve as a technical
resource for other LGAs using the mechanisms of continuing education for LGA health
team leaders, organisation of Training of Trainer Workshops for LGA PHC teams etc.

The Review Team was privileged to visit one such School of Health Technology.
The staff were very enthusiastic about the possibility of their providing technical
assistance to the entire State given the necessary logistic and financial support. The
Review Team recommends that the Schools of Health Technology be strengthened to enable
them to perform in this expanded technical role. Additional resources in terms of library
materials, equipment and transpertation will be requlred

The role of the Universities

Initially, 12 Teaching Hospitals were a531gned one LGA each for techmcal support
for PHC planning, implementation and evaluation. 'All Teaching Hospitals have been
given special grants by the Federal Ministry of Health to build a rural PHC Centre to be
used for training medical students. They have also been provrded wrth logistic support to
facilitate collaboration with LGAs. ~ : : S
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Experlence with technical assistance provided to the LGAs by Universities has been
mixed. At one extreme there are a small group of Universities which have played a
s1gn1ﬁcant role in strengthening PHC planning, management and evaluatlon at the LGA
level. At the other extreme are institutions which have been judged as positively harmful
in their interactions with LGAs, because of personality conflicts, irreconcilable ideas as
to respective roles and functions and disagreement over use of resources. Mid- -way
between these extremes are those Universities which successfully provide PHC service
within the LGA, in facilities funded by FMOH, but make little attempt to assist in
development of the PHC system in the LGA as a whole. It is the conviction of the Review
Team that this type of relationship between Universities and LGAs is of great significance
and every effort should be made by FMOH to build on the goodwill which exists on the part
of the Un1vers1t1es to strengthen their effective collaboration with LGAs for PHC.

Health Systems Research (HSR) has the potential to form the bridge between the
University and the LGA. University researchers deploy their skills to carry out research
at LGA level focused on problems jointly perceived as significant. The research findings
may be used for career progress by the University researcher. Addressing the issue of
implementing the recommendations of the research will involve the University researcher
closely, together with the LGA, in addressing managerial problems and other obstacles
and constraints. HSR may thus foster a. relationship of mutual benefit between
University and LGA. It should be noted, however, that University researchers will need
assistance to develop the distinctive skills required for Health Systems Research which
differ from those used in bio-medical and clinical research.

The WHO-Collaborating LGAs and Schools of Health Technology, in partnership
with University researchers, have gained useful experience in Health Systems Research at
the LGA level. Simple and modestly funded studies into locally perceived health system
problems were carried out in each of the collaborating LGAs. Feedback of the findings
were given to the PGA PHC Management Committee and in every case decisions to
address the problems have been taken and implemented. Academic publications have
also resulted. The WHO-HSR package of training materials utilised is readily available
and the approach may be replicated in any LGA with technical assistance from a
training institution. The Review Team recommends that FMOH take appropriate steps to
promote and support an LGA/Health Systems Research programme,recognising its utility
to act as a bridge between the universities and LGAs for PHC support.

The use of National Youth Service Corps personnel to support PHC at LGA level:

All Nigerian graduates are required by law to serve for one year in the National
Youth Service Corps. The WHO Office in Lagos recognised the potential of these young
people to contribute their skills to the acceleration of LGA PHC. Consequently for three
years WHO requested that teams of a doctor and statistician be posted to each of the
WHO-Collaborating LGAs. Careful briefing was provided before assignment,including
discussion of a detailed job description, supportive supervision was provided from the
WHO office and a mid-posting review was organised to share experiences. The NYSC
have made major contributions to their LGAs of posting, particularly in the areas of
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- training/continuing education and information support. The team approach has worked
particularly well. Government has now taken up the idea and in 1990-91 over sixty
doctors were posted to model PHC-LGAs. The Review Team recommends that FMOH
continue the initiative of posting teams of a NYSC doctor and statlstlcmn to PHC LGAs
with careful attentlon to briefing and superv151on ' :

Technical collaboratlon between PHC-LGAs: ~ ‘ : »

' The concept of the “Model” PHC-LGAs needs to be exploited in terms of its
catalytic potential in stimulating PHC development and in providing examples useful
for technical assistance. All LGAs have now restructured their health systems on the
~ basis of the PHC approach and strategy. Nevertheless Model LGAs still exist because it
has been found useful to maintain some selected LGAs where innovative approaches
could be tried and experiences documented in a more systematic and detailed manner
than is necessary for routine monitoring and evaluation.  There are one or two examples
where a Model LGA has organised a workshop to share its knowledge, skill and
experience with a neighbouring “willing” LGA. In addition there is impressionistic
evidence that LGA Chairmen on their own initiative are orgamsmg visits to PHC-LGAs
with a high reputation to “look and learn™. : - :

However, FMOH is yet to develop formal mechanlsms to facilitate the sharing of
experience and skills between the Model/Enhancement LGAs and others. Thus the
potential of the Model LGA approach to enhance PHC development elsewhere is not
being fully realised. The Review Team urges FMOH to develop mechanisms to enable the
widest possible sharing of experiences gained in the Model/Enhancement LGAs. -

