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Courseintroduction

Nigeria comprises 80 per cent of rural populatidhere is a great
imbalance in provision of medical care facilitiasdait has become a
great challenge to provide health services to #ry large population.
Primary health care has been considered as the msirument of
action for providing Health For All.

Primary Health Nursing addresses the health neketlee@wommunity at
all levels of care-primary, secondary and tertiany,homes, school,
health centers and hospitals etc.

The course on Primary Health Nursing is divided ifaur blocks. Block
1 deals with the concepts related to Health Forwilich focuses on
how goal of health for all can be achieved and wlygie of services are
needed to achieve this goal. Block 2 focuses oniligafealth Care,
which focuses on the concepts and services providethe family.
Block 3 deals with Maternal and Child Health Caséudy of maternal
and child health is extremely essential becaussetbenstitute the larger
and vulnerable segment of population. Block 4 exglahe various
elements of primary health care and the role ofuesan in providing
primary health care related to all these elements.

After studying the course on Primary Health Nursiggu should be
able to:

.Explain the concepts of Health For All and Primdfigalth Care,
.Explain the concepts related to Family Health Care

.Provide Maternal and Child Health Care, and

.Perform your role as a nurse in providing primaeglth care.



Block1 HealthFor All

In the country, the development of health servide®ugh primary
health care approach is seen as a major thruseaérel Governments
policy which is supported by the International Garehce held in Alma-
Ata in 1978 which declared primary health carehgsrhain instrument
of action towards achieving Health For All by theay 2000 AD.

The Federal Government of Nigeria agreed upon thmaPy Care
approach for providing health care services. Adthezare providers,
we all need to understand and/or refresh our knidgdeand skills
related to the concepts of primary health care, ldadlth For All etc.
We must also be interested to learn and understamd the goal of
health for all can be achieved? What type of heatdmpower and
health system is required for providing the heaérvices and how
should we evaluate such services.

This block is divided into five units. Unit 1 dealsth Health Concepts
and pre-requisites, Unit 2 explains the Primary|the@are concept and
principles, Unit 3 deals with Health For All, Un4 focuses on
Organisation of Health Care System at various fvahd Unit 5
explains the Resources, Monitoring and Evaluatiodealth Services.

As a distance learner you have to study these raktéry self study. We
have given self assessment questions at appropiates. These are
given to make self assessment. We have also ginsweas to check
these questions at the end of each unit. While wgrlon the self
assessment questions you should not read throegk #mswers. Instead
you should make every effort to do them by yours@fie hope the
information given in this block may help you in imping your
knowledge and skill so as to provide effective tieahre to the people
you serve.



Unit 1 Health Concept and Prerequisites
Structure
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1.0 Objectives

In this unit you will learn the concept of healthdaprerequisites of
health. After completing this unit, you should lixesto:

.Explain the concept of health,

.Define health,

.List and explain the various dimensions of health

.Discuss determinants of health, and

.List and explain prerequisites of health.

1.1 Introduction
You would have already studied the concepts ofthaal your basic
Nursing Programme. We shall now review and try eddoon that in
order to help you gain a deeper understanding alttheThis will enable
you to develop knowledge and skill in promoting thealth of the
people you serve.



Health is considered a fundamental human rightaamndridwide social
goal. In this unit, we shall try to concentrate the concept and
definition of health and the concept of positivaaltie and well being.
An individual is said to be healthy if he enjoysoddealth in four areas
or dimensions i.e. physical, mental, social anditsiil well being.
These dimensions will be explained in Section H&alth is affected by
various interlinked factors. We shall examine hdwse factors affect
health in Section 1.4. At the end you will learmabthe prerequisites of
good health. We hope that this knowledge will hgtu to contribute
effectively towards promotion of health.

1.2 Health concept

Every individual and, in fact, all communities haweir own concept of
health, which has some relationship with their @t The oldest
concept of health is "absence of disease". Even, moantenance of
health is neglected except in conditions of illlfedt is only during the
past few decades that health became conceivedusslamental human
right and a worldwide social goal; that is, it issential to the
satisfaction of basic human needs and an improuatity of life. It is to
be attained by all people. The perception of headthies among the
members of a community including various professiogroups (e.g.
biomedical scientists, social scientist, speciglisiealth administrators,
ecologists, etc.), which give varied views on tbaaept of health. You
will learn about these changing concepts in thiefohg subsection.

1.2.1 Changing concepts of health

Health has evolved as a concept from an individt@icern to a
worldwide social goal and encompasses the wholditguaf life. A
brief account of changing concepts of health iegibelow. Figure 1.1
will give you an overview of changing concepts eatih. These are:

I Biomedical concept
. Ecological concept

Iii. Psychosocial concept
V. Holistic concept

0] Biomedical concept: This concept stressesgéenm theory i.e.
disease or ill health is caused due to diseasantposganisms.
The individual was considered to be healthy onlizgéfwas free
from disease. The human body was viewed as a n&acmad
disease was considered a consequence of the breakafothe
machine; and one of the doctor's tasks was torépaimachine.
This concept was criticized on the basis that @ hmanimized the
role of social, environmental, psychological and ltural



(ii)

(iii)

determinants of health. This model was found tanb€eequate to
solve some of the major health problems (e.g. ntatran,
chronic diseases, accidents, drug abuse, mentaless|
environmental pollution, population explosion). dther words,
we can say that this concept focused on the viewdiseases can
only be caused by the organism without taking ottessative
factors into consideration. For example, typhoahaer, malaria,
hepatitis and accidents all lead to disease anfi/bealth of a
man; but you will agree that only typhoid, malasiad hepatitis
are caused by organisms whereas cancer and accatentot. So
this concept needed to be changed.

Ecological concept: Dubos defined health Iz telative absence
of pain and discomfort and a continuous adaptatard
adjustment to environment to ensure optimal fumgtiavhich
leads to longer life expectancy and a better quadit life.
Ecology focuses on mutual relationship 'between raad his
environment and visualizes health as a dynamic libgum
between man and his environment. Maladjustment btiman
being to his environment results in disease.

The ecological concept raises two issues, impernfieah and
imperfect environment. For example, environmentallyton
caused by deforestation and urbanization, resultmgwater
pollution, over- crowding and air pollution creat®s imbalance
between man and environment thus affecting hislheal

Psychosocial concept: This concept. visuadihealth not only as
a biomedical phenomenon but that it is also infagehby various
other factors, e.g. social, psychological, cultusdonomic and
political. These factors are essential in definargl measuring
health. This is .both a biological and social pheanon.

If we are physically tired, our capacity to respotad social
interactions will be diminished. Some studies haliewn that
single people who live isolated, friendless livésce a much
greater chance of becoming ill or dying than peopith close
relatives and good friends.

Holistic concept: This concept is a. synthesfisall the concepts
mentioned above. It focuses on the impact of sccioemic,

political, environmental and biomedical influence bealth. It

sees the well being of a person as a whole in ¢tmeegt of his

total environment.



The holistic approach to health insists that tg@bd health and
well being can be achieved only by understanding \hole

person in a perspective that includes physical,tabesocial and
spiritual dimensions. All these four aspects art geparate but
they are constantly interacting. In other words,caa say that it
corresponds to the ancient view that health im@ies®und mind
in a sound body, in a sound family and in a soundrenment.

We know from our daily experience that problemsie area of
our lives affect other areas as well; emotionalistand conflicts
can lower our resistance to illness.

SELF ASSESSMENT QUESTION 1

) Traditionally health is viewed as absence of
1)) Changing concepts of health include:

a)

b)

c)

d)

i) Tick (v) the diseases caused by a micro organism
a) Malaria []
b) Typhoid
C) Cancer
d) Poisoning
e) Hepatitis
f) Accidents [

]
]
]
L]

iv)  Explain the 'holistic approach’ to health.
1.2.2 Definitions of health

We understand the meaning of health but still wel fit difficult to
define. Different people have different perceptainhealth. Some feel
that when an individual is free from any sicknessdesease he is
healthy; others feel that an individual is saidé&healthy if he is able to
perform activities of daily living normally. Stilbthers feel that an
individual is healthy if he is well adjusted in sdife and can function
effectively even in stressful situations. What dlars meant by health?
You will be able to understand better if you gootigh the following
definitions.

a. The conditions of being sound in body, mind spirit and
especially free from physical disease or pain (Vifglhs



b. Soundness of body or mind; that condition iniclwhtheir
functions are duly and efficiently discharged (QxfcEnglish
Dictionary).

C. A condition or quality of the human organismpesssing its
adequate functioning in given conditions -genetiad a
environmental.

d. A state of relative" equilibrium of body, foramd function which
result from its successful dynamic adjustment tade tending to
disturb it. It is not passive interplay between ypadbstance and
forces impinging upon it but an active responséady forces
working towards readjustment.” (Perkin)

The above mention definitions give varied viewsheflth. We shall
now try to look into the most widely accepted diiom of health given
by World Health Organisation (WHO), which states.

Health is a state of complete physical, mental sowal well being and
not merely an absence of disease or infirmity.

If you look at the definition carefully, you wilkalize that three aspects
or dimensions emerge from it. These are: (a) Phyg) Mental and (c)
Social Physical well-being means having the physisaength,
endurance and energy to work towards your goalsitdievell being is
ability to cope with the world in a way that bringsu satisfaction;
Social well being means development of relationshwth others -both
with people in your immediate surroundings and witie larger
community through cultural, spiritual and politictivities.

This also implies that goal of health now callstiot only the cure or
alleviation of disease. It calls for even more tipa@vention of disease.
Rather it looks beyond, to strive for maximum plgsi mental and
social efficiency for the individual, for his famjl and for the
community.

SELF ASSESSMENT QUESTION 2

)] Health is defined as a state of relative of yoform and
functions by its dynamic adjustment to forces thaturbs it.

1)) Health is defined by the World Health Orgartiaa as:

1.2.3 Health asarelative concept

Health is a relative concept; this may be due twlaggcal conditions

and the fact that standards of health vary amoitgres, social classes
and age groups.



This implies that health is not an ideal state ahdre are ni
international standards fixed for health. We carsat that ndividuals
of the same age, belonging to different countries$ eultures will have
the same health standards. There may be variatiomsight and heigl
of an individual belonging to different countrieadasocioeconomi
groups but both will be healtl We can further clarify this concept |
the following example.

A newborn baby in Nigeria weighs 2.8 kg on the agercompared t
3.5 kg in the developed countries and yet comparesurably in health

1.2.4 Dynamics of health

The concept of health dynamics visualizes health aaglynamic
phenomenon and as a process of continuous chaagthe health of a
individual keeps on changing and is not static.vdtries within &
continuum that ranges from optimum well being tgiaas levels of
dysfunction including the state of total dysfunotionamely deatf
Health and sickness form a continuum ranging frotaltwell being tc
death with many intermediate stag

You can also say that health is a dynamic of ldther than a stic
entity. No longer is the individuals thought of bsing "healthy" ol
"unhealthy”, Individuals might function normallyrttughout a day wit|
varying degrees of efficiency, depending upon tremynfactors whicl
affect their state of well being which ctuates on a health continut
rather than remaining static at one point (se€lEiy

Optimum well-being

Fluctuation of individual heaith

) Time
Fig 1.2: Health continuum

Health is not merely a continuum of physical \-being or of
mental, spiritual or social well being but a condiioan of all four
dynamically interrelated.



If you look at Fig 1.3, you will find that healtnd sickness lie along a
continuum. The lowest point of the scale is deatth the highest point
corresponds to positive health. A person may béhetoday but may
fall sick tomorrow. The transition from optimum Hi&eto ill health can
also be rather gradual.

Positive health
Better health
Freedom from sickness

Well-being

Unrecognised sickness
Dysfunction Mild sickness

Severe sickness

Death

SELF-ASSESSMENT QUESTION 3

State true or false (use T for true and F for false

a) Standards of health vary among cultures, satésses and age
groups.

b) There are no fixed international standardseat.

C) Health is static.

1)) The health of an individual keeps on changmg a ...which
ranges from optimum well being to various levelslgéfunction.

1.3 Dimensionsof health

The definition given by WHO as mentioned aboves(ib-section 1.2.2)
covers three dimensions of health, i.e. physicanta and social (Fig.
1.4). But as per the advances in knowledge you tbark of more
dimensions, which could be spiritual, emotional,cational and
political, etc. Of these we shall focus mainly dwmee dimensions and
also the spiritual dimension.



Physical Mental

Spiritual Social

Fig. 1.4: Dimensions of Health

1.3.1 Physical dimension

It means normal functioning of a body or we can they it is a state ¢
health in which every cell ohe body functions at optimum level a
there is a balance in functioning within organs #relsystems of bod
Physical health includes a good complexion, clead healthy skin
good body maintenance, good clothing, cleanlinggsyd appetite
happy dispsition, sound sleep, regular activity of bowelsl datadder
Other signs include normal pulse rate at rest, abitood pressure ar
normal exercise.

We spoke about physical health ‘and its componeots, we shall tall
about assessment of physicallth which includes:

. self assessment of overall hee
. general observatioftlinical examination
. nutrition and dietary assessm
. biochemical and laboratory investigatic

You will know more about this under Block 2 in F&ynHealth Care
and in your courses in subsequent ye

If you are working in a community, the overall hbabktatus of th
community can be assessed by knowing the mortaditg and life
expectancy othe community

1.3.2 Mental Dimension

As we said that health is more than mere absenit@eds, similarly we
can say that mental health is not merely the algsehmental disease
mental illness. Mental health and physical heatthiaterdeperent. A
poor mental health adversely affects the physiealth and vice vers.



Mental health is the ability of an individual tojast to varied situations
and to respond to varied experiences with a sehgarpose and with
flexibility.

Mental iliness is not simply the absence of meitba¢ss but it is the
ability to find happiness and fulfillment to adjuahd change and to
grow throughout one's life.

Mental health is happiness; the ability

.to get along with other people

.to cope up with the demands of the world withcudue stress

.to be satisfied with the sense of achievementpansonal fulfillment.

Mental health has been defined as:

.a state of balance between the individual andsthieounding world .a
state of harmony between the individual and theosunding world
.State of harmony between oneself and others

.a coexistence between the realities of self, tlhdsther people, and the
environment.

Mental ill-health can lead to disturbances in pbgksand psychological
functioning of the body and may lead to illnes® Ilkypertension, peptic
ulcer and bronchial asthma.

We hope you have now understood the definition ehtal health. We
will now explain the characteristics or attributgfsa mentally healthy
person.

a. A mentally healthy person is free from interoanflicts; he/she
Is not at ‘'war' with himself/herself.

b. He/she is well adjusted, i.e. he/she is ablgetoalong well with

others. He/she accepts criticism and is not eagibet.

He/she searches for identity

He/she has a strong sense of self esteem

He/she knows himself/herself, his/her needshlpms and goals.

He/she knows his/her strengths and weaknesses

He/she has good self control-balances ratignaland

emotionality.

He/she faces problems and tries to solve theatlligently, i.e.

problems of stress and anxiety.

> @~oao0

1.3.3 Social dimension

We spoke about the physical and mental dimensidos: we come to
the third dimension of health, i.e. social healthis aspect visualizes
the individual as a member of a family, communityg ahe world and
focuses on the well-being of a person socially @awhomically.



Social well being has been defined by J .E. Park as

"The quality and quantity of an individual's interponal ties and extent
of involvement with the community".

This means that social well being implies harmomyg antegration
within the individual, between each individual aather members of
society and between individuals and the world inciwhihey live.

The social dimension includes practicing sociallsksocial functioning
and the ability of a person to see himself as a begraf larger society.

If you try to recall the discussion on the dimensi@f health, you will
realize that all the three are interrelated andrdgpendent. We cannot
take them in isolation. If an individual is phydigaunhealthy, this will
affect his mental health as well as social healid amice versa. If
physical health is affected, there will be imbakamgthin the individual,
which will affect his mental as well as social tieal

1.3.4 Spiritual dimension

You will agree that another important dimension ethicould be
examined is the spiritual dimension. This includestudy of principles
of ethics, beliefs, purpose in life and commitmensome higher being.
Spiritual well-being is not in isolation from mehtaell-being of a
person. It is now believed that spiritual valueBuence our behaviour
and mental well being e.g. if you do meditatiorhetps to keep you free
of mental worries and stresses of daily life andegifreshness and
peace of mind.

To sum up the above discussion on dimension otlneas can say that
the individual functions as a whole or as an irdégpt unit with each
dimension of health having an influence upon ottienensions. For
instance physical illness has an effect on one'stiemal well being,

spiritual state and social relationships. The pegomatic aspects of
health also illustrate dynamic interrelation amdhgse dimensions of
health. For example, an individual beset with doelad emotional

problem has physical problems of high blood pressumpeptic ulcer.

All the concepts related to dimensions of healttiooiuce us to the
concept of positive health, which can be statellié®wvs:

If an individual is in a state of well-being biologlly, psychologically,
socially and spiritually he is said to have posthealth.

The next question is: what are the factors thatcafthe health of an
individual? The answer to this question is givenSection 1.4, i.e.
determinants or factors affecting health.



SELF ASSESSMENT QUESTION 4

) What are the main dimensions of heal

a)

b)

C)

d)

i) Fill in the blanks:

a) Physical well being means optimal. lmddy and there is
balance within the organs and systems of b

b) Mental health is the ability of an individual
....Situations.

C) Social well being implies harmony and. within
individual, between individuals and other membefs
society.

1.4  Determinantsof health

The health of an individual is affected by factanshin the individual
and within the society in which he or she livese3é factors may ¢
health promoting or deleterious. These factors gaven below (Fig
1.5).

.Heredity

.Environment

Life Style

.Socioeconomic conditior

.Health and family welfare servic

Environment

Heredity

Determinants Life Style
of Health

—L_
Socioeconomic
condition

e
Health and family
welfare services

Fig. 1.5: Determinants of health



We shall now discuss these determinants in detail.
141 Heredity

An individual's physical and mental characteristaece inherited from
his parents and these physical and mental traitanofndividual are
determined by genes during conception. The hediltined mother, her
nutritional status, the drugs she takes and theestiyation she
undergoes influence the health of the foetus. Téreetic characteristics
cannot be altered after conception and the geneticgence of the
parents can lead to some genetic disorder in tiid, ahhich could be
chromosomal anomalies like, hemophilia and Dowgiglsome, errors
of metabolism and mental retardation, etc. Thushiath status of an
individual depends to some extent on his genetsiamition.

1.4.2 Environment

Environment refers to the surroundings in whichratividual lives. The
environment may be internal as well as externale Tihternal
environment or microenvironment pertains to theugs, organs and
systems of the body and the harmonious relatioriséiyween them. The
external environment or macro environment consétall those things
to which an individual is exposed after conceptsauch as, air, water,
food, housing, etc. Environment is divided into etarcomponents:
physical, biological and psychosocial; each of ¢hlesve a direct impact
on the physical, mental and social well-being os\éi beings. Now we
shall have a quick look at different types of eamiment.

I Physical environment

Physical environment includes housing, water, |ighbise, excreta
disposal, etc., with which man is in constant iatgion. A defective
physical environment continues to be a major hegltbblem in
developing countries including Nigeria.

The environmental hazards could be water pollutanpollution, noise
pollution and urbanization, etc. We shall furthr to explain this with
the example given below.

Consider that if a person lives in an environmehere there are no
sanitary drains, no proper housing, no proper digpof refuse and
excreta and no water supply. There will be fly biieg. You can now
imagine the hazards that man will be exposed tahis physical
environment which will affect his health. These drals would be
diarrhea, cholera, typhoid etc. On the contraryhef lives in a safer
environment, with proper sanitary conditions, heldss exposed to
hazards of health.



ii. Biological environment

Biological environment includes all living thingshieh surround man,
including man himself. The living things may be uges, bacteria,
insects, rodents, animals and plants some of wimal act as disease
producing agents, reservoirs of infection, interragdhost and vectors
of diseases in their interaction with man.

lii. Psychosocial environment

Psychosocial environment refers to the people whe &round the

individual -may be at home, at school, at workplateneighbourhood
and in professional organization. This implies tmain is a member of a
social group, member of a family, of a tribe, oE@mmunity and of a

nation. If a person has healthy interactions witlthese groups he feels
healthy and happy. If he is frustrated in his iatéions he feels mentally
unhappy, which affects his health.

1.4.3 Lifestyle

Life style refers to the way of living or the walet people live. It
reflects social values, attitudes and activitieamindividual. It refers to
the way we behave, work, eat, rest sleep, and mmerdéoher activities of
daily living. It consists of cultural and behaviaupatterns and personal
habits of an individual. Life style affects the hikaof an individual. A
healthy life style helps to promote health and argpde style has ill
affects on health. For example in Nigeria due tcsigeence of a poor
traditional life style especially in highly densgdppulated areas of our
cities, there are risks of death and illness cotateavith lack of
sanitation, poor nutrition, personal hygiene halmtsstoms and cultural
patterns. Some life styles can promote health, adgquate nutrition,
enough sleep, sufficient physical activity, adequaducation and
employment.

Many of our health practices are those that we Hesent from our
parents | or have adopted at an early age. These hacome so
intricately woven into the fabric of our currentdtid behaviours that to
become aware of them and their possible harmfidcesf requires a
conscious effort to examine our lives from the pective of health. We
further have to make a concerted effort to charagst$, which die hard,
e.g. dangers of cigarette smoking are well knowsere cigarette pack
carries a warning that 'Smokers are liable to dieng' .There are media
campaigns to alert people to this danger; but tesipis people continue
to smoke.

Another factor is the quality of modem life styleghich are often the
source of health problems. Due to a fast movirgy lihan is exposed to
stress and strain, which are caused, by pollugmgr nutrition and

psychological stress.



1.4.4 Socioeconomic conditions

The health of an individual is determined by hisciseconomic
development, e.g. per capita G.N.P., educationjtimum, employment,
housing and the political system of the country. $Nall glance through
these components to have an overview.

I Economic statusThis is an important factor in seeking health
care as it determines the purchasing power, stdadalr living,
life style and family size-which affects our health

. Education: This is a major factor which influence health.
llliteracy leads to ignorance which can result ioverty,
malnutrition, high infant and child mortality ratetc. Even if the
health facilities are available the people, becanfsgnorance,
with not be in a position to avail them. They algiti not have
healthy habits, thereby leading to ill-health.

1 Occupation: This is a crucial factor which determines health. A
person who is involved in some productive workoemployed
will be healthy as compared to one who is unemmoyecause
unemployment means loss of income and inabilityneet even
basic needs. This can result in physical as wathastal damage.

Iv. Political systemThe health system is influenced by the political
system of the country. Implementation of healthhitedogies,
choice of technology, resource allocation, manpopaicy, and
the degree of availability and accessibility of Ikeaservices
depends, to greater extent, on political will andlitizal
decisions. This affects the health of a commurstya avhole.

Poor health patterns can only be changed by chgrtbm entire socio-
political system in a given community. The healdizérds of the people
related to their working and living environmentshaanly be removed
by social, economic and political actions.

1.4.5 Health and family welfare services

The health services cover a wide range of indiMidual community
services for prevention and treatment of diseasg amomotion of
health. Health and Family Welfare Services ainmgiroving the health
status of a population. This concept is clarified the following
example:

Immunizing the children can reduce the threat o€idence of
communicable diseases like polio, diphtheria, arftbaping cough.



Water-borne disease can be prevented by provisibrsafe and

wholesome water supply to a community. Maternal ahdd health

services will help to reduce the morbidity and rabty in women and
children, If we analyze the above examples we canclode that
Immunization, provision of safe water, and car@gnant women are
the health and family welfare services preventingmmunicable

disease, water borne disease and infant and mhataantality which is

the ultimate goal of the health services.

SELF ASSESSMENT QUESTION 5

)] List the various determinants of health ,

1)) Recall any situation in your social environnevhich has made
you feel happy. Give two reasons for your happingse the
blank space for writing the answer)

15 Prerequisitesof health

We hope you have now got a better idea about therrdeants of
health i.e. what factors affect the health of adividual and the
community as a whole Having assimilated all theas, you are now
in a better position to identify some of the prenstges of health. These
could be identified at three levels.

I at the level of individual
il. at the level of the environment
iii.  atthe level of the society

Let us elaborate each levels, as follows:

I At the level of individualtn order to be healthy, an individual has
to:

follow hygienic practices which include cleaningdacare of each body

part, clothing, footwear, etc;

.take a well balanced diet;

.avoid unhealthy practices-overeating, under easngoking, drinking,

using drugs, immoral behaviour;

.take good rest, sleep well, do active and passkercises and select

healthy recreational activities; and

.resort to preventive screening and take immuronati

ii. At the level of the environmentThe prerequisites for a healthy
environment include:

.Sanitary housing

.Safe water supply .clean air

.Standard light and sound



.Safe surroundings-proper measures to avoid adsidproper disposal
of excreta

.good placement of school, hospital, recreationlifgcmarkets, parks,
trees, slaughter houses, etc.

.removal of harmful vectors.

iii. At the level of the societyAs you know, an individual cannot be
healthy, if his social environment i.e. harmoniowgationship and
adjustment with his surroundings, is not good. 8oehjoy positive
health, an individual should seek;

.Good social relationship and working conditiontive family .Healthy
relationship and good working conditions in the kydace; .Good social
relationship with the neighbourhood; and .Assooratvith professional
organizations.

16 Letussumup

In this unit, we have discussed the following:

)] The concept of health which traditionally meahs absence of
disease.

1)) The definition of health by WHO which stateldéalth is a state
of complete physical, mental, and social well besmgd not
merely the absence of disease".

i)  Relative concept of health, i.e. we cannott seternational
standards of health and the health of an individales from
culture to culture and country to country.

iv)  We also explained dimensions of health, ileygical dimension
which refers to the physical well being of an indual; mental
dimension refers to the ability of an individualadjust to varied
situations and act purposefully and the social dsman which
relates to the relationship of an individual wille tsociety or the
people with whom he lives. If an individual expewce well
being in all these dimensions, he is said to epmsitive health.

V) You have also learnt about the determinantshedith which
include: heredity-the effect of genes on the phalsiand
physiological characters of an individual; enviramt i.e.
physical, biological and psychosocial environmemk the
individual which influences health, and his lifgles or ways of
living (the standards of living, i.e. eating, beimay rest, sleep,
etc); socioeconomic conditions, i.e. level of inenand
education which affect the health of an individeedd health
services which cover individual and community, s=g for
prevention and treatment of disease. At the endtaled of
prerequisites of good health which include healihg hygienic
practices, good environmental condition and sogéll being.



1.7 Glossary

Adaptation: Change or response to stress of any; kimay be normal,
self protective, or development,

Agent: Causative factor invading a susceptible bostugh a favourable
environment to produce disease.

Bacteria: Single celled organism that reproduceszaly

Culture: Standards for decisions on what is, wizet lbe, how to feel,
about it and how to do it.

Cultural values: The prevailing and persistent gsidinfluencing,

thinking and actions of people within a culture.

Gene: Basic unit of genetic information locatedlo® chromosome.

1.8 Answersto self assessment questions (SAQs) SAQI

i) Disease

i) @) Biomedical concept b) Ecological concept

c) Psychosocial concept d) Holistic concept

iia, b, c

iv)The holistic approach to health is achieved mderstanding the
whole person in a perspective that includes phisicantal, social and
spiritual dimension.

SAQ2

1) Equilibrium

i)Health is a state of complete physical, mentadl docial well being
and not merely and absence of disease or infirmity.

SAQ3

1) @) True b) True c) False

i) Continuum

SAQ4

i) @) Physical ) b) Mental c) Social

d) Spiritual

i) @) Functioning b) Adjust

C) Integration

SAQS5

1) @) Heredity

b) Environment c) Life style

d) Socioeconomic conditions

e) Health and family welfare services

i)Write your own

1.9 Tutor-marked assignment

1. Briefly comment on the changing concepts of theal

(/ 2. Enumerate the prerequisites of health at thdividual,
environmental and societal levels.



UNIT 2 Primary Health Care Concept and Principles
Structure

2.0 Objectives

2.1 Introduction

2.2 Primary health care-the concept

2.3 Definition and element of primary health care
2.3.1 Definition

2.3.2 Element of primary health care

2.4 Principles of primary health care

2.4.1 Equitable Distribution of Resources

2.4.2 Manpower Development

2.4.3 Community Participation

2.4.4 Appropriate Technology

2.4.5 Intersectoral Coordination

2.5 Role of the Nurse in Promoting Primary HealdreC
2.6 Let us sum up

2.7 Answers to self assessment questions (SAQS)
2.8 Tutor-marked assignment

2.0 Objectives

In this unit you will learn about the concept ofirRary health Care
(PHC) and the related principles. On completioth@$ unit, you should
be able to: .Discuss and explain the concept ahgmy health care,
.Define primary health care,

.List the elements of primary health care,

.Explain the principles of primary health care, and

.Explain and illustrate the role of a nurse in potimg primary health
care.

2.1 Introduction

In Unit | you have learnt about the concept of tiealnd prerequisites
for good health. It was explained to you that Hedta state of physical,
mental and social well being of an individual. & mot merely the
absence of disease or infirmity. You have also tstded how health is
affected by many factors, like heredity, environtmemays of living,
socioeconomic status, health services etc. Nowryay be interested to
know how an individual or community can attain #helsree important
dimensions or aspects of health: namely, physit&ntal and social
well being. The answer to this question is giventhrs unit i.e. by
focusing on primary health care so that individceah attain a desirable
level of health.

You know that during the last two decades the comrslmgan for
health, in all countries, has been "Health For ;Althd Nigeria is
politically committed to achieve this goal. The AlnAta Declaration



has stated that primary health care is the strategghieve this goal. In
this unit you will learn about the concept of primealth care, which
is considered to be an essential care, which ispable, accessible and
affordable to an individual, community and the coyras a whole. You
will also learn about Alma Ata Declaration and tbemponents of
primary health care. The principles of primary liealre are explained
in Section 2.5. At the end we will discuss the rofethe nurse in
promoting primary health care.

2.2 Primary health care -the concept

You have heard and learnt about primary health aadeall of you are
providing this care in the areas of your practiee. ihospital, clinic or
community setting. Before we start the discussiorttes concept, you
should try to decide which kind of care the nusseroviding in each of
the situations described below.

A nurse assisting a surgeon in mistral valvotomyai specialized
institution;

A nurse assisting a doctor while doing appendegtama district
hospital; and

A female health worker immunizing a child at a serfire.

If you think for a while, you will be able to readi that the female health
worker is providing primary health care but theestwo nurses are
engaged in secondary or tertiary care.

Primary health care is now a widely disseminateacept, but must of
us are still not clear as to its current meaning. 8Nall, therefore, try to
explain how the concept of PHC has evolved.

You know when a new programme or technology in amga is
implemented, it becomes imperative to evaluatesftsctiveness. It is
the same with health care approaches. Primaryhheale has evolved
from e-examination and evaluation of existing Healare approaches
and assimilation of new experiences. The implentemaof new
knowledge and technology in terms of vertical pemgme, for
eradication of disease did not achieve expectedltstsand it was
realized that there was a need for establishmergeoinanent health
services in rural areas to deal with the day-to-dayk in the control
and prevention of diseases and promotion of h€a#h Fig.2.1) It was
realized that the world's priority health problereguired development
of new approaches for their solution. Hence ther@ggh in health
services was shifted from curative to a prevendipproach; from urban
to rural populations; from privileged to the underpeged; from
unipurpose to multipurpose workers and from vektinass campaigns
to a system of integrated health services formingraponent of overall
social and economic development.



Conceptualization of basic
health services accessibility
and availability of health
services in rural pepulation

I;

CONdEPT OF. v | Re-examination and

International Conference on i PRIMARY evaluation of health

Primary Health Care Alma|+«—— po irpoaRg [ |services, correlating health

Ata Declaration ' with economic development.
Shift of emphasis on

preventive approach from
curative approach, urban to
rural, privileged to under-
privileged and unipurpose to
multipurpose workers.

Fig. 2.1: Concept of primary health c

Based on this, a shift in emphasis on health sesvio Basic Healt
Services Approach was conceptualized in 1970. ddneept focused ¢
increasing accessibility and availability of hea#térvices to the rur:
populations of developing countries. Its conceived as first level ce
or first contact care. Now the concept of Basic |lte&ervices pave
the way for Primary Health Care; the ideas conthimeBasic Healtt
Services were further expanded to cover accedgibidvailability,
acceptability, Hordability and appropriateness of health servi

In May 1977, the Thirtieth World Health Assemblyoated a resolutio
in which it was decided that the main social tamfeGovernments an
of thej World Health Organization in coming decades shdeadHealth
For All" 11 by the year 2000 AD. The basis of "Hédibr All" strategy
Is the Primary Health Care. In 1978, an internaiotonference o
primary health care was held at Alma Ata in thentiSSR jointly by
WHO and UNICEF. This led to the concept of Priméatgalth Care
This concept opHC was recommended by various health committe
our country starting from 194

This clearly indicates that PHC concept has itds@o the initial stage
of our national health care approach. Ultimatelfgerareviewing the
health situation from time to time, World Health sksbly, in its
meeting in May 1977 decided that in coming decdlesslogan for al
the countries should be to achieve the goal ealth For All (HFA) by
2000 AD'. It was only after that the Primary Healthre (PHC) wa
considered to be the strategy to achieve this d@dér on, in 1978 a
International Conference on PHC was organized ataAAta in USSR
jointly by WHO and UNICEF which made many declarations



addition to defining Primary Health Care (PHC). Wa&pe you may be
interested to go through these recommendations hwiscgiven in
Appendix | and then we shall turn our attentiontlie definition and
elements of PHC.

With all the above concept in mind, let us now aoricate on the
definition of PHC.

SELF ASSESSMENT EXERCISE 1

1) What is meant by basic health services? ,'.
i) Basic Health Service concept came in
iii) A conference in Alma Ata was held in Sept. by

2.3  Definition and elements of primary health care
2.3.1 Definition

Primary Health Care is defined in Alma-Ata Declamat(19768). The
Alma Ata Declaration states:

Primary Health Care is essential health care basedpractical,
scientifically sound and socially acceptable meth@hd technology
made universally accessible to individuals and fasi in the
community through their full participation and at st that the
community and country can afford to maintain atrgvetate of their
development in the spirit of self-reliance and-skidfermination.

If you look at the definition, you will find that involves

.accessibility, which means, continuing and orgedizupply of care
that is geographically, financially, culturally Wwih easy reach of the
whole community.

.acceptability implies that care has to be appatprand adequate in
guality and quantity to satisfy the health needpedple and has to be
provided by methods acceptable to them within trsgicio-cultural
norms;

.affordable implies that whatever the methods ojnpent used, the
services should be affordable by community and tgun

.appropriate technology which means using apprtprimethods,
techniques and locally available supplies and egei which together
with the people using them can contribute significato solving a
health problem.

Primary healthy care is based on socially acceptethods which the
country can afford. Thus self-reliance and seled®ination are
emphasized.



Thus we can say primary health care is a practpagroach to make
essential health care universally accessible tovichaals, families and
community in an acceptable and affordable way airith wheir full
participation.

The significance of PHC is to have contract withnmbers of the
community for providing continuing health care hretlight of national
health system. PHC focuses on promotive, preventimarative,
rehabilitative and emergency care to meet the rhaaith problems in
the community, giving special attention to the \anlble groups such as
mother and child.

So combining all these ideas of Primary Health Carecan briefly say
that PHC is based on socially accepted methodshwthie country can
afford. Thus self-reliance and self-determinatiom emphasized.

SELF ASSESSMENT QUESTION 2

) Define Primary health care

1)) The key words in primary health care are

i) Tick (v) the appropriate PHC activities, from the list givmriow:

a) D A nurse is assisting the doctor in mistraletgdmy

b) D A nurse is giving an intramuscular injectidraatibiotic to an adult
patient having pneumonia

c) D A Nurse is giving post-operative care to aigudat who has
undergone appendectomy.

d) D A female health worker is immunizing a childeasubcentre.

e) D A nurse is giving Inj. T.T. in the hospital ergency room to a
child who met with a road accident.