In addition, the Review Team recommends that LGAs should make budgetary
allocations to support technical collaboration between LGAs, both in terms of receiVing
teams from other LGAs and enabling their own teams to visit Model/Enhanced LGAs.
FMOH, Zonal and SMOH teams should encourage such collaboratlon as a means of :
extendlng technlcal support for PHC : ‘

Nurturing and sustalmng LGA PHC

The national administration, conscious of the complexity of the change process and
the need for nurturing continuous support for PHC, has undertaken an extensive -
advocacy programme to get the commitment and support of all concerned at all levels
through various types of activities. This has included:

® Launching of the PHC programme, and subsequently the National Population.
Policy, by the President at national level; Governors at’ State level and
- Chairmen at the level of each LGA.

® Orientation Workshops for LGA and State functlonarles

A workshop for State Commlsswners of Health and D1rectors General has also
been held. _ _ L o ‘
® The Federal Ministry has encouraged and provided support for the various.

~ health professional associations to include a focus on PHC during the course of
_ their annual meetings. The Nigerian Medical Association, Nigerian Paediatric

/

34



Association and the Society of Obstetricians and Gynaecologists of Nigeria have
all organised important meetings which have constituted a powerful advocacy for
PHC within the profession.

‘The Federal Ministry of Health has encouraged the forméition, of a National

Association of NGOs in Health (NANGOH) which has sharpened the 'fécus of

- NGO activities in support of PHC. A Focal Point within the Primary Health Care

Department, FMOH, acts as a liaison. o
A national PHC newsletter “The Road” was started to help inform the general

- public about current issues in primary health care and for mobilising support for

PHC.

The national conference on Village Health Workers was held in 1990. A consensus
was reached that, if properly supervised and provided with appropriate logistic

-and technical support, trained community volunteers can make important contri-
“butions to health at the peripheral level.

The International Conference on Primary Health Care, organized by FMOH in
1990 was extensively reported within Nigeria and acted as a means of advocacy.

The Rev1ew Team is very optimistic about the potential of the PHC approach being
implemented in Nigeria but reiterates that the process must be systematically and conti-
nuously re-vitalised to be effective. A lot of additional substantive changes in orientation of
health services are needed.

Recognising the need for a special process and framework for sustainable nurturing of the
primary health care strategy, especially during the transitional period of political change, the
Review team strongly recommends that a special organisational structure be established with a
title such as the National Agency for the Promotlon of Primary Health Care (N APPHC)

The mandate and functions of this agency would be:

1.

To find innovative means to nurture the practice of PHC and empowerment of

LGAs to promote self-care.

To engage in direct advocacy to promote change in health policy to maintain
priority attention and support for cost/effective programmes that promote health

and equity.

To take the initiative in gathering information and supporting action research to

define priority problems in subjects such as: equity in PHC, local financing, inter-
sectoral forces influencing health and nutrition, increasing community capacity,

environmental concerns and especially the role and special needs of women and

children.

To respond to requests from government and other agencies in organising special
studies or inivestigations of public policy issues by mobilizing teams of experts who
will respond rapidly and in depth to guide legislative and administrative action.

To work with and stimulate universities, NGOs and other agencies to work with
LGAs in nurturing the capacity and problem solving.

To support the organisation of workshops, training and supervisory systems for
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- capacity building, information systems and momtormg, quality control and
logistics. : - :

It should be outside of, and function parallel to, the e'xistingrhealth care bureaucracy
and should not in any way competé with direct line responsibilities of established
government agencies. It should be established by special decree for an initial period of ten
years. It should have direct access to all levels of government from federal to village level
and should report to the Minister of Health.

Members of the Governmg Board should be a carefully selected group of experts
representing diverse disciplines and experience and should be appomted in their personal
capacity on a rotating basis for terms of five years. Its Chalrperson should become a
member of the National Council of Health. '

"The autonomy of the Governmg Board should be balanced by a hlgh level of
accountability. Proceedings should be open to public scrutiny. They should normally
meet twice a year but can arrange special meetings as needed. They should arrange their
own admlnlstratlve structure and executive committee.

Two supporting groups should work with the Governing Board. There should be
an Advisory Council made up of the State PHC coordinators and others d1rect1y
involved in policy decisions about. PHC implementation. There should also be a
Scientific Committee which will have individuals with the highest competence in the
specific scientific disciplines important to PHC. Each of these two groups should meet
once a year or when brought together for special needs. »

The NAPPHC should have a relatively small but highly competent secretariat with
adequate financial support to work directly with government agencies at all levels, but
especially with LGAs. This staff should be able to co-ordinate activities and facilitate
programmes. They should work especially-with Zonal and State Coordinators of PHC
and also State and LGA committees.