2.3.2 Element of Primary Health Care

We hope our discussion on concept and definitiodlPdfC may have
benefited you. Now you will be interested to knovhaw does this
Primary Health Care include or what type and wieakel of care is
involved., The eight essential elements or comptsneihPrimary Health
Care as outlined in the Alma-Ata Declaration are:

.Education concerning prevailing health problemd #me methods of
preventing and controlling them;

.Promotion of food supply and proper nutrition;

An adequate supply of safe water and basic samitat

.Maternal and child health care including family amhing;
.Immunization against major infectious diseases;

.Prevention and control of locally endemic disease;



appropriate treatment ofommon diseases and injuries; and .Provit
of essential drug:

We shall only list these elements here. These aseribed in detail i
Block 4 of this .course (NSS 311, Block 4, Uni-6).

Hope you have got thidea of the comp9nents of primary health care
order to achieve the target of Health For All (HFAvery healtl
professional should be committed and concerned thighabove car
context so that he makes it a part of his dailythezare practice

SELF ASSESSMENT QUESTION 3

1) Which of the above mentioned components do ymoktnurses hav

a major role to play

ii) Select one component and give two reas

. To conclude, primary health care has evolvedhpant the light of

experience, positivand negative, gained in basic Ith services in a
number of coutries. With this understanding and definition ofnpary

health care and its elements we introduce you ® gtinciples o

primary health care which are given belc

2.4  Principlesof primary health care
The description and meaning of the five basic pplles which provide

the framework of the primary health care approaah lse summarize
as follows:

) Equitable distribution of resources ii) Manpowevelepment

i)  Community involvement or participation iv) Approgie
technology

V) Intersectoral coordinatic

These principles are indicated in Fig. 2.3. Letnosv briefly discus:
ach of these principle

PRINCIPLES OF .
PRIMARY HEALTH CARE
Equitable Manpower Community Appropriate Intersectoral
L distribution development involvement technology coordination
5 of resources Participation

Fig. 2.3: Principles of PH




2.4.1 Equitabledistribution of resources

As you know, the attainment of a high level of tiead the fundamental
right of an individual or you can also say thathalinan beings have an
equal right to health. You will be interested toolinhow people can

ensure this right. The answer is that all the peaplthe world/country

should be provided with equal opportunities to davehealth to the

fullest and maintain it. So we can say that eqletalistribution means

that health services must be shared equally byealple irrespective of
their ability to pay; and all the people -rich argp, rural or urban -must
have access to health services.

If we look at health statistics, you will find thdte health situation as
indicated by health status indicators, e.g. infamrtality rate (IMR),

maternal mortality rate (MMR), birth rate (BR), deaate (DR), etc. is
lower in urban areas than in rural areas. Why thiference? It is

because health services are mainly concentrateities and towns, thus
resulting in inequality of care for rural peopleheBe statistics reflect
how health-related resources are distributed witle tountries -
including access to health services, education emedme-earning

opportunities. This is called social injustice.

The inability to receive health care services byamity of rural people
and those living in urban slums is inaccessibility.

The aim of PHC is to bridge this gap by shiftingstboncentrated health
care system from cities or urban areas (where thueters of health
budget is spent) to the rural areas (where threeteps of the people
live) and bring the services as near as possitilecio.

The other feature of health equity in society ialtiestatus of women
and the disparity in health between genders whdicates that women
suffer more from health problems than men. Thig @itical indication

of health inequality. What can you, as a healtte gaovider do? You
can only provide care to an individual, diseasetiealthy, irrespective
of any disparity; but in general, these facts tallexplicit policies and

strategies to reduce inequalities in health.

2.4.2 Manpower development
The manpower development in the context of heafitiudes both
professional and auxiliary health personnel, mesibécommunity and

supporting staff.

Primary health care, aims at mobilizing the humateptial of the entire
community by making use' of all available resourddss can only be



achieved if the individuals and families acceptagee responsibility for
their health.

The requirement of health manpower will vary acaogdo the varying
needs of groups of the population and desired ¢sitpu

Primary health care focuses on:

.education and training of health workers to perfdunctions relevant
to countries health problems

.reorientation of health personnel.

.planning health manpower according to the needseafth system, in
terms of the right kind of manpower, the right nankat the right time
and in the right place.

At the first level of contact between individualdahealth care system,
primary health care is provided by community healtrkers acting as a
team. These workers have to be trained and rettapethat they can
playa progressive role in providing primary heaéne.

The second categories of health personnel aretitaai medical
practitioners and birth attendants. They are ofpant of the local
communities, culture and traditions and exert ifice on local health
practices. Therefore these indigenous practitiomersd to be trained
accordingly for improving the health of the comntyni

Lastly we can say that family members are oftennn@ioviders of

health care, mainly women play an important rolgriamoting health,

thus they can contribute significantly to primarmyalth care, especially
in ensuring the application of preventive measur&8omen'’s

organization can be taught and

encouraged to discuss on guestion as nutritiold chre, sanitation and
family planning. School teachers and adolescerg gan be trained on
human sexuality and home nursing. Similarly yourepme can be
educated on health matters. They can be effectivearrying these
messages to their homes thus promoting primaryttheate.

2.4.3Community participation

We now come to the most essential and sensitiveeipie of PHC, i.e.
community participation. Community participation tise process by
which individuals, families and communities assutime responsibility
in promoting their own health and welfare. By th@wn health
decisions, they develop the capacity to contriliat¢heir own and the
community's development. Realizing the fact thatcanmunity can
become the agent of its own development, a contismdfort should be



made towards the involvement of the local communmityplanning,
implementation and maintenance of health services.

The term community involvement in health descriagsocess in which
partnership is established between governmentarad tcommunities in
planning and implementation of health activities.aims at building
local self-reliance and gaining social control opeimary health care
infrastructure and technology. For example, onén saugproach which is
followed in our country (Nigeria) is training ofllge health workers
and aides. They are selected by the local commumty are trained
locally in the delivery of primary health care aade involved in
planning the care for the community. This concen essential feature
of PHC. The individuals in the community know thewn situation
better and are motivated to solve their commonlprab. Thus it can be
stated that involvement of community in health eattwill require
attainment of capacity by individuals to appraissitaation, weigh the
various possibilities and estimate what can be th&n contribution.
Your contribution in community participation, asrember of the health
system, is to motivate the community to learn asldestheir own health
problems, explain, advise and provide clear infdioma about
favourable and adverse consequences of the heatdrventions
proposed as well as their relative cost.

Having understood the idea of community particpatiyou will be
interested to know about the areas in which indiald, families and
communities can participate. Involvement of thage a

involvement of the community in assessment of siteation, and
.definition of the problem and setting of priorgie

Planning of the primary health care activities asdbsequently
cooperating fully when these activities are carmed. All these mean
acceptance of a high degree of responsibility leyitidividuals for their
own health care, for example, by adopting a healifey style, by

applying principles of good nutrition and hygiemaldy making use of
immunization services.

2.4.4 Appropriate technology

Appropriate technology means the technology thascigentifically or
technically sound, adaptable to local needs, ailjuracceptable (i.e.
acceptable 0 those who apply it and for whom tutsed) and financially
feasible.

This implies that technology should be in keepinthwhe local culture.
It must be capable of being adapted and furtheeldeed, if necessary.



In addition, it should be easily understood and liagple by the
community.

The Health for all target requires first and forestnscientifically sound
health technology that people can understand acepa@and which the
non expert an apply. It also implies use of cheapaentifically valid,
acceptable and available equipments, proceduresemhaiques rather
than those costlier and non affordable and non ssdde to the
community. For e.g. oral dehydration fluid, locallyepared weaning
food and stand pipes rather than house to housgecban, cooperative
food stores.

It is socially, economically and professionally eptable to take the
technology closer to the people, consumer, whergassible. For
example, making dehydration salts, for babies alséel to mothers in
every home is likely to be more useful than expecthe mothers to
take the baby to the special center.

We cannot afford to continue the use of sophistdaéchnology which
is appropriate for meeting the local health neddseople. For example,
we know that expensive hospitals which are inappatgto local needs
are being built. These absorb a major part of dienal budget, thereby
affecting the improvement of general health sewsrice

the concept of appropriate technology can furtleeexplained by taking
the example of ORT (oral rehydration therapy). TRT packets, for
diarrhoea, prescribed by WHO cannot be made availabeach home;
so the community s taught how to prepare sugar satidsolution to
combat dehydration in a child with diarrhoea. Wilese concepts in
mind, we shall discuss the principles of interseadtooordination.

2.4.5 Intersectoral coordination

We now come to the principle which focuses on thiecept that health
of m individual, family and community is affected¢ bther sectors in
addition to health sector. Let us now try to leamore about this
principle.

It is now realized that health cannot be attained/@ primary health
care PHC) cannot be provided by the health sedbmeaPHC requires
the support )f other sectors; these sectors sesventy points for the
developments and implementation of PHC. In our tguthe sectors
responsible for economic development, antipovertgasnres, food
production, water purification, sanitation, housingnvironmental
protection and education all contribute to health.



Development of PHC will rest on proper coordinatian all levels
between the health and all sectors concerned.

Declaration of Alma-Ata states that:

Primary Health Care involves in addition to theltreaector all related
services and aspects of national and community lderent; in
particular, agriculture, animal husbandry, fooddustry, education.
Housing, public works, communication and other @esgt WHO (1978,
HFA Series No.1).

We shall now explore the importance of these rdlasectors in

providing PHC. We shall first discuss the imporenaf agriculture

sector, water supply, sanitation and housing, twenwill talk about

public works, communication and education secta mass media. So
let us begin with agriculture sector first.

Agriculture sector ensures the production of food for family
consumption. Also nutritional status can be impobvéhrough
programmes in agriculture, e,g. 'grow more food datchen garden
projects'. Similarly you know that water supplyvery important for
household use. A regular supply of clean water shdlp decrease
mortality and morbidity, in particular among infardnd children. You
are aware that many diseases like cholera, typhdimrhoea, viral
hepatitis are waterborne. Safe disposal of wastdseacreta also has a
significant influence on health.

Housinghas a positive' aspect on health, provided it aperly adapted
to local climatic and environmental conditions. ldimg needs to be
proof against insects and rodents that carry deseas

We have so far discussed the effect of agriculsaetor, water supply
and sanitation and housing on primary health cavey, we shall discuss
about public works, communication, education seata mass media.

Certain aspects of public works and communicatiom @ strategic
importance to primary health care. Feeder road®migtconnect people
to the market but make it easier for them to reatter villages,
bringing in new ideas and also the supplies neddetiealth. TV and
radio communication serve as important vehicleddarning regarding
health and health practices. Mass media can plagupportive

educational role by providing valid information dealth and ways of
attaining it, and depicting the benefits to be edli from improved
health practices. It could help to create awaremegsarding various
health programmes, i.e. family planning, immuniaati growth

monitoring, diarrhoeal disease and ORS etc. in gheple who are



isolated. We all know that various messages amedaon TV or radio
regarding FP, ORS, nutrition, diarrhoeal diseases

Now we come to educational sector which has a vdkd to play in
development and operation of PHC. Community edanatelps peopl
to understand their health problems, possible ®olstto them and tr
cost of different alternatives. Instructional nrial/literature can b
developed and distributed through the educatioystesn. Association
of parents and teachers can assume certain rebpitiesi for primary
health care activities within schools or the comiynsuch as
sanitation programmes, fd for health campaigns or Courses
nutrition and first aid, adult literacy programmesichen gardel
projects, Courses on human sexuality and h

nursing.

SELF ASSESSMENT QUESTION

) List the principles of primary health cal
1)) Fill in the blanks with appropriate words.
a) Equitable distribution means that health servicestnbe
by all people.
b) In  community participation individuals, family ali
assume. in promoting their own health and welt
C) Appropriate technology means tedhogy that is sound. t
local needs and feasible.
1)) List the areas where community can be invol
iv)  The health related sectors i

2.5 Roleof thenursein promoting primary health care

Four main aspects of the Nursing Role in Primary [th care were
identified WHO study group in their meeting in Geaefrom ¢-13
December, 1984(WHO Technical Report Seriedo. 738). The role
identified are:

] The nurse as a direct care provider

3 1

4 - The nurse as a teacher and educator

L | Role of 2
E|a Nurse \

3 3 The nurse as a supervisor and manager
’
4 The nurse as a researcher and evaluator




Let us now discuss each one of thimbetter understanding.

The nurseas adirect care provider:You as a nurse nedd develop a
variety f skills which you havéo utilize in both clinical and community
settings, in order to participate actively in pdiag care in relationo
the components of PHC.

In the foregoing section you have already learoualthe essential eight
components of primary health care. So, in orderprovide and
participate in such care, you hatedevelop a variety of clinical and
community skills. It s by developing these skiliat you shall be able to
provide the proper nursing ca@the patients, individuals, families and
community. For example, if we take one of the congmis of PHC, i.e.
control of communicable PHC, community center amdpital isto
identify and give immunizationo children and educating the parents
regarding the control of these diseases. similanyproviding MCH
care, you as a health provider not only hevexamine the mothen®
identify risk factors, and give T. T., but also deahem about mother
craft, immunization, nutritiorrestand sleep, exercise etc.

The nurse as a teacher and educatéour central concern as a nurse is
promotion of health, prevention of disease andhdlisa This callsfor
your 'ole as an educator when you h&veducate the individuals and
family about | healthy life style and the communiiy the primary
prevention of ill-health IS well as protective asdpportive health
measures.

Your role as a teacher involves the training of eotlhealth care
personnel, professional colleagues and auxiliarggrenel. This brings
usto the role of nurse as supervisor and manager.

The nurse as supervisor and manadéryou are engaged in providing
Primary Health Care, you have to exercise some kihtkadership.
Your duties in this regard include supervising otlpersonnel in
providing care, planning health service for the ommity in
conjunction with other members of the health teaw arganizing and
administering community health ices. While perfargithese functions
you are involved in:

. assessing the health needs of the community,

. listening to the community's view on these needs,
. communicating with the community, and

. advising them accordingly.

As a community organizer, your role is to involveople in their own
health and explain the importance of cooperatiorothier sectors of



society concerned with health e.g. housing, saoitatagriculture,
industry and education sector. So from your roleaaslirect care
provider and teacher and educator you, as a primaajth care nurse,
assume the role of a manager wider scale.

The nurse as a researcher and evaluaterimary health care system
has to dynamic, as it deals with living human bsirtdence a nurse has
to be dynamic in her services by bringing abounhges and innovations
in the health care provided based on facts. F® #iie has to be
prepared to take .ole of a researcher and evaluator

This role involves monitoring, observing, analyzingpe health
conditions, health services and the health cargiged. For example,
when an individual falls sick, then you, as primaaye provider, are in
a better position to determine the individual patteehealth needs and to
understand problems involved in meeting these needéth your
knowledge and s, you are able to recommend chasrg@siovations in
primary health services. For you to play this refiectively you need to
have updated records. You will study about recard®ock 2, Unit 5 of
this course.

SELF ASSESSMENT QUESTION 5
) List the four main aspects of the nurse's rolprimary health care.
2.6 Let ussum up

In this unit we discussed the concepts and defmitf Primary Health
Care. Primary Health Care is a practical approachnaking essential
health care universally accessible to individuafsmilies arid
community in an accept- able and affordable way @it their full
participation. You also learnt that the elementpomary health care
are education concerning preventing health prohlepnemotion of
good supply and proper nutrition, adequate supplgade water and
basic sanitation, maternal and child health, immatnon, treatment of
common diseases and injuries, and provision ofglangl vaccine.
Principles of Primary Health Care have also beguiagxed in detail.
These are:

.equitable distribution, which means that healttvises must be shared
equally by all people -rich or poor, rural or urban

.manpower development

.community participation; or the process by whiotividuals, families
and communities assume the responsibilities in ptom@ their own
health and welfare and take their own health dewssi



.appropriate technology which means that technolodmat is
scientifically or technically sound adaptable tadb needs, cultural
acceptable and financially feasible; and

.the principle of intersectoral coordination whidtuses on the concept
that the health of an individual, family and comntuyns affected by
other sectors in addition to the health sector.

At the end we discussed the role of the nurse ompting primary
health care. The four roles are identified as (Lydd as direct care
provider; (2) Nurse as teacher and educator (3s&@as a supervisor
and manager and (4) Nurse as a researcher anchtralu

2.7 Answer sto self assessment questions

SAQ1

) It is first level care which focuses on increggaccess and availability
of health services to the rural population and whie affordable. ii)
1970

i) September 1978; WHO and UNICEF.

SAQ2

i) Primary Health Care is essential health careethasn practical,
scientifically sound and socially acceptable methahd appropriate
technology made universally accessible to indivisilend families in
the community through their full participation amad a cost that the
community and country can afford to maintain atrgv&age of their
development in the spirit of self reliance and slelfermination.

1)) Accessibility, availability, acceptability, asfdability,
appropriateness. ill) b,c,d,e,

SAQ3

i) Maternal and child health care including famaglfare immunization
against major infectious diseases.

Education concerning promotion of health and praweerof illness.

i) Nutrition

Mothers and children form the largest group of plogulation (About
70%)

Mothers and children are at a high risk/more vidbé groups.

SAQ4

1) -Equitable distribution

-Manpower development

-Community participation -Appropriate technology ntdrsectoral
approach

i’i.) a) Shared equally by all people b) Communiggponsibility
c) Scientifically, adaptable, financially *;
ill) Assessment of situation or a problem



Definition and setting of priorities . Planning thetivities for providing
primary health care

iv) Agriculture sector

Water supply and sanitation/public works

Housing !.. Communication and mass media ' Educaexctor

SAQ5

Direct care provider

Teacher and education

Supervisor and manager

Researcher and evaluator.

Tutor-marked assignment

Identify and explain the nurses' role in Primaryatde Care.



Unit 3 Health for All

Structure

3.0 Objectives

3.1 Introduction

3.2 Health for all
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3.3.1 Global Strategy
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3.5 Let us sum up

3.6 Answers to self assessment questions (SAQS)
3.7 Tutor-marked assignment

3.0 Objectives

In this unit we shall discuss about health for(BIFA). After studying
this unit, you should be able to: .Define healthdtb.

.Discuss the meaning of health for all,

.Describe global strategy for attaining healthdtbr

.Explain the national strategy adopted to achiévegoal of health for
all. .List the targets and achievement in Health/Ab and

..Discuss the role of nursing services in suppbHealth For All

3.1 Introduction

In Unit 1 we have discussed the concepts and presiees of health and
in Unit 2 we discussed about Primary Health CatdG) its concept,

principles, elements and role of nurses in prongptive primary health
care. You have seen that primary health care ig¢$sential care which
should be easily available, acceptable, accesaiieaffordable to an
individual and com- munity as a whole. You havediscome aware of
Alma-Ata Declaration (see Appendix 1) which affirnisat primary

health care is considered as the basic strategydbreving goal of
Health For All by the year 2000 AD.

As you have learnt in Unit 2 that in May 1977 thetteth World Health
Assembly adopted a resolution in which it was dedithat main social
target of Governments and of World Health Orgaimrain the coming
decades should be the attainment by all peoplaeoivorld by the year
2000 AD of a level of health that will permit thetim lead socially and
economically productive life. This is popularly kmo as health for all
by the year 2000 AQOHFA/2000). In this unit we shall discuss the



concept, definition and meaning of Health For Alkhievement of goal
of health for all aims at restructuring of healftstem and reorientation
and training at different categories of health veosskprofessionals.
Fulfillment of these aims is only possible throudévelopment of an
appropriate strategy. We shall discuss the globdlrational strategies
for HFA, in Section 3.3 and focus on achievement targets of HFA.

At the end we shall discuss nursing in support el for all at

international level and national level. As you doough this unit you
are required to refer the appendices given at tite & this unit for

broader perspective wherever indicated in the text.

3.2 Health for All

We shall discuss about the concept and definitadridealth For All in
the following subsections.

3.2.1 Concept of health for all

As you know, there is a vast contrast in the hesi#ttus of people in
developed and developing countries despite of mswkntific and

techno- logical advances in health care. You ase alare that most
people in developed countries and elites of theeldging countries
including Nigeria enjoy good health, nutrition, gation, safe drinking

water, education, income etc.

In Nigeria 80% of the population lives in rural arend urban slums in
contrast to 10-20% who live in urban areas. Itri/ahis smalJ fraction
of urban people who enjoy ready access to heatthcses and facilities
whereas the rest of the 80-85% are living in rarad urban slum areas
do not have access to health services and/ortiasiliSimilarly if we
look at health status of Nigeria as reflected g/ nlamber of indicators
of health, as shown in Table 1 (see page 42), tved rfor urgently
improving our health status is obvious.

The disparities in health and socio-economic camakt between rich
and poor, within countries and between countri@s| #ne concern of
members of WHO regarding status of health and e&tion of
existing health status lead to new thinking in smn of health care in
order to narrow this gap and finally eliminateltitwas also realized that
the underprivileged population constituting 80%tlud total population
have an equal claim to their rights and privilegébealth services such
as;

.health care,



.protection from vaccine prevented comncable diseases (VPD)
childhood e.g. Diphtheria, Tetanus, T.B., Whoopaaygh, Polio etc
.maternal and child health care, ¢

.treatment and control of n-communicable disease.

So there was felt a need among health plannersféginaiors fol
evolving a health care approach that would answer toblgms anc
needs of underprivileged. Ultimately the thirtieth World Heal
Assembly resolved in May 1977 that the main sodgiget of
Governments and WHO in the coming decades shoutbebattainmel
of health for all by year 2000 AL

Further, there are several other experiences avelafanents which le
to the evolution of goal of 'Health For All' by tigear 2000 which are
follows.

In 1972-73 aWHO study on the development of health serv
concluded that there was a widespread dissatisfa@mong peopl
with their health care systems which were failingcope with priman
health care problems in countries at all stagesewélopment

Gross inequalities in health
care system and distribution| -
of health facilities

I

DEVELOPMENT OF ~ |Failure of existing health

bability em to cope wi
i e | T conCerT | et g i
yllhons of people mainly in OF HEALTH FORALL |-, . Rrimany.care problems
A ideveloping countries : il S NN i

l

| Unresolved emerglnghealbh
care problems in’ developed
countries

Fig. 3.1: Diagrammatic representation of the dgwelent of the conce|
of health for all (HFA)

.In developed countries, health care system defijdie expensive an
impressive infrastructure and highly specializedht®logies, th
emerging health pblems of people are not being solved. The priri
reason for this discrepancy is that new health Iprob require
completely new approaches, which emphasize indalideltreliance
and commitment to good heal



.Similarly most of the developing countries inclugliNigeria face major
problems with control of infectious disease, pransof safe water and
basic sanitation services, the provision of carangupregnancy and
delivery and elevating standard of living to a 'mom acceptable
level'.

.In the rural areas and rapidly expanding urbaasaraillion of people
still remain without access to essential healtle @ad life saving
measures.

All the above concepts led to a continuing disaussif how health care
system should evolve and how WHO could best suppotintries
struggling to improve their health systems.

Expressing the ideas that were dominating the natesnal discussion
during 1960s and early 1970s, the World Health Addg (WHA)
decided in a ground breaking resolution in 1977 theain social targets
of governments and WHO in the coming decades shda@dthe
attainment of all citizens of the world by the y&fl00 of a level of
health that will permit them to lead a socially aedonomically
productive life" with the adoption of this resoluti the HFA movement
was born and the slogan was created.

With this concept in mind we shall discuss next thedinition and
meaning of Health For All, after examining your nam.

SELF ASSESSMENT QUESTION 1

I) The approach to achieve the goal of Health Hbbythe year 2000 is
a) Hospital Care

b) Technological Development

c) Primary Health Care

d) Research

The basis for evolution of Heath For All conceptlude
a)
b)
C)
d)
e)

3.2.2 Definition and meaning for health for all (BFA)
HFA has been defined as "the attainment of a lefdiealth that will

enable every individual to lead a socially and eroically productive
life".



If you analyse this definition you will realize th¢he goal of HFA
implies realization of goal by all people of thglmest possible level of
health which includes, physical, mental and sos&llbeing; secondly it
also implies that as a minimum, all people in alliatries should at least
have such a level of health that they are capabbeing economically
productive, removal of unemployment and poverty grar-ticiatin
actively in the social life' of the community in wh they live, i.e., have
education, housing, water supp y and sanitation.

Health for all means that health care/services tardbe made aef
accessible/within reach of every individual in gegi community.

It implies the removal of obstacles to health, tlgtelimination of
ignorance, malnutrition, disease, contaminated msipply, unhygienic
housing etc.

"Health For All " is a holistic concept. It callsrfefforts in education,
agriculture, industry, housing or communicatiorstfiras much as in
public health and medicine. It symbolizes the deteation of countries
of the world to provide an acceptable level of tigal living to all
people.

It is an expression of the feeling for social jostfrom all those who
suffer inequity in health care services

It is intended to draw attention to the importan€dealth, to a serious
search for new ways of solving the problems of theaind to help
mobilize all available resources for health.

To have a correct perception of the meaning of ltHelgor All" you
should. be convinced that HF A does not mean thaif ahe year 2000,
we shall all be free of disease and disability.

Health for all means that health is to be broughthiw the reach of

every one in a given country including the remopest of a country and
the poorest members of the society. By health isnh@ot just the

availability of health services but a personal vibeing and a state of
health that enables a person to lead a socially esmhomically

productive life.

"Health for all* means that health should be regdrds an objective of
economic development and not merely as one of #s@nsof attaining
it.

.Health begins at home, in school and in the wdake
.People will use better approaches for preventingade and alleviating
unavoidable illness and disability.



.There will be an even distribution among the papah of whatever
health resources are available.

.That the essential health care ~ill be accesslall individuals and
families, in an acceptable and affordable way aitd their full involve-
ment.

The achievement of the Health For All goal, catis dramatic changes,
and a social revolution in health developmentirtisaat bringing about
the change in the mentality of people, restructuahhealth~ystem, and
reorientation and training of health workers/prefesals. So, to bring
about these changes the practical shape to tharsloigHFA could be
given only through development as a strategy. Yoll learn about

these strategies for health for all in Section 3.3.

SELF ASSESSMENT QUESTION 2

i) Fill in the blanks:

Health For All concept focuses on health care ses/brought ; within
the reach of every individual in a given. ii) Oldés to the goal of
health include:

3.3 Strategy for health for all

As you have seen in Unit 2, Alma-Ata conferencelechlon all
governments to formulate national policies, stre®gand plans of
action and set down the principles of Primary He&lare, which is the
basis of "Health For All" strategy.

In 1981, global strategy of HF A was evolved by WHRrough
consultations with countries, regions and at thebail level. That
strategy defines the broad lines of action to beéewaken at policy and
operational levels, nationally and internationalbgth in the health
sector and in other social and economic sectors.

This was followed by individual countries developirtheir own
strategies for achieving HFA and synthesis of maticstrategies for
developing regional strategies.

Let us discuss the global and national strategiethe following sub-
sections.

3.3.1 Global strategy

The global strategy for Health For All is based the following
fundamental principles.



.Health is a fundamental human right and a worl@vwsdcial goal. .The
existing gross inequality in the health strateggesf common

concern to all countries and must be drasticaliyced.

.People have the right and the duty to participadesidually and collec-
tively in the planning and implementation of thie@alth care.
.Governments have a responsibility for the healththeir people
.Countries must become self-reliant in health msitte

Health is an integral part of the overall developmef the countries.
Energy generated by improved health should be aiadninto
sustaining develop- ment of a country. Better usistibe made of the
world's resources to promote health and developredithis will help
to promote world peace and prevent conflict amaaigpns.

3.3.2 National strategy for health for all by 2000 AD

Alma-Ata declaration (as you have seen in Apperigixand Nigeria
com- mitment to BFA by 2000 AD resulted in the fadation of
National Health Policy.

.The Federal Government of Nigeria convened a nakioonference in
February 1988 to discuss the national strategieb astion plan to
achieve Health For All.

In July 1988 a working group on Health For All évolve national
strategies for implementation of health care prognes to move
towards the goal for Health For all by 2000 AD aadsuggest suitable
indicators to monitor the progress achieved frometito time. The
working group submitted its report in 1989 whichswaccepted by the
Federal Govern- ment.

Thus a National Health Policy was evolved by Gowsgnt of Nigeria in
1989 which commits the government and people okeNégto achieve
the goal of Health For All by 2000 AD. We shall dfty highlight the
health strategies in health policy (for details ha#alth policy refer
Appendix 2)

The policy lays stress on the preventive, promotpugblic health and
rehabilitation aspects of health care and pointsthe need of
establishing comprehensive primary health careisesvto reach the
population in the remotest areas of the country.

The health policy in Nigeria has the following kelgments:

.Creation of a greater awareness of health probianise community
and means to solve these by the communities,

.Supply of safe drinking water and basic sanitatising technologies
that the people can afford,

.Reduction of existing imbalance in health servibgsconcentrating
more on the rural health infrastructure,

.Establishment of a dynamic health managementnmdtion system to
support health planning and health programme imeigation.



.Provision of legislative support to health proi@ectand promotion,
.Concerted actions to combat widespread malnutritio

.Research into alternative methods of health caligedy and low-cost
health technologies, and

.Greater coordination of different systems of miaic

The health strategies include restructuring theltihhemfrastructure
develo ping health manpower and research developmen

WHO has established 12 global indicators as thi lpasnt of reference
to assess the progress towards health for all.s@ hee discussed in Unit
5) The National Health Policy has laid down specagfoals with respect
to various health indicators to be achieved byediffJt,d.ftes 1990 to
2000 AD. (These are given in Table 1.) The IIJR%Bpartant)naicators
to achieve HFA are:

I. Reduction of Infant Mortality Rate from the pees$ level of 87 to
below 60 by 2000 AD.

ii. To raise the life expectancy at birth from peslevel of 58 years to
64 by 2000 AD.

lii. To reduce the crude death rate from the prekarl of 10.4 to 9 by
2000 AD.

iv. To reduce the crude birth rate from presen¢ll@f 27 to 21 by 2000
AD.

v. To achieve a net reproduction rate of 1 by 2800

vi. To provide potable water to the entire rurapplation by 2000.

Table 1: National Health Policy Goals for Health and HgnWelfare
Programmes

You must be aware that during the sixth and sevéintd Year Plans,
steps were already undertaken to implement theegies outlined in
National Health Policy.

Some of these are:

a. to establish one health subcentre for every(j@@al population

(3,000 in tribal and hilly areas) with one male &ewhale health worker.

b. To establish one primary health center for evd6y000 rural

population (20,000 in hilly and tribal areas).

c. To establish Community Health Centres (CHC).

d. To train Village Health Guides (NHG) selectedtbg community for

every village or 1,000 rural population.

e. To train traditional birth attendants (TBA) iach village.

f. Training of various categories of health persgne.g., multipurpose
workers (MPW).

These schemes are expected to ensure the avéjlabiliadequate
infrastructure and medical and paramedical manpaavéake us nearer



the goal of universal provision'of primary healdre as envisaged in the
national health

policy.

SELF ASSESSMENT QUESTION

I) Mention the rates in numbers against each indiogiven below a per
the latest Health Statistics Report of your state.

1) Infant mortality rates.ii) Maternal mortality rate

~..'<"ill) Birth rate iv) Death rate

v) Literacy rate A ~~ vi) Population

The basis for evolution of Heath For All conceptludes

a) b) c) ~ djWe)

~

~ 1
L | LR b

SELF ASSESSMENT QUESTIONL11

) Fill in the blanks:

a) The basic strategy to achieve health for all is

b) Ministry of Health and Family Welfare (Nigeritgrmulated National
Health Policy to achieve goal of HFA in .

i) The importan~ndicators to monitor progress @oas health for all
are:

With the above background we shall now focus otgméibn on nursing
I: support of Health For All in the following secoh.

3.4 Nursing in support of health for all ~)f

We shall begin with the development of the roleofsing in support of
health for all.

In 1979, WHO and International Council of NurseSN) conducted a
work- shop in Nairobi on the role of nursing inrpary health care for
leaders of Nurses Associations in which the commiithof the nursing
profession to the goal of attaining health forkall 2000 was formally
confirmed. Sub- sequently, National Nurses Assamaplanned their
own strategies in relation to their own Nationalallle Policies. The
National Association of Nigerian Nurses and Midva\adso participated
in this exercise.

In 1981, an informal meeting was convened in Gersv#/HO on 16-
20 November to consider the role of nursing in dgbating to the
achievement of the goal 6fFA/2000through Primary Health Care.
Strategies and actions proposed for change anatienal and national
level are discussed in the following sub-sections.

3.4.1 Strategies and action proposed at international level
Five basic strategies have been proposed by the AWHOmeeting by
Nurses, which are listed below. (See Fig. 3.1.)



Development

of corps of well
informed nurses (1)

Nursing ét policy \"
and decision
. making 1¢vel 2)

\ Nursing strategies /

Research in
nursing adminis-
tration practice and
education (5)

for health for all

Fundamental
changes at all

levels of nursing
education (4)

- Nursing practice
in primary health
care (3)

v

Fig. 3.1: Five strategies for change adapted by National Nurses Associations for their role
in HFA through PHC ‘ : '

I. the development in each country of a corps olesirthat is we
infonned about health care and ready to bring sacgschanges in tt
nursing systen

ii. The inclusions of nursing personnel at all llsvef policymaking ant
administration so that t profession can contribute to determining

action plan.

lii. The involvement of nurses, and the use ofrtkills, in initiating or
extending primary health cai

iv. Fundamental changes at all levels of nursingcaton (basic, po-

basic and cctinuing) to ensure that the priority needs of pagpioh are
functionally integrated into the education and intosing pra-

tice.

v. Research into nursing administration practice, education, that wi
demonstrate nursing's contribution to primhealth care

We have listed the strategies for change. We siwall learn about th
actions proposed for each strategy as given be

I) Development of corps of w-informed Nurses

This will require

a. arranging and developing a series of internal, national and

regional workshops or other meetings, that wouldgotogether sma
groups of key nursing practising professionals @wrentation anc
guidance in planning for primary health care inirtlosvn country . The
purpose of these workshop:ould be:



.To help the nurses to understand the thrust of Ridonally and
internationally

.To interpret needs of these countries in theuggite for HFA/2000 and
enable them to develop over all nursing plans tbaat local. regional
and national level, taking into account local neaad resources.

.To establish the regional support system and laiesommuni- cation
between and among countries for sharing plans, agh ing
methodologies and report on the progress as tha m@afurther
developed and put into effect

b. Develop texts, guides and communication aidschviwill include
review of current publications related to PHC anadpiction of specific
material to nursing in PHC.

i) Nursing at policy and decision-making levels

.This will require planning and implementing traigi programmes and
continuing educational programmes that will orienirses and train
therti in administration and management techniquadljtical and
legislative processes, and help them to analystiegilegislation and
enable them to develop action programmes to bringuianecessary
changes.

.Creation of administrative post in nursing atlaltels of Government
This can be accomplished through coordinated effat national
nursing associations.

.Establishing a system for collection and complatof information, on
the supply and training of nurses as per the needsmmunity.

i) Nursing practice and primary health careac...t-of

This calls for preparing and educating the nurses assume
responsibility forP10-~t1 c.a- 1

the provision of first level care in the communityhis can be achieved
by L r- 0 vt- t .conducting workshops, seminars atiter continuing or
in-service edu- ~

cation programmes,

.encouraging the Nurses to practice Primary He@iétle.

.Providing facilities like housing, attractive renaration and
opportunity for continued learning to the publiatie nurses working at
the periph- ery.

.Making efforts to close the existing gap betwearsimg education and
nursing services.

iv) Fundamental changes at all levels of nursingcadion

This will require the administrative support frohetnational and local
government in order to change the system of nursthgation.

This change involves reorientation in basic nurgdgcation, post-basic
nursing education and organizing continuing edoogbrogrammes.
Basic nursing education

This will include:

.Change of curriculum for current systems of nuseducation and
practice, and



.Formulating strategies for bringing about a changdasic nursing
education from emphasis on care of sick individualshospitals to
community based nursing education

Post-basic nursing education

This will involve:

.Preparation of nurses for leadership roles in adination for super-
visory posts in organizations and agencies ateals of health care
planning and management, and for teaching poginmgpy health care.
.Preparation of nurse researchers who can conduitext investi-
gations into Primary Health Care (PHC) issues ab as encourage
systemic inquiry into questions related to commuh#ased nursing
practice.