The core funding of the Agency should come from the Federal specral fundmg for
PHC (see Section 3). It should also-have the power to seek fundmg from other sources,
including donor agencies. :

Women should be well represented in the Agency to ensure that the spe01a1 needs of
women and children are kept the forefront of concern. Its advocacy functions should
also include the promot1on of womens’ parthlpatlon at all level of the PHC committee
system .
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SECTION EIGHT

Collaboration with other Sectors and Institutions

PHC involves, in addition to the health sector, all related sectors and aspects of
national and community development, in particular food, water supply, agriculture,
education, housing, public works and communications. It, therefore demands the
coordinated efforts of all those sectors.

~ The FMOH fully recognised that the health sector alone could not bring about
sustainable improvement in the health of the people. It has, as its strategy for health for
all through PHC, promoted intersectoral action at all levels of the national health care
system. Since 1986 intersectoral mechanisms have been established at the Federal, State
and Local Government level to coordinate intersectoral action. The Ministry of Health
has motivated other health-related sectors to take action in specific areas e.g. water,
sanitation, health educational activities in community, schools, and cultural institutions
and community mobilisation through the mass media.

At the community level in many parts of the country there is a strong tradition of
self-help for community development. Initially FMOH promoted the formation of
health committees at the village level. However it soon came to realise that this ignored
the existing of functioning committees at village level covering all aspects of local
development. Consequently, village health committees have been incorporated into
village development committees (VDC) to acknowledge the fully inter-sectoral nature of
local self-help initiatives. ' ‘

, At the LGA level, mechanisms are well in place for cooperation and coordination of
LGA health and health-related activities. However problems exist when it comes to the
co-ordination with the LGA level of three important national programmes, co-ordinated
from the State level, with considerable significance for health. These are DFFRI
(Directorate of Food, Roads and Rural Infrastructures), MAMSER (the political
‘education and mobilisation agency) and the Better Life for Rural Women programme.
The Review Team recommends that appropriate mechanisms be identified for full
co-ordination of these programmes with LGA health activities.

At State and Federal level the mechanisms for promoting an inter-sectoral
involvement in health are not functioning very effectively. The inter-sectoral involvement
on the PHC Committees at these levels appears to be more in name than in reality.
Co-ordination with the three programmes mentioned above appears half-hearted, where
it exists at all. The Review Team recommends that inter-sectoral programme co-ordination
mechanisms be given legal backing so that they become mandatory and not left to the
'discretion or inclination of functionaries. Again, while permanent mechanisms are
necessary to ensure proper coordination of implementation of intersectoral actions, the

37



actual implementation of such actions would often require multi-disciplinary team-work
and not just inputs from other sectors into health programmes.

Coordination with Donor Agencies

FMOH has been collaboratmg with a number of Internat10nal Donor Agencies,
UN Agencies, and Non-Governmental Organizations (NGOs) in implementing PHC
and other health programmes.

The National PHC Programme has received generous financial assistance from
various agencies notably USAID, UNFPA, EEC, Ford Foundation and the World
Bank. FMOH is working closely with these agencies in the new spirit of partnership.

WHO and UNICEF partnership with FMOH in implementing PHC focused
District Health Systems started in 1987 when FMOH identified certain model LGAs for
direct technical collaboration and support by WHO and UNICEEF respectively. These
‘model LGAs are associated with Schools of Health Technology offering training to
Community health cadres (Community Health Aids and Assistants) who constitute the
back-bone of the LGA Health System. The agencies’ technical assistance is also directed
to these schools. : : : :

Much of WHO assistance to its aSSIgned 7 LGAs is focused on institutionalization
of the managerial process for development of health systems based on PHC and in
building capabilities at the LGAs and Schools of Health Technology (SHTs) for
management and organization of LGA focused PHC systems in line with the national
strategies and plan of action for PHC. '

WHO has collaborated with its LGAs as “laboratories” for testmg methodologies,
techniques, PHC monitoring instruments, conduct of HSR and experimentation of
innovative approaches in sustaining PHC at the LGA level. Some of these approaches
are the use of NYSC doctors and statisticians, after appropriate training and
reorientation in PHC, to enhance PHC services in the LGAs, particularly data collection
and analysis, disease surveillance and integrated delivery of MCH services and disease
control activities through the general health services. Encouragement of technical
cooperation between LGAs in the same State in developing PHC systems sharing
knowledge and experience, has also taken place.

Technical collaboration with model LGAs has been very frultful in that these
innovative approaches and some methodologies have now been adopted nationally. -

The WHO mandate of promoting the Regional strategy and plan of action for
HFA/2000 through PHC in Nigeria is closely coordinated with the national programme
through joint WHO/FMOH country programme planning, budgeting, implementation,
monitoring and evaluation, making maximum use of WHO resources at the country level
for accelerating development of PHC.

 In the 5 LGAs assigned to UNICEF by FMOH, UNICEF supports an Integrated
Community Health and Development Programme (ICHD). UNICEF intends to plan
LGA-based prototypes for integrated community health and development programme
in 8 States. Detailed strategies are evolved at the State and LGA levels in coordination
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