Continuing education

This involves organizing workshops, seminars andseirvice
programmes to enable nurses to acquire additiamalledge and skills
related to PHC.

v. Research in nursing administration, practice aaducation for

primary health care

This needs inclusion of research skills in all thesing education pro-
grammes and continuing education programmes. Nuatesl levels

should develop an enquiring and problem-solvingualé for working

towards the goal of PHC. Priority should be givemdsearch into

.the design and evaluation of programmes in whigtses provide pri-
mary health care, and

.study of problems that arise from the nursing fhmpry health care
field. Government and intersectoral support shobkl sought for
proposals that will enable nurse to initiate andfiaborate with others
in research methods and design for Primary Headile (PHC).

Develop projects to demonstrate usefulness of relseindings in

nursing

practice.

You may have got a good idea of our discussion abotsing strategies
and actions proposed in support of health forBdffore moving to the
next subsection, have a look at a brief summanylat you have learnt
in the above subsection from the following Table 2.

Table 2: Strategies and Action Proposed ' .

3.5Let ussum up
You have studied the concept and definition of thefar all by the year
2000 AD. This implies "attainment of a level of libahat will enable



every individual to lead a socially and economicailoductive life."

This concept has emerged out of the fact that iagishealth care
approach was not able to solve the health probheaisly in developing
countries including Nigeria and there is gross uady in health

service distribution within a country and among moes. You have
also learnt about the global strategy, which defittee broad lines of
action to be undertaken at policy and operatingl&vnationally and
internationally. This focuses on that 1) healthuadamental human
right, 2) reduction of gross inequalities in heathtus, 3) participation
of people in their own care, and 4) self-relianéecom- munities in

health matters.

We have focused our discus~on on national strategfyresulted in the
formulation of national health policy in 1983 withid down specific
targets and goals to be achieved by the year 2(D0 This is to be
considered in relation to various health indicatdes, infant mortality
rate, maternal mortality rate, immunization, safatev supply and
demographic data like crude death rate, and bidte rand net
reproductive rate. At the end of the discussiorhaee appraised you of
the role of nurse in support of Health For All whave have discussed
the strategies and actions proposed for achieviegoal.

These are

|. Development of corps of well-informed NursesNurses at policy
and decision making levels 3. Nursing practice amahary health care
4. Fundamental changes at all levels of nursingaitin

5. Research in nursing administration, practiceethecation for pri-
mary health care.

Finally we have talked about the actions taken katidsal Nursing
Associations and Organizations for achieving thal @b Health For All
where we focused on recommendations and resolupassed by the
National Nursing Association. The main recommermhaénd resolution
was to restructure and reorient the nursing educaystem as a whole
towards PHC and HFA.

3.6 Answer sto self assessment questions

SAQI

1) ¢ =P-r~""-t:\t\] ~ 1~ C4~

i) a) cause of death and disease b) nutritiorslst

c) water supply and sanitation

d) litera~y and economic situation €) demograptan4s
SAQ2/

1) community



i) poverty; malnutrition; ignorance, disease; @ninated water supply;
poor housing ~.

~| ) '~griculture, industry, education, housing aadnmuni~ation

~ ~ A the attainment of a level of health that witlable every individual
to/ (..., )lead a socially and economically prouve life. J

A

SAQ3 |

") t:\) Pr~mary Health Care

t;...b) 1982

b) Infant mortality rate (IMR) L") .

.~ i) k~e al mortality rate (MMR \\ Crude deatite (CDR) Crude birth
rate (CBR)

Net reproductive rate (NRR) Life expectancy.

3. 7 Tutor-markedassignment
1. (a) What is the concept of Health for All (HAF)?

(b) Explain the 5 strategies adapted by the Na}ibhases Associ ation
for their role in HFA through Primary Health Care?



UNIT 4 Organization of Health System Based on Primary Health
Care

Structure

4.0 Objectives

4.1 Introduction

4.2 Meaning and characteristics of health systesedbaon primary
health care.

4.3 Structural organization of health system
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4.0 Objectives

In this unit, you will learn about organization lééalth system based on
Primary Health Care (PHC). After studying this wou should be able
to:-

Define the health systeph .List the characteristics of health system
.Describe the organizational structure of healtteay, at Federal, State
and Local levels and .

.Explain the roles and organization of Nationalniny Health Care
Development Agency.

4.1 Introduction

In Unit 1 you revised and reviewed the concept edlth, which is "a
complete state of physical, mental and social Wwelirg and not merely
the absence of disease or infirmity". (WHO 19463c@&d unit dealt
with concepts and principles of Primary Health Cdre Unit 3, you

learnt that in 1977 thirtieth World Health Assemlolgcided the main
targets of governments and WHO in the coming desadhould be to
achieve goal of health for all by the year 2@D.

In this Unit, we shall discuss the definition arssential characteristics
of health system.



We shall also focus our attention on organizatiealttn system structure
at Federal, State and Local levels. And at thevem@hall introduce you
to the i organizational structure based on Primtdegalth Care, which
mainly focuses 1 on rural health services.

Let us begin with the definition and characterstf health system.
4.2 Meaning and char acteristics of health system

Health system can be broadly defined as a cohevaote of many
interrelated component parts, both sectoral aret-sectoral, as well as
community itself, which produces a combined effatthe health of the
population. Health system should consist of co@#id parts extending
to the home, the work place, the school and comtyuni

If you try to understand the above definition youl Wwe interested to
learn that what are interrelated component parte domponents of
health system include concepts (e.g. health andaséy, ideas (e.qg.
equity coverage, effectiveness, efficiency, impactbjects (e.g.

hospitals, health centers, health programmes) argbps (e.g. providers
and consumers). Together these form a unified wholehich all the

components interact to support one another. Othalfe components
discussed here we shall mainly high- light the oisieand persons
(health system infrastructure).

The health system aims at delivering the healthvices to the
beneficiaries. It constitutes the management sectod involves
organizational matters, and also in allocating weses, translating
policies into services, evaluation and health etioca

The aim of health system is health development,clwhincludes

continuous and progressive improvement of the heatatus of a

population, i.e. community. Health system encomgmspromotive,

preventive, curative and rehabilitative aspectsaed caters care of the
extremely disabled and incurable.

Hope you have now understood the meaning of hesydtem as
discussed above. We shall now turn our attentioratds the essential
characteristics of the health system as given kelow

These characteristics/principles are applicabl@ltbealth system based
on primary health care.

.The system should encompass the entire populationhe basis of
equality and responsibility. It should include campnts from the
health sector and from other sectors, whose ilédes actions



contribute to health (e.g. education sector, pubiorks, animal
husbandry and agri- cultural sector etc). Healtl isubject of overall
socio-economic milieu of the community.

.Primary health care, consisting of at least theemesal elements
included in the declaration of Alma-Ata which shebble delivered at the
first point of contact between individuals and tiealystem (See Unit 2,
section 2, for reference of essential elementHE P

At intermediate levels more complex problems stidad dealt with and
more skilled and specialized care as well as lmgsstpport should be
provided.

.Better trained staff, i.e. supervisory staff, ddoprovide continuing
education/training to primary health care workers,well as guide the
public of different communities and community hieaktorkers on prac-
tical problems arising in connection with all agjgeaf primary health
care.

.The central level should co-ordinate all partshaf system and provide
planning and management expertise. It should algweige highly spe-
cialized care, teaching for specialized staff. $tadfing of such institu-
tions (as central laboratories), and central legetd financial support.
If you think deeply for a while and analyze, whai these above
mentioned characteristics indicate? These cleartijcate that health
system is not a separate entity. It includes cormaptsnand actions not
only from the health sector but also from otherltheeelated sectors
such as agriculture, educa- tion, environment, ahirhusbandry
communication, etc, at various levels (centralenmtediate and local).
We shall discuss these in the following sections.

'SELF ASSESSMENT QUESTION
) Fill in the blanks:

a) a. Health system is defined as coherent wholmaniy. parts, both
sectoral and. as well as community itself. v: bjakte system aims at.
the health services.

|l

.C) Health system constitutes management sectoinaont/es matters.

d) The aim of health system is health. [i List theracteristics of health
system .

4.3 Structural organization of health system
You know that health system in Nigeria is organiaethree levels (i.e.)
Federal, State and Local levels.



Let us begin with organization at Federal level.

4.3.1 Organization at federal level

The official "organs" of the health system at thexl€ral level consists
of: a) The Federal Ministry of Health

b) The National Council of Health 0;-

We shall talk of the organization and function atle one 6f them.

(a) The Federal Ministry of Health

The Federal Ministry of Health as headed by a Meamidt is a political

appointment. Currently, the Federal Ministry of Heahas 5

directorates/de- partment. These include:-

I. Department of Personnel Management ii. Departmérfrinance and
Supplies

iii. Department of Planning, Research and Statistic Department of
Hospital services.

v. Department of Primary Health Care and Diseasérab

The following are the responsibilities of the Fedédinistry of Health

I. Take the necessary action to have review natiogalth policy and its
adoption by the Federal Government.

ii. Devise a broad strategy for giving effect te thational health policy
through the implementation by Federal, State anchL&overnment in
accordance with the provisions of the constitution.

iii. Submit for the approval of the Federal Goveemna broad financial
plan for giving effect to the Federal componenthaf health strategy.

Iv. Formulate national health legislation as reedifor the consideration
of the Federal Government;

v. Act as coordinating authority on all health warkthe country on
behalf of the Federal Government, with a view tosugimg the
implementation of this national health policy.

vi. Assess the country's health situation and seoddertake the related
epidemiological surveillance and report thereoGtwernment.

vii. Promote an informed public opinion on mattef$ealth;

viii. Support State and through them Local Governtria developing
strategies and plans of action to give effect i® mlational health policy,
iX. Allocate Federal resources in order to fostdeced activities to be
under taken by State and Local Governments in imeiging their
health strategies;

X. Issue guidelines and principles to help statepgre, manage, moni-
tor and evaluate their strategies and related teghrmprogrammes,
services and institutions.

xi. Define standards with respect to the delivefyhealth care, and
monitor and ensure compliance with them by all eoned; health
technology, including equipment, supplies, drugsldgical pro- ducts
and vaccines, in conformity with WHO's standardbeg thuman



environment; and the education, training, licensamgl ethical prac-
tices of different categories of health workers

xii. Promote research that is relevant to the imma@etation of this
national health policy and state health strategeesl to this end, to
establish suitable mechanisms to ensure adequatedcw@tion among
the research institutions and scientists concerned;

xiii. Promote co-operation among scientific andfpssional groups as j
well as non-governmental organizations in ordeattain the goals of
this policy;

xiv. Monitor and evaluate the implementation ofsthational policy on
behalf of Government and report to it on the firgdin

International health

The Federal Ministry of Health shall set up an &ffee mechanism for
the co-ordination of external cooperation in healtid for monitoring
the performance of the various activities. Withire toverall foreign
policy objectives, this national health policy st directed towards:-
I. ensuring. technical co-operation on health vather nations of the
region and the world at large;

ii. ensuring the sharing of relevant information logalth for improve-
ment of international health.

lii. Ensuring cooperation in international contoflnarcotic and psycho-
tropic substances;

iv. Collaborating with United Nation agencies, Qmgation of African
Unity. West African Health Community, and other dmiational
Agencies on bilateral and/or regional and globalalthe care
improvement strategies without sacrificing the iatives of national,
com- munity, and existing institutional and othafrastructural arrange-
ments;

v. Working closely with other developing countriesspecially the
neighboring states within the region which haveilsimhealth prob-
lems, in the spirit of technical cooperation amareyeloping coun-
tries, especially with regard to the exchange ofhmecal and
epidemiological information;

vi. Sharing of training and research facilities dinel co-ordination of
major intervention programmes for the control oincounicable
diseases.

(b) The National Council of Health

The National Council of Health is composed of thkofving members:
I. The Honourable Minister of Health (Chairman)

ii. The Honourable Commissioners for Health (States

The following are the functions of the National @oil of Health

The National Council on Health shall advise the egoment of the
Federation with respect to:

I. The development of national guidelines.



ii. The implementation and administration of théio@al health policy;
and

iii. Various technical matters on the organizatidalivery, and distribu-
tion of health services.

The council shall be advised by the Technical cotemi

Technical committee

The Technical Committee of the National Council ldealth shall be
com- posed of:

I. The Federal and State Permanent Secretaries .KNI.@. The
Directors of Federal Ministry of Health

lii. The Professional heads in the state MinistredsHealth. iv. A
representative of Armed Forces Medical Services;

v. Director of Health Services, Federal Capitalrifery, Abuja.

Expert panels

a. The Technical committee. shall set up as reduappropriate pro-
gramme expert panels including the representati¥bgalth related
Ministries:

I. Agriculture, Rural Development and Water Resesarc

ii. Education

iii. Science and Technology iv. Labour

v. Social Development, Youth and Sports vi. Worksl d&ousing vii.
National Planning viii. Finance

b. Health related bodies

I. National Institute of Medical Research ii. MealiSchools

iii. Schools of allied health professionals iv. Nagyovernmental
organizations

v. Professional associations (Health) e.g. NMA, MW, PSN, among
others

SELF ASSESSMENT QUESTION 2

Fill in the blanks:

1) The official organizing health system at theioval level consists of:
~a) b) " ~\ 2) The five departments of the Fed&falistry of Health
includes:

|

3) The National Council of Health is composed ofd avith the sole
responsibilities of So far we discussed the orgetiumn at the Federal
level. Now we shall turn our attention to the origation at state level.

4.3.2 State level
At present there are 36 states and the FederataCdwrritory, Abuja
and has many types of health administration.



In all the states, the management sector for héakhwith the Ministry
of Health while in some states, Health managemeoar® also
participate in the management.

I. State Ministry of Health Organizatiofhe state Ministry of Health is
headed by an Honourable Commissioner, while in tHedlanagement
Board, there is governing Board wi,th an Executecretary. The
Commissioner is the Political head of the Ministigile the Permanent
Secretary is the administrative head. There aredirs manning the
directorates assisted by Deputy and Assistant tirgec

Functions: The State Ministries of Health directs and co-oatis
authority on health work within the State via:

I. Ensuring political commitment ii. Ensuring econic support

iiil. Winning over professional groups iv. Establisy a managerial
process v. Public information and education

vi. Financial and material resources provision witersectoral action
viii. Coordination within the health sector

iX. Organizing primary health care in communitie$gderal system

Xi. Logistics system

xii. Health Manpower recruitment and retrainingi.xiPriority health
programmes. xiv. Health technology.

SELF ASSESSMENT QUESTION 3
Identify the organization structure of health iruystate and present it
diagrammatically

4.3.3 Local level

The are 774 Local Government Areas in Nigeria widlnious health
facilities operating under the hinges of primarglke care.

The Local Government Headquarters coordinates thigitees of the
health facilities providing manpower, funds, logistSlid control.

W;'

The Local Government is headed by elected Chairdugimg political
era with council members. Supervisory counciloes @so appointed to
oversee various aspect of Local Government a@witcluding Health
and Social Services., The health department is y@weeaded by a
Primary Health Care coordinator.

Functions of the local government .Provision andinteance of
essential elements of primary health care: envirental sanitation;
health education

.Design and implement strategies to dischargedbpansibilities assign
to them under constitution and to meet the headteds of the local



community under the general guidance, support aodnical supervi-
sion of state health Ministries.

.Motivation of the community to elicit the suppoof fonnal ang
infonnal leaders

.Local strategy for Health activities. Examine thillsistration, which
provides an overview of health care delivery systnthe three levels
of health care i.e. primary, secondary and tertiavgls. As you know a
full range of primary health care (fust level canttaf individual, family
and community health system) are being renderexigiir the agency of
primary health centers.

Secondary Health Care is being provided throughestablishmynt of
cottage, General Hospitals where all basic spégiaérvices are being
made available.

Tertiary care is being provided at Teaching andcitist Hospitals
where super speciality services including sophastid diagnosis,
specialized therapeutic and reliabilitative sersiaee available.

4.4 Structural Organization of Health System Based on Primary
Health Care Agency

As a signatory to the Alma-Ata Declaration, the ématl Government of
Nigeria is committed to achieve the goal of Hedith All through
primary health care approach. Keeping in view tbal @f "Health for
All" by 2000 AD and beyond, the National Health iglhas laid down
a plan of action for reorienting and shaping théstexg rural health
infrastructure within the frame work of various yeplans. The
establishment of primary health centers in our tguin 1986 under the
National Primary Health Care Development Agencylheen a valuable
national asset in our efforts to increase the agtreof our health system
based on primary health care.

Functions of the agency The functions of the Aganey

.Support to health policy a. review existing heagltiicies, particularly
as to their relev- ance to the development of PHE ta the integrated
devel- opment of health services and health manpoard propose
changes when necessary.

b. Prepare alternatives for decision makers atlealkls based on
scientific analysis, including proposals for headtpislation;

c. Conduct studies on health plans for PHC at wvaritevels to see
whether they are relevant to the national healthcypofeasible and
multi-sectoral,

d. Promote the monitoring of PHC.implementatiovaifious



levels; e. To stimulate the development of PHC texdiron an equitable
basis in all LGAs, for example technical supportnplemen- tation of
selected PHC components as required. This assestaiticoe provided
strategically to enhance orderly develop- . memt, &€xample, to
improve upon or introduce new skills required fbe tservices or to
integrate new components into

them;

.Resources mobilization

a. to mobilize resources nationally and internadlilynin support of the
programmes of the Agen.cy.

b. To conduct or commission studies on resourcellination for health
and issues of cost and financing, with particuderence to equity.
.Support to Monitoring and Evaluation a. to monitoe development of
the nation's PHC programme so that it keeps as rasig@ossible within
the guidelines set out for its development in traidhal Health Policy
and PHC Guidelines and Training Manuals;

b. develop guidelines and design frame works folopge evaluation of
primary health care at various levels;

c. monitor the monitoring and evaluation processionally, with
particular respects to the development of capadsliof LGA level to
analyze and make use of monitoring and evalu- atiate for
management decision making

.Technicalsupport

a. provide technical support to the preparatiom dfealth man- power
policy, including manpower projections to enable delopment of. a
PHC manpower plan;

b. provide advocacy al;ld support for the oriemtatiof medical
undergraduate education, and the education of othealth
professionals, towards PHC;

Organization of Health SysteBasj

c. to identify orientation and continuing educatreeds oif PHC
manpower, including medical, organize programmesnieet these
needs, using Schooid Health Technology as a resource;

d. to support directly the strengthenirgj the Schoolsof Health
Technology.

.Support to the village health system: In vieisthe importancef this
level of the national health system in extending coverdgeAgency
should:

a. Pay special attention and provide maximum sugpdhe training
deployment, logistic support and supervisminvillage health workers
and TBAs: the relationship between these workersl aheir
communities and the mechanisms which link thesekearsrto the other
levelsof the health system;

b. Pay special attention to the involvemehivomen and grass-root t-
women's organization in the village health system.



.Health system research (HSR)

a. promote and support problem-oriented HSR asoh far finding
better ways for the provisioof essential care as a componehtealth
for all, in particular the introduction OfHSR in @éhLGA health system
and the support ahe other levelsf this efforts.

b. to undertake or commission HSR operations rekeamto the
functioningof PHC programmes;

c. to respond to request from government and o#mgncies in
organizing special studies by mobilizing expertsowwill respond
rapidly and in depth to guide legislative and adstrative action.
.Technical collaboration

a. 10 stimulate universities, NGOs and internaliagancies to work
with LGAs in nurturing their capacity for problemolging; b. To
develop LGA capacity to seek technical collaboratiocluding from
other LGAs in developing and implementing their PpiG-

grammes;

c. To promote collaboration with other sectors Htlevels in the
development and suppatLGA primary health care system;

d. To monitor the collaboration for PHC between th&ernational
agencies and government at all levels;

e. Promote and organize both the shaohgxperienceof the Agency
with the world community (publications, reportssitors, etc) and the
collection of all relevant information from other countries and
international organizations and disseminate itltonterested

parties;

f. Promote maximum support to alJ i&fforts by networking and
creating formal and informal collaboration witheeant Nigeria- nand
international institutions.

',

.Promotion of PHC: All activities carried out byethAgency will be
promotin.g PHC. Specifically, however, the Agenbypsid.

a. carry out advocacy at the level of communityléxa, mass media and
NGGs, to promote PHC, making particular effortebsure that elected
officials and party functionaries are continuallyented towards PHC
and health for all;

b. re-oriented health professionals towards PHCnimans of con-
ferences, seminars, and other meetings;

C. support the documentation of PHC through comongsg of case
studies, reviews, books, articles, newsletters atheér media produc-
tions as appropriate;

d. establish Resource centers to serve as natolazonal depositories
of information on PHC implementation;

e. Organize seminars, reviews and other meetingramote PHC and
share experiences in implementation, with a viewttengthening LGA
health systems;



f. Provide annual reports which are widely annwegorts which are
widely disseminated on the status of PHC implentemtanation- wide.

SELF ASSESSMENT QUESTION 3
) List the eight (8) functions of the Agency

.Organization of the Agency .

To be able to perform its functions effectivelyg tAgency will be an
administratively autonomous Agency under the supenv of the
Federal Ministry of Health., In addition: it willdve a Board of
Directors;

It will have an Executive Director who will headhet team responsible
for guiding the development of the PHC system. kie/siust therefore
have' considerable experience in this area;

There will also be a Scientific Committee in the edgy in which
various experts with relevant skills will be repreted. The composition
and mo- dalities for functioning of the Scientiftommittee will be
prepared by the Executive Director and approvethbyBoard.

The board

a. The agency will have a board to:

Receive reports on the state of development oh#tienal PAC
programme.

Approve the activities of the agency and its budgketve overall
responsibilities for personnel matters; Assist wttle mobilization of
funds.

b. The board will consist of the following:

A chairman, who will be a highly respected primdnmgalth care
practitioner;

The secretary, who will be the executive directbritte agency; The
federal director of primary health care;

A representative of the conference of provostsotiege of medicine; A
representative of the conference of principals ommunity health
officer's training institutions;

A representative nominated by the National Assamiabf Nigerian
Nurses and Midwives;

One State Ministry of Health representative fronched@AC zone
nominated by the National Council of Health in tma to serve for a
period of 3 years.

One LGA representative from each PAC zone, nomihdig the
Conference of LGA chairmen, in rotation to serve #operiod of 3
years.

A representative of the National Planning Commissi representative
of NGOs working in PAC



Representative of the National Commission for Wom&tructur: of
the agency at federal level (see Fig. 4

The Agency will have a small core of professiortaffsat the Feder:
Level. The Staff should follow the guiding prinagl of team work an
polyvalence. Moreover, the Agency should have thiétyto draw on
outside expertise to the maximum extent possibletthér, it is
understood that the structure of the Agency will tnedified with
experience.

.Zonal level (see Fig. 4..

The offices should collaborate with the State Mmes of Health tc
strengtlen LGA PAC systems

To be effective in providing LGAs with technical setance, it i
proposed that the zonal offices be organized atbagame lines as tl
LGA PAC Departments are currently organized. Theatoffices, are
therefore, prposed to bconstituted as shown in Fig. -

BOARD OF DIRECTORS
EXECUTIVE DIRECTOR
ZONAL
COORDINATORS
| I
DEPT. OF
DEPT. OF PHC OPERATIONS DEPT. OF PLANNING
ADMIN & FINANCE ANDSTATISTICS
| B
Personnel Malmgement PHC Services Community Planning and Research

Finance and Accounts Development Advocacy and

Monitoring and Evaluation
Social Mobilization Training

Fig. 4.1: Structure of the agency at federal level

Fia. 4.2: Structure of the aaencv at zanal laval

ZONAL COORDINATOR
ASST. COORD. | | ASST. COORD. || ASST.COORD. ASST. COORD, | | ASST. COORD.
FAMILY ESSENTIAL HEALTH EDU. RECORD, M&E | | EPI/CDD/ARY/
SERVICES DRUG & DRF COMMUNITY CONTINUING CCD
MOBILIZATION EDUCATION
& WATSAN




The assistant coordinators will over see the fomstiallocated to them
as follows:

-Family health servicesMaternal and child health services including
family planning and nutrition/growth monitoring pnotion;

Essential drugs and drugs revolving fund, meditaks, essential drugs
and drugs revolving fund promotion;

Health education, community mobilization, water gaditation.
-Promotion of health educatio®evelopment of the managerial process
through establishment of committee and trainingahmittee members
at all levels.

Promotion of water and sanitation projects;

Records, monitoring and evaluation collection, atodn and analysis of
monthly reports from all LGAs and States promotmifeedback to
those levels;

Development of capabilities at LGA level to analyaed make use of
monitoring and evaluation data for management detcinaking;

Writing periodic zonal report and widely dissemingtthe same; estab-
lishment and maintenance of zonal resource centre;

Serving as focal point support of PHC project folation in LGAS in
the zone.

.EPI/CDD/ARI/CDD

Coordination of the integration of EPI and diarrttkseases, ARI and
com- municable diseases control programmes (guwvaan, TB and
leprosy, onchocerciasis, schistosomiasis and AiD$)e PHC systems
in the zone.

The above organizational structure entails stresrgtiy the zonal
offices considerably. The resources needed ataé include personal,
office accommodation, transportation and incredseahcial allocation
to ensure that field work will go in the LGAs undered.

4.5L et ussum up

We have discussed about the organization of hesalttem. Health

system is defined as coherent whole of many intdgd components
parts, both sectoral and intersectoral as welloasneunity itself, which

produces a combined effect on the health of theuladipn. Health

system is organized at three levels; federal, statklocal level. At the
federal level official organs are, Federal MinisbfyHealth and National
Council of Health. The federal ministry is headgdabminister assisted
administratively by the permanent secretary and fhas departments
l.e. planning, research and statistics, personalag@ment; finance and
supplies, hospital services and primary health /deease control.
These departments are headed by directors.

At the state level, the health sector comprisethefState Ministry of

Health and Health Management Board in some stalbg State



Ministries of Health are headed by commissioneistss by permanent
secretary and directors. At the local level, thachef department is the
primary health coordinator with assistants oversgether areas such as
immunization AIDS/HIV, meas- urement and evaluatiétHC, and
nutrition. Lastly, we discussed about the strudtarganization of health
system based on national primary health care ageviugh focuses on
primary health care.

4.6 Answer sto self assessment questions

SAQI

1) a) interrelated

intersectoral

b) delivering ;,

c) organizational '

d) development

i) Charateristics of health system . -serveseauality

-prime responsibility -intersectoral action -esgdntelements -
specialized

SAQ2

I) a) Federal Ministry of Health b) National Couinzi Health

i) Department of Personnel Management

Department of Planning, Statistics & Research Diepamt of Hospital
Services

Department of Primary Health Care & Disease Conepartment of
Finance & Supplier

iii) The Minister of Health (Chairman) and the Comsioners of Health
(State).

ResponsibilitiesAdvises the federal government .Advisory the Federa
Government

.Development of national guidelines on health

.Implementation and administration of the Natiortaéalth policy
.Various technical matters on the organizationiveey, and

distribution of health services.

SAQ3

.Support to health policy .Resources mobilization

'. Support monitoring and evaluation

..Technical support , .Support to the village Headtystem .Health
system research .Technical collaboration

.Promotion of primary health care.

4.7 Tutor-marked assignment

1. Write briefly on the roles of the following: &ational Council on
Health

b) Primary Health Care Agency



Unit 5 Health Care Resources and Monitoring and Evaluation
of Health Services

Structure

5.0 Objectives

5.1 Introduction

5.2 Human Resources Development

5.2.1 Strategy and definition

5.2.2 Sector-wise distribution

5.2.3 Rural-urban distribution

5.2.4 Planning and ratio in relation to population

5.2.5 International action and role of WHO

5.3 Financial and material resources

5.3.1 Financial resources and GNP

5.3.2 Priority in financial allocation

5.3.3 Review distribution and reallocation of hieddtidget
5.3.4 Estimate the fmancial needs and secure additfunds
5.3.5 International action and the role of WHO

5.4 Monitoring and evaluation

5.4.1 Definition and importance of monitoring

5.4.2 Monitoring vs. surveillance

5.4.3 Evaluation

5.4.4 Elements of evaluation process

5.4.5 General steps of evaluation

5.4.6 Evaluation of health services

5.5 Indicators of health monitoring and evaluation

5.5.1 Characteristics of indicators

5.5.2 Broad classification of indicators in heaftbasurement
5.5.3 Details of indicator selected from monitoripgpgress towards
health for all 5.6 Let us sum up

5.7 Glossary

5.8 Answers to self assessment questions (SAQS)

5.9 Tutor-marked assignment

5.0 Objectives

After completing this unit you should be able to:

.Describe the measures to develop human resowcésdlth,

Find and explain ways of ensuring community ineshent to be
adopted by the ministry of health,

.Describe the whole gamut of health manpower, gholy intema~

agencies engaged in delivery of national health sarvices,
.Explain the action required to develop monitoringd evaluation
process as part of managerial process for nattwesdth development.



5.1 Introduction

In Unit 4 you have learnt the organization of heaystem based on
primary health care and the action required to tenand support it,
which are the main thrusts of the global stratef§yHealth For All.
Inseparable parts of the strategy are the actieqsired to generate and
mobilize all possible human and financial resouraed development of
suitable monitoring and evalu- ation process. Ressuare needed to
meet the many health needs of a community. No matiowever rich,
has enough resources to meet all the needs os@dces of health care
of its citizens. Therefore an assessment of thdadka resources, their
proper allocation and efficient utilization are ianfant considerations
for providing efficient health care services. Thiasic resources for
providing health care are Man, Money and Materi&ich you will
learn in the following broad categories:

I. Human Resources ii. Money and Material Resources

5.2 Human resour ces development

The strategy seeks to involve not only the heakhs@nnel but also
many other personnel from various sectors as huesources. Primary
health care has to mobilize human potential of ghire community.
This is possible on the condition that individualsd families accept
greater responsibility for their own health. Peapéed to be involved in
deciding on the health system required by them #&mel health
technology acceptable to them, in delivering a pérhational health
programme. This is to be achieved throsglf care andfamily carand

involvement injoint action for health. Health mammy constitutes a
major part in human resources, so it is explainddiither details

5.2.1 Strategy and definition

The term "health manpower" includes both professiofdoctor &
nurse) and auxiliary health personnel (ANM,'MPW,A;Bab. techn.)
who are needed to provide the health care. An ianxiis defined by
WHO as "technical worker in a certain field withs$e than full
professional training”. Health manpower requirersesita country are
based on

I. Health needs and demands of the populatidife health needs in
turn are based on the health situation and headibiggms and aspira-
tions of the people.

ii. Desired outputspreventive, promotive, curative or rehabilitative,
control or eradication.

5.2.2 Sector wise distribution

The health care system is intended to deliver #adth care services. It
constitutes the management sector and involves@atonal matters.
It operates in the context of the socio economit pwlitical framework



of the country. In Nigeria, it is represented byjonaectors or agencies
which differ from each other by the health techggl@pplied and by
the source of funds for operation. These are:

I. Public sector

a. Primary health centres

b. Hospitals/health centres Specialist hospitalchiag hospitals

c. Health insurance scheme

ii. Private sector

a. Private hospitals, polytechnics, nursing honaesl dispensaries. b.
General practitioners and clinics

iii. Indigenous system of medicine: -Homeopathy

-Unregistered practitioners (naturapathy) -Herbatlitine practitioners.
iv. Voluntary health agencies and non-governmeatghnizations. a.
Nigerian Red Cross Society

b. Planned Parenthood Federation of Nigeria c. Oé&grosy Mission
Nigeria

d. Professional bodiesThe Nigerian Medical Association, National
Association of Nigerian Nurses and Midwives, Pharengical Society
of Nigeria, National Association of Physiotherapibtealth Records
Registration Board, Medical & Health Workers Union.

e. Missionary bodiesChristian Health Association of Nigeria, Is- lamic
Organization.

f. International agenciesWHO, UNICEF, UNDP, UNFPA, USAID,
Sight Savers International, Society for Family He&5FH).

5.2.3 Rural urban distribution

You have now learned about the sector wise digtobuof health
manpower which does not give the real picture dilable manpower
according to geographical area. When we analyzm thetween rural
and urban area we

can observe the gross maldistribution of health poaer. Studies in
Nigeria have shown that there is a concentratiodaaftors and nurses
(up to 80 per

cent) in urban areas where only 20 per cent of ladpua live. This
maldis- tribution is chiefly attributed to absenakamenities in rural
areas, lack of job satisfaction, professional ot lack of rural
experience and inability to adjust to rural life by professional doctors
and nurses.

5.2.4 Planning and ratio in relation to population

Health manpower planning is an important aspecooimunity health
planning. It is based on series of accepted rasosh as doctor
population ratio, nurse-population ratio, bed-pagioh ratio, etc. For
your under- standing of the depth of the problenthef availability of
health manpower in the state, a set of data shieta various
government publications is given for your read)}ference. See
Appendix 4.



5.2.5 International action and therole of WHO

International action will include the following: Information will be
collected and used internationally by the WHO rdgay people and
groups throughout the world who could provide imdal or group
support to countries on various aspects of theatesjies;

ii. UNESCO, in its worldwide literacy programme Idle requested to ~
use health information with a view to providing igasnderstanding

of nutritional and health needs and of preventiot @ontrol of common
health problems.

iii. WHO will engage in technical cooperation wiits member states
and promote such cooperation among them to endwgent~-imum
mobilization and development of personnel for Healt

iv. WHO will ensure the involvement of other UN argzations like
UNDP, UNFPA, International non-governmental andumdry organ-
izations by identifying specific tasks in which yhean engage;

v. WHO will promote dialogue between developing amelveloped
coun- tries to prevent brain drain of health pensbn

SELF ASSESSMENT QUESTION 1
I) Outline the five major sectors where the healimpower are
engaged. a) b)

5.3 Financial and material resources

Financial and material resources are as essesti@iman resources for
the successful implementation of the strategyvoives efficient use of
existing resources and making provision for thetamithl resources.

Table 1: National Health Development Plans in Nieger

1st National Health Development Plan (10 years) 4619956
2nd National Health Development Plan (5 years) 019B74
3rd National Health Development Plan (6 years) 519P80
4th National Health Development Plan 1988 -Date

Source:National Health Policy (1989). Federal Ministrytd¢alth

5.3.1 Financial resourcesand GNP

Money is an important resource for providing heagnvices. Scarcity
of money affects all parts of the health delivegstem. In most
developed countries, Government expenditure foltindias between 6
to 12 per cent of Gross National Product (GNP)umhder-developed
countries, it is less than | per cent of the GNB #rseldom exceeds 2
per cent of the GNP. To make matter worse, mudh@tpending is for
services that reach only a small fraction of thpypation.



To achieve Health For All, WHO has set, as a gbal,expenditure of 5
per cent of each country's GNP on health care.r@sgnt, Nigeria is
spending about 3 per cent of GNP on health andyamglfare services.
In Nigeria, 20% of the nation's budget is to beemqged on health. The
per capita health expenditure is not more than 0S8$115. This is far
less compared with Jamaica which expends US$100tadJnited
States of America with US$4,000. This accountgtierdrop in the life-
expectancy which is about 52 years. The greater @athe health
expenditure goes to primary health care.

Infant mortality rate in Nigeria is about 80/ 1,0@hild mortality rate is
about 28.8/1,000 on the average (urban and rurpulptons) and
maternal mortality rate is about 4/1,000.

The federal government has also directed that 1P#heoState's budget
should go for health.

5.3.2 Priority in financial allocation

Since money and material are always scarce resotiieg must be put
to the most effective use, with an eye for maximuutput of results on

minimum investment. Since deaths from preventaldeases such as
malaria, whooping cough, measles, tuberculosigntet, diphtheria,

malnutrition frequently occur in developing coues; the case is strong
for investing resources on preventing these disedSpending money
on multiplying prestigious medical institutions amdher high cost

medical establishments which cater for a small graiage of the sick
citizens, absorbs a large portion of the nationahlin budget.

Management techniques such as cost effectivenedscasi-benefit

analysis are now being used for allocation of resesiin the field of

community health.

5.3.3 Review distribution and reallocation of health budget

I. Review of the allocation of health budget tonmairy health care at
peripheral, intermediate and central levels in araad rural areas and
to specific underserved groups;

ii. Reallocation of the existing resources or adglinonal resources for
providing primary health care to underserved paputagroups;

lii. Analysis of the needs, in terms of costs aratenal, for appropriate
health technology and establishment of health stfugture;

iv. Consideration of cost effectiveness of diffdréechnologies, of ,1
various health programmes, to find alternate waly®rganizing the
health system in relation to the cost.

5.3.4 Estimate the financial needs and secureiadditfunds

I. Estimation of the magnitude of total financialdamaterial needs to
implement the strategy;



ii. Consideration of alternative ways of financitige health system
including the possible use of social security fyredg. ESI, CGHS;

iii. Identifying activities that might attract exteal grant or loans e.g.
Leprosy control, child survival and Safe Motherhpd¢htional Im-
munization Programme, AIDS control; .™

.,iv. Encouraging governm~b~~ (in,developing comsiy to request fo:)
1; .grants and loans from other sources sucli sesead banks,bilateraJ "
and multilateral agencies; e.g. World Bank; RodkfeFoundation', ~i
CARE, ODA of UK or Japan, Ford Foundation, UNDP, EBCO; -L

v. In developed countries, to influence concerngdnaies to provide
grants and loans for the strategy; e.g. variougioels organizations;

vi. Presentation of their government a master pliaich outlines the use
of all financial and material resources includingedt and indirect

financing e.g. local community resources in ternisawailable man-

power, material and money, individual paymentsskenvice and the use
of external loans and grants.

5.3.5 International action and the role of WHO

To mobilize financial resources, WHO's action wibnsist of the

following

I. Ensure the exchange of information on altermatiays of financing

health systems;

ii. Estimate the order of magnitude of financiaéds for the strategy;

iiil. Promotion and development of methodology foidasupport cost-

benefit and cost-effectiveness studies on healitesys and technology;

Av. Strengthen developing countries' capacitiegsfeguest, to prepare
proposals for funding from external sources forlthea

v. Use its mechanisms to identify needs and fatditmobilization of

funds as well as transfers between countries;

vi. Establishment and coordination of activitiesgibbal health for all’,

Resources group representation countries, intergowental, bilateral

and multilateral agencies and foundations, as asihon governmental
organizations, working together to rationalize trensfer lofresources
for 'Health For All' and to mobilize additional fds, if

necessary.

SELF ASSESSMENT QUESTION 21

i) Enter T or F (T = True; F = False) against tbofving statements:
National budget for health sector is:

a) mainly spent to build urban oriented prestigiousativ~

c institution

I b) directed to supply wholesome water and sewagtem to ! the
rural population.
c) 5% of GNP which is recommended by WHO to achievalth for alL



d) At present is only 3% of GNP. ; ii) State iniBels regarding the
international action for mobilizing
financial and material resources :

5.4 Monitoring and evaluation

You have learnt all about health service resounderms of Manpower,
Money and Material distributed through out the doyifrom center to
peripheral level. All these resources are allocated specified
programmeor task with definite goal.

In order to know the progress in implementatiorany strategy, and to
evaluate the effectiveness in improving the hestithus of the people it
is essential to set up a processmunitoring and evaluatiorSuccess of
any programme depends on constant monitoring dlifisrent activities
by guidance of an inbuilt predetermined systemsmaiitoring and
evaluation right at the stage of its inception. Manng process as well
as evaluation are complementary to each otherderab and assess the
progress of a planned programme.

We will now explain the process of monitoring andileation in the
following sub section.

5.4.1 Definition and importance of monitoring

Monitoring, we define as the day-to-day follow-upaztivities during
their implementation stage, to ensure that theyeseeeding as planned
and are on schedule. It is a continuous procesdbsérving, recording,
and reporting on the activities of the organizatomproject. Monitoring,
thus, consists of keeping track of the course t¥idies and identifying
deviations and taking corrective action if deviaaccur.

5.4.2 Monitoring vs surveillance

Definition of monitoring which you have learned is often taken as
similar to that of surveillance. But in public h#apractice during the
past 25 years they have taken on a rather spesdioge what different
meaning.

I. Monitoring: Monitoring is "the performance and analysis of noeit
measurements aimed at detecting changes in theoament or health
status of population”. Thus we have monitoring of ar pollution,
water quality, growth and nutritional status ofldren etc. It also refers
to the measurement of performance of an ongoingtthearvice or a
health professional, or of the extent to which gras comply with or
adhere to advice from health professionals.

In management, monitoring refers to the continuowerseeing of
activities to ensure that they are proceeding atiagrto plan. It keeps
track of performance of health staff, utilizatiod supplies and
equipments, and the money spent in relation toréseurces available



so that if anything goes wrong immediate correctiveasures can be
taken.

ii. Surveillance:Surveillance is defined in many ways. Accordingte
interpretation, surveillance means to watch oveh\great attention and
authority of the minute details in a situation. &iltance is also defined
as the continuous scrutiny of the factors that rdetee the occurrence
and distribution of disease and other conditions ibf health.
Surveillance pro- grammes can assume any charagstedimension -
thus we have epidemi- ological surveillance, deraphic surveillance,
nutritional surveillance etc:

The main objectives of surveillance are:

a. to provide information about new and changimmds in the health
status of a population, e.g. morbidity, mortalitytritional status or
other indicators of environmental hazards.

b. to provide feedback which may be expected toityadde policy and
the system itself and lead to redefinition of objexs, and

c. to provide timely warning of public health disas so that interven-
tions can be mobilized.

According to the above definitions, monitoring be@s one specific
and essential part of the broader concept embragedurveillance.

Monitoring requires careful planning and the use stdndardized
procedures and methods of data collection, buttiban be carried out
over extended periods of time by technicians andoraated

instrumentation. Surveillance, in contrast, reguipeofessional analysis
and sophisticated judgement of data leading to mecendations for
control activities.

5.4.3 Evaluation

It is worthy of note that both monitoring and sulle@ce processes are
only to check the deviation of any programme or @ity from its aim
till it reaches to the goal in terms of its res@&cThese tools fail to
assess the programme achievement at its differenvield of
implementation which is done by the process of watadn.

The purpose of evaluation is to assess the achmvewof the stated
objectives of a programme, its adequacy, its aficy and its
acceptance by all parties involved. While monitgris confined to day-
to-day ongoing operations, evaluation is mostlycesned with the final
outcome and with factors associated with it. Golaohpping will have a
built-in evaluation to measure the performance elfifectiveness and for
feed-back to correct specific deficiencies.

Evaluation is the process by which results are @eyp with the
intended objectives, or more simply the assessmérntow well a
programme is performing. Evaluation should always donsidered
during the planning and implementation stages gfr@gramme or



activity. Evaluation may be crucial in identifyinfpe health benefits
derived (impact on morbidity, mortality, squelaatipnt satisfaction).
Evaluation can be useful in identifying performanddficulties.
Evaluation studies may also be carried out to gegaenformation for
other purposes, e.g. to attract attention to alpropextension of control
activities, training and patient management, etc.

Thereasondor evaluation are as follows: Health services.enegcome
complex. There has been a growing concern aboutftheetioning both
in the developed and developing countries. Questawa raised bout the
guality of medical care, utilization and coverage health services,
benefits to community health in terms of morbidiéyd mortality
reduction and im- provement in the health statughef recipients of
care. An evaluation study addresses itself to tiessees.

5.4.4 Elements of evaluation process

Evaluation is perhaps the most difficult task ie thhole area of health
services. The components of the evaluation promess

a. RelevanceRelevance or requisiteness relates to the apptepdss |
of the Service, whether it is needed at all. Ifr¢hes no need, the |
service can hardly be of any value. Example, vatimn against
smallpox is now irrelevant because the diseaseongelr exists in the
world. .

b. Adequacyit implies that sufficient attention has been paicertain
previously determined courses of action. For exaniplke staff allocated
to a certain programme may be described as inatequaufficient
attention was not paid to the quantum of work-l@awl targets to be
achieved.

c. Accessibility:It is the proportion of the given population thaincbe
expected to use a specified, facility, service,. €ibe barriers to
accessibility may be physical (e.g. distance, trairae): economic (e.g.
travel cost, fee charged); or social and cultuead).(caste or language
barrier).

d. Acceptability: The service provided may be accessible, but not ac-
ceptable to all, e.g. male sterilization, screeniog cervical or rectal
cancer, insertion of copper T if the professionarker is male/female
as the case may be.

e. Effectivenessit is the extent to which the underlying problem is
prevented or alleviated. Thus it measures the @egfrattainment of the
predetermined objectives and targets of the programservice or
institution-expressed, if possible, in terms of lttedoenefits, problem
reduction or an improvement of an unsatisfactorgithesituation. The
ultimate measures of the effectiveness will berdtiction in morbidity
and mortality rates.



f. Efficiency: It is a measure of how well resources, money, men,
material and time are utilized to achieve a givéieotiveness. The
following examples will illustrate: the number ofminunizations
provided in a year as compared with an acceptech using cotton and
gauze to clean the windows or chairs~ during pexisaork on project
time, a medical officer who cannot speak the lagguaf the client or a
professional nurse who cannot insert a copper health personnel
proceeding on long. leave with no replacement.

g. Impact: It is an expression of the overall effect of a pemgme
service or institution, on health status and samaemic develop- ment.
For example, as a result of malaria control in Nagenot only has the
incidence of malaria dropped down, but all aspeditte-ag- ricultural,
industrial and social-showed an improvement. If thiget of 100 per
cent immunization has been reached, it must atb tie reduction in the
incidence or elimination of vaccine preventablesdies. If the target of
village water supply has been reached, it mustlabs® to a reduction in
the incidence of diarrhoea diseases.

Planning and evaluation must be viewed as a camisunteractive
process, leading to continual modification bothobjectives and plans.
Successful evaluatibn may also depend upon whdtiermeans of
evaluation were built into the design of the prognee before it was
implemented.

5.4.5 General steps of evaluation The basic steps involved are as
follows: -Determine what is to be evaluated. -Establish standards
and criteria.

-Plan the methodology to be applied. -Gather infdrom. -Analyse the
results. -Take action -Re-evaluate

Determine what is to be evaluate@enerally speaking; there are three
types of evaluation:

a. Evaluation of "structure": This is evaluation whether facilities, i
equipment, manpower and organization meet a stdndecepted by
experts as good.

b. Evaluation of "process": The processes of médiaee include the
problems of recognition, diagnostic procedurestirent and clini- cal
management, care and prevention. The way in whigh \arious
activities of the programme is carried out is eatdd by comparing
with a predetermined standard. An objective andesyatic way of
evaluating the physician (or nurse) performanckniswn as "Medical
(or nursing) Audit”

c. Evaluation of "outcome": This is concerned wtle end results, that
is, whether persons using health services exparigr@asurable benefits
such as improved survival or reduce disability. Traeli- tional outcome



components are the "5 Os" of ill health, viz. Ds®adeath, disability,
discomfort and dissatisfaction.

Establishment of standards and critertatandards and criteria must be
established to determine how well the desired obes have been
attained. Natqgrally such standards are a prerdqufsr evaluation.,
Standards and criteria must be developed in acnoedwith the focus
of evaluation-

I. Structural criteria: e.g. physical facilitieschaquipments

iii. Process criteria: e.g. every prenatal mothestmeceive 6 check-ups;
every laboratory technician must examine 100 bloéars, etc;

Iv. Outcome criteria: e.g. an alterations in pdtirealth status (cured,
dead, disabled): or a change in behaviour resuliogh health care
(satisfaction, dissatisfaction); or the educatiqoralcess (e.g. cessa- tion
of smoking, acceptance of a small family norm), etc

Planning the methodologyA format in keeping with the purpose of
evalu- ation must be prepared for gathering infaioma desired.
Standards and criteria must be included at thenpigrstate.

Gathering infonnation: Evaluation requires collection of data or
information. The type of information required mayclude political,
cultural, economic, environmental and administefactors influencing
the health situation as well as mortality and mditiistatistics. It may
also concern health and related socioeconomic ipsjicplans and
programmes as well as the extent, scope and udeaith systems,
services and institutions. The amount of data reguwill depend on the
purpose and use of the evaluation.

Analysis of resultsThe analysis and interpretation of data and feddbac
to all individuals concerned should take place imitthe shortest time
feasible, once information has been gathered. tlitiad, opportunities
should be provided for discussing the evaluatiosulte with all
concerned.

Taking action:For evaluation to be truly productive, emphasisusthde
placed on actions-actions designed to supportgtinen or otherw~se
mod- ify the services involved. This may also ¢afl shifting priorities,
revising objectives, or development of new prograsror services to
meet pre- viously unidentified needs.

Re-evaluation: Evaluation is an ongoing process aimed mainly at
rendering health activities more relevant, moreicefit and more
effective.

5.4.6 Evaluation of health services

Randomized controlled trials have been extendedassess the
effectiveness and efficiency of health servicese@fchoices have to be
made between alternative policies of health caleeaty. The necessity
of choice arises from the fact that resources iangeld, and priorities
must be set for the implementation of a large nurobactivities, which
could contribute to the welfare of the society. é&cellent example of



such an evaluation is the controlled trials in ttleemotherapy of
tuberculosis in Nigeria, which demonstrated tharictiliary treatment”
of pulmonary tuberculosis was as effective as tbeencostlier "hospital
or sanatorium" treatment. The results of the studthve gained
international acceptance and ushered in a new heradra of
"domiciliary treatment” in the treatment of tubdusis.

More recently, multiphasic screening which has ewdd great
popularity in some countries, was evaluated byndwanized vast outlay
of resour~es required to mount a national progranefenultiphasic

screening in UK. Another example is that relatedttalies which have
shown that many of the health care delivery taskditionally

performed by physicians can be performed by nurged other
paramedical workers, thus saving physician's ti@we dther essential
tasks. These studies are also labeled as "healthce® research”
studies.

SELF ASSESSMENr QUESTION 3

I 1) Enter T or F (T = True; F = False) against thkofiving statements:
Monitoring of any programme is:

a) keeping track of course of activities ' 13) pdavg information about
recent trends in disease pattern

C) identifying deviation and taking corrective actj if needed i d) day-
to-day follow up activities during implementation

li i) List all the seven steps involved in evalaat process in
chronological order.

5.5 Indicator s of health monitoring and evaluation

Now you have imbibed all about the process of noomg and

evaluation of Health Services implemented to ughi health of the
people. The level of health has to be measurednresaunits as kilogram
for weight and meter for height. For this purpose have different
health indicators to measure the qualitative arghtjtative variables in
health.

A question that is often raised is, how healthyigiven community?
(Indicators are required not only to measure thalthestatus of a
community, . but also to compare the health stafusne country with
that of another, for assessment of health carespded allocation of
scarce resources and for monitoring and evaluaifohealth services,
activities and programmes. Indicators help to memshe extent to
which the objectives and targets of a programmdairgg attained.

As the name suggests, indicators are only an itidicaof a given
situation or a reflection of that situation. In WiB@uidelines for health
programme evaluation, indicators are defined amkes which help to
measure change- s. Often they are used particudrdyn these changes



cannot be measured sequentially over time, theyirdicate direction
and speed of change and serve to compare diffareats or groups of
people at the same moment in time.

5.5.1 Characteristics of indicators.

Indicators have been given scientific respectapiiiteal indicators:

a. should be valid, i.e. they should actually measwhat they are
supposed to measure;

b. should be reliable and objective, i.e. the amswhould be the same if
measured by different people in similar circumséanc

c. should be sensitive, i.e. they should be semsiti changes in the
situation concerned; and

d. should be specific. i.,e. they should reflecaraes only in the
situation concerned.

But in real life there are few indicators that cdymwith all these
criteria. Measurement of health is far from simple.

5.5.2 Broad classification of indicatorsin health measure- ment

1/ As all of you have learnt that health is muliéinsional in nature and
each dimension is influenced by numerous factorsjes known and
many un- known. Therefore no single indicator caasure the health
of people. It must be conceived in terms of a peoémploying many
indicators like:

r -Mortality indicators

t -Morbidity indicators

l.. -Disability (rate) indicators

-Nutritional status indicators

-Health care deli very indicators -Utilization @xindicators

-Indicators of social and mental health -Environtaérindicators -
SocioecQnomic indicators -Health policy indicators

.-Indicators of quality of life

-Other indicators for specific situations

We shall now study the same in detail for bettaetenstanding.

Mortality indicators

There are many measurements involved such as -

a.Crude death rateThis is considered a fair indicator of the com-
parative health of the people. Crude death rateimed as the number
of deaths per 1000 population per year in a givanraunity.

It indicates the rate at which people are dyingic®y speaking, health
should not be measured by the number of deaths dbetr in a
community. But in many countries, the crude deatte ris the only
available indicator of health. When used for iné&ional compari- son,
the usefulness of the crude death rate is redridtecause it is
influenced by the age-sex composition of the papriaAlthough not a
perfect measure of health status, a decrease th d&a provides a good



tool for assessing the overall health improvemen@&ipopu- lation.
Reducing the number of deaths in the populati@nisbvious

| goal of medicine and health care, and succedailore to do so as a
measure of a nation's commitment to better he&itt1991 the crude
death rate (CDR) for Nigeria is 9.8 per thousanguetion.

b. Expectation of lifeLife expectancy at birth is "the average number of
years that will be lived by those born alive intopapulation if the
current age-specific mortality rates persist". Lébepectancy at birth is
highly influenced by the infant mortality rate whkethat is high. Life
expectancy at the age of 1 excludes the influehagfant mortality, and
life expectancy at the age of 5 excludes the imid@eof child mortality.
Life expectancy at birth is used most frequentlys lestimated for both
sexes separately. It indicates an increase ingh#hstatus.

Life expectancy is a good indicator of socio-ecommodevelopment in
general. As an indicator of long-term survival¢dn be considered as a
positive health indicator. It has been adopted aaglobal health
indicator. A minimum life expectancy at birth of §6ars is the goal of
health for all by 2000 AD. For Nigeria life expecty is 62.8 for urban
and 53.7 in rural areas at present.

c. Infant mortality rate:Infact mortality rate (IMT) is the ratio of deaths
under 1 year of age in a given year to the totahlmer of live births in
the same year, usually expressed as a rate perli¥@Qdirths. It is one
of the most universally accepted indicators of thesiatus not .| only of
infants, but also of whole populations and of tleEigecon- omic
conditions under which they live. In addition, tinéant mor- tality rate
is a sensitive indicator of the availability, wdition and effectiveness of
health care, particularly perinatal care. The glabaategy of health for
all has suggested an infant mortality rate not ntiba@ 50 per 1000 live
births by 2000 AD. In 1991 the IMR in Nigeria is §@r thousand live
births.

d. Child mortality rate: Another indicator related to the overall health
status is the early childhood (1-4 years) mortaigie. It is defined as
the number of deaths at ages 1-4 years in a gigan per 1000 children
in that age group at the mid-point of the year eoned. It thus excludes
infant mortality. Irt'Nigeria the CMR is 18.2 foran and 39.4 in rural
area at present.

Apart from its correlation with inadequate MCH sees, it is also
related to insufficient nutrition, low coverage lymunization and
adverse environmental exposure and other exogeay®IgsS.

Mortality indicators represent the traditional me&as of health status.
Even today they are probably the most often usduolaat indicators of
health. As infectious diseases have been brougldérwontrol, mortality
rates have declined to very low levels in many ¢toes. Consequently
mortality indicators are losing the sensitivity bealth indicators in



developed countries. However mortality indi- catoositinue to be used
as the starting point in health status evaluation.

Morbidity indicators

To describe health in terms of mortality rates aslynisleading. This is
because; mortality indicators do not reveal thedbarof ill health in a
community, as for example mental illness, rheundatairthritis.
Therefore morbidity indicators are used to supplenmeortality data to
describe the developing countries than in the agesl countries. The
child mortality rate may be as much as 250 timehdiig This indicates
the magnitude of the gap and the room for improvenme the health
status of developing and developed countries.

Maternal (puerperal) mortality rate:Maternal (puerperal) mortality
accounts for the greatest proportion of deaths gmwomen of
reproductive age in most of the developing worldthaugh its
importance is not always evident from official gats. There are
enormous variations in maternal mortality accordimgountry level of
socioeconomic status. At present in Nigeria the MMR-4. There are
enormous variations in maternal mortality accordimgountry level of
socioeconomic status. At present in Nigeria the MiR-4 per 10,000
deliveries against our national target of belowe? 10,000 by 2000 AD.
Disease-specific mortalityMortality rates can be computed for specific
diseases. As countries begin to extricate themsdhoen the burden of
communicable diseases, a number of other indicaoch as deaths
from cancer, cardiovascular diseases, accidentheths etc. have
emerged as measures of specific disease problemmgalliy statistics
have also their own drawback. They tend to overlad&arge number of
conditions which are sub clinics, in apparent, ieathe hidden part of
the iceberg of disease.

The following morbidity rates are used for assegsith health in
community

I. incidence and prevalence ii. notification rates

lii. Attendance rates at out-patient departmenéglth centers, etc. iv.
Admission, readmission and discharge rates v. Ruradf stay in
hospital, and

vi. Spells of sickness or absence from work or stiNutrition status
indicators

Nutrition status is a positive health indicator.rdé nutritional status
indica-

tors are considered important as indicators ofthesdhtus. They are:
Janthropometrics measurements of preschool childean, weight and
height, mid-arm circumference;

b. height (and sometimes weight) of children abstlentry; and



c. prevalence of low birth weight (less than 2.5 kg

Health care delivery indicators

The frequently used indicators of health care @efivare: a. Doctor
population ratio b. Nurse population ratio c. Papoh bed ratio

d. Population per health center/subcentre

e. Population per traditional birth attendant (TBA)

These indicators reflect the equity of distributmrhealth resources in
different parts of the country, and of the prouwsad health care.
Utilization rates

In order to obtain additional information on headtftatus the extent of
use of health services is often investigated. tdilon of services-or
actual cover- age-is expressed as the proportigreople in need of a
service who actually receive it in a given periodually a year. It is
argued that utilization rates give some indicatbithe care needed by a
population and therefore, the health status ofpbpeulation. In other
words, a relationship exists between utilizationhehlth care services
and health needs and status. Health care utilizasialso affected by
factors such as availability and accessibility eblth services and the
attitude of an individual towards his health anel fiealth care system. A
few examples of utilization rates are given below:

a. proportion of infants who are "fully immunizedgainst the 6 pre-
ventable disease through national programme of inization (NPI)

b. proportion of pregnant women who receive antdnedre, or have
their deliveries supervised by a trained birthradtnt.

c. Percentage of the population using the varioeshads of family
planning.

d. Bed-occupancy rate (i.e. average daily in-patieensus/average
number of beds).

e. Average number of patients using the healthreafinics.

The above list is neither exhaustive nor all~inisles The list can be
expanded

depending upon the services provided. These iraieatirect attention
away from the biological aspects of disease in pufation towards the
discharge of social responsibility for the orgati@a in delivery of
health care services.

Indicators of social and mental health

As long as valid positive indicators of social amgntal health are
scarce, it is necessary to use indirect measuigsindicators of social
and mental pathology. These include suicide, hataicother acts of
violence and other crime; road traffic accidentsjenile delinquency,
alcohol and drug abuse; smoking; consumption ofquédizers; obesity,
etc. To these may be added family violence, batteedby and battered-
wife syndromes and neglected and abandoned youth thia

neighborhood. These social indicators provide alguo social action
for improving the health of the people.



Environmental indicators

Environmental indicators reflect the quality of gloal and biological
envi- ronment in which diseases occur and in wtiteh people live.

They include indicators relating to pollution of and water, radiation,
solid wastes, noise, exposure to toxic substanoefood or drink.

Among these, the most useful indicators are thosasoring the
proportion of population having access to safe wated sanitation
facilities, as for example, percentage of househelith safe water in
the home or within 15 Minutes walking distance frarwater standpoint
or protected well, adequate sanitary facilitieshe home or immediate
vicinity.

Socioeconomic indicators

These indicators do not directly measure healtlvelbeless, they are
of great importance in the interpretation of théi¢ators of health care.
These include:

a. rate of population increase b. per capita GNP

c. level of unemployment

d. dependency ratio ... e. literacy rates, esdgd@mnale literacy rates f.
family size

g. housing; the number of persons per room h. jgita "calorie"
availability

Other indicator series a. Social indicatorSocial indicators, as defined
by the United Nations Statistical Office, have be#wided into 12
categories: population, family formation, familieend households,
learning and educational services, earning adamjtidistribution of
income, consumption, and accumulation, social sigcand welfare
services, health services and nutrition, housind &® environment,
public order and safety, time use, leisure anducgltsocial stratification
and mobility.

b. Basic needs indicatorsBasic needs indicators are used by ILO.
Those mentioned in "Basic needs performance" imclughlorie
consump- tion; access to water; life expectancgtitedue to disease;
illiteracy, doctors and nurses per population; reqrar person; GNP per
capita.

c. Health/or all indicators:For monitoring progress towards the goal of
health for all by 2000 AD, the WHO has listed thaldwing four
categories of indicators.

.Health policy indicators

-Social and economic indicators related to healttieation for the
provision of health care -Health status indicators.

5.5.3 Details of indicators selected for monitoring pro- gress
towards health for all
a. Health policy indicators



-political commitment to health for all

-resource allocation -the degree of equity of thstion of health
services

-community involvement

-organizational framework and managerial process

b. Social and economic indicators related to heattte of population
increase -GNP or GDP

-income distribution -work conditions

-adult literacy rate -housing

-food availability

c. Indicators for the provision of health cartezaidability

-accessibility -utilization

-quality of care

d. Health status indicators

-low birth weight (percentage)

-nutritional status and psychosocial development cbild -infant
mortality rate

-child mortality rate ( 1-4 years) -life expectaratybirth

-maternal mortality rate li(J ii,
-disease specific mortality f) : , , ,.
-morbidity-incidence and prevalence | ' -disabifigvalence ,t

SELF ASSESSMENT QUESTION

Situation: In the year 1992 an urban communityisAinhabited by a
group of people having birth rate of 40 per 100(dation have

evidenced with 320 unfortunate children who coutit see their 1st
birthday.

I) Calculate the total number of live births in tlkemmunity and

calculate the infant mortality rate of the abovenoaunity'A'.

ii) List five health care delivery indicators. !

a) b) c) d) etional funds for this purpose. Int¢ioraal transfer of

resources from de- veloped to developing counttidisbe rationalized

and, if necessary, these transfers will be incikase

Monitoring and evaluation are the essential paftshe strategy. To
monitor progress during implementation and to estaluits effect, a
suitable moni- toring and evaluation process wallset up. Indicators at
the national level such as health indicators far phovision of health
care and health status indicators will be used.th& global level

evaluation will be based on the number of countmesvhich certain

indicators comply with predetermined norms. Thase @ndorsement of
policy at the highest official level, availa- bylibf primary health to the
whole population, equitable distribution of resasgclife expectancy at
birth over 60 years, literacy rate over 70%, an@nh mortality rate

below 50 per 1000 live births. At the internatioriavel, WHOQO's




mechanisms will be used for reporting on prograss assessing the
impact of the strategy.

5.7 Glossary

Health resources: all the means available for #lhegstem's operation,
including manpower, money, materials, building, ipqent, supplies,
skills, knowledge and technology and operatiomaéti

Health status: the general term for the state aftheof an individual,
group or population measured against accepted atdsdit a point of
time.

Evaluation: is the systematic assessment of thiexamment of the stated
objectives in terms of its relevance, adequacygmass, effi- ciency,
effectiveness and impact of a health programmgiviés a feedback to
correct deficiencies.

Relevance: a programme is relevant if it answeesnibeds and social
and health policies and priorities it has beenglesd to meet.
Adequacy: a programme is adequate if it is propodte to
requirements. Efficiency: a programme is efficigrthe effort expended
on it is as good as possible in relation to theueses devoted to it.
Effectiveness: it is effective if the results obid conform with the
objectives and targets for reducing the extent leé problem or
improving an unsatisfactory situation.

Impact: it is the overall effect on health statnd aocioeconomic devel-
opment.

Cost benefit: is the relationship between the obstin activity and the
benefits that accrue from it.

Cost effectiveness: is the relationship between aosl the extent to
which a pro- gramme or other activity is contribgtito the attainment
of the objectives and targets for reducing the lemobor improving an
unsatisfactory situation.

5.8 Answer sto self assessment questions

SAQI

1) a) Public sector

b) Private sector

c) Voluntary agencies

d) Indigenous medicine

e) International agencies.

i) @) Engage in technical cooperation with its Men States to ensure
the maximum mobilization and development of pergbfor health

b) Organize the collation and international usenédrmation regarding
people and groups who can provide support to tia¢esty;

c) promote dialogues between developing and deedlgmuntries to
prevent the brain-drain of health personnel.



SAQ2
I) @) True b) False c) False d) True
i) WHO will ensure exchange of information on aftate ways of
financing health systems. It will estimate the ordé magnitude of
financial needs for the strategy. Support develpgiountries on request
in preparing proposals for external funding for ltteaand will work
together with other multilateral and bilateral agies, foundations and
'Health For All' Resources group to rationalizesingtional transfer of
resources.
SAQ3
1) a) True b) False c) False d) True
ii) &) ldentification of problem
b) Establishment of standard and criteria c) Plenrmhethodology to be
applied d) Gather information e) Analyse the restiitTake action Q)
Re-evaluate
SAQ4
i) Total Live Birth of Community A = Birth Rate xdpulation
40
= 1000 x 100,000 = 4,000 ,

IMR = Deaths of children below 1 year
Total live birth in the same year x 1,000

IMR = 320
4000 X 1000
= 80 per 1,000

1))

a) Doctor population ratio

b) Nurse population ratio

c) Population bed ratio

d) Population per health center/subcentre
e) Population per traditional birth attendant.

5.9 Tutor-marked assignment

Enumerate the processes/components of evaluatioeatth services.
Appendix 1 Alma-Ata Declaration

You know that the attainment of health for all b tyear 2000 was the
central issue of the International Conference am&y Health Care,
health at Alma-Ata in September 1978. The Declanatif Alma-Ata is
reproduced here in full.

Declar ation of Alma-Ata



The International Conference on Primary Health Gaeetingin Alma-
Ata this twelfth day of September in the year Ne®#t hundred and
seventy-eight, expressing the need for urgent mdtjoall governments,
all health and development workers, and the wasldmunity to protect
and promote the health of all the people of theldydrereby makes the
following Declaration:

I

The conference strongly reaffirms that health, Whis a state of
complete physical, mental and social well-being aad merely the
absence of disease or infirmity, is a fundamentahin right and that
the attainment of the highest possible level oflitheia a most import
worldwide social goal whose realization requires #ction of many
other social and economic sectors in addition ¢ohisalth sector.

Il

The existing gross inequality in the health statfs the people
particularly between developed and developing amstas well as
within countries is politically, socially and ecanaally unacceptable
and is, therefore, of common concern to all coastri

1l

Economic and social development, based on a Newrnational
Economic Order, is of basic importance to the sillattainment of
health for all and to the reduction of the gap Bstwthe health status of
the developing and developed countries. The prdmpn-and protection
of the health of the people is essential to sustheconomic and social
development and contributes to a better qualitylifef and to world
peace.

\Y,

The people have the right and duty to participatdividually and
collectively in the planning and implementatiortlo¢ir health care.

V Government have a responsibility for the heattitheir people which
can be fulfilled only by the provision of adequdtealth and social
measures. A main social target of governments, rnatenal
organizations and the whole world community in tweming decades
should be the attainment by all people of the wbsldhe year 2000 of a
level of health that will permit them to lead a istly and economically
productive life. Primary health care is the keyattaining this target as
part of development in the spirit of social

justice.

VI

Primary health care is essential health care basedpractical,
scientifically sound and socially acceptable meth@hd technology
made universally accessible to individuals and fasi in the



community through their full participation and at st that the
community and country can afford to maintain atrgv&age of their
development in the spirit of self-reliance and skfermination. It
forms an integral part both of the country's healtstem, of which it is
the central function and main focus, and of theraVesocial and
economic development of the community. It is thetfievel of contact
of individuals, the family and community with theational health
system bringing health care as close as possibidéoe people live and
work, and constitutes the first element of a cantig health care
process.

1. reflects and evolves from the economic cond#iand sociocultural
and political characteristics of the country areldommunities and is
based on the application of the relevant resultsocfal, biomedical and
health services research and public health expsgien

2. addresses the main health problems in the coitynyroviding
promotive, preventive, curative and rehabilitatbegvices accordingly.
3. includes at least: education concerning prevaitiealth problems and
the methods of preventing and controlling them;npwbon of food
supply and proper nutrition; an adequate supplyadé water and basic
sanitation; mater- nal and child health care, idicig family planning,
Immunization against the major infectious diseag@gvention and
control of locally endemic diseases, appropriagattnent of common
diseases and injuries; and provision of essentigjg

4. involves, in addition to the health sector, @lated sectors and
aspects of national and community development, grtiqular,
agriculture, animal hus- bandry, food, industryueation, housing,
public works, communications and other sectors; dediands the
coordinated efforts of all those sectors.

5. requires and promotes maximum community andviddal self-
reliance and participation in the planning, orgatian, operation and
control of primary health care, making fullest wddocal, national and
other available resources; and to this end develbpsugh appropriate
education, the ability of com- munities to partai;

6. should be sustained by integrated, functiondlmntually-supportive
referral systems, leading to the progressive imgnment of
comprehensive health care for all, and giving jiyoto those most in
need;

7. relies, at local and referral levels, on healtarkers, including
physicians, nurses, midwives, auxiliaries and comtyguworkers as
applicable, as well as traditional practitionersxasded, suitably trained
socially and technically to work as a health teard t respond to the
expressed health needs of the community.



VIl

All governments should formulate national policissategies and plans
of action to launch and sustain primary health case part of a
comprehensive national health system and in coatidim with other
sectors. To this end, it will be necessary to ager@olitical will, to
mobilize the country's resources and to use availekternal resources
rationally.

VIII

All countries should cooperate in a spirit of parship and service to
ensure primary health care for all people sinceattt@nment of health
by people in anyone country directly concerns aedefits every other
country. In this context the joint WHO/UNICEF repavn primary
health care constitutes a solid basis for the @uritlevelopment and
operation of primary health care throughout thelevor

I X

An acceptable level of health for all the peoplealef world by the year
2000 can be attained through a fuller and betterofushe world's
resources, a considerable part of which is now tspenarmaments and
military conflicts. A genuine policy of inde- pentte, peace, ditente
and disarmament could and should release additi@asources that
could well be devoted to peaceful aims and in paldr to the
acceleration of social and economic developmenwbich primary
health care, as an essential part, should beedld& proper share.

Appendix 2

Health Policy

The Government of Nigeria adopted a National HedMblicy in
October, 1988. An abridged Para-wise descriptiothefpolicy is given
below:-

Paral: The National Health Policy Declaration of the FedeeRepublic
of Nigeria.

The Federal, state, and local government of Nigez@ammitted
themselves and all the people to intensive actioattain the goal of
health for all citizens by the year 2000 and beyorus is a level of
health that will permit them to lead socially anadoeomically
productive levels at the highest possible level.

Para 2:Evolution of Health Development and the tieatatus of people
in Nigeria. The Health services of Nigeria have evolved throageries
of historical developments including a successiomevipus

administration. The health services are judgedetoumsatisfactory and



inadequate in meeting the needs and demands @iuthiec as reflected
by the low state of health of the population.

Para 3: Fundamental Principles underlying the National HedPolicy.
This national health policy to achieve health fdrNigerians is based
on the national philosophy of social justice andigg A health system
based on primary health care is adopted as the sn&aachieving the
goal. This philosophy is clearly enunciated in tRed National
Development Plan, 1070-1974 which described thes fNational
objectives to ;make Nigeria:-

a. a free and democratic society b. a just andtagah society

c. a united, strong and self reliant nation d. aagrand dynamic
economy

e. a land of bright and full opportunities for ailizens

These principles of social justice and equity amel ideals of freedom
and opportunity have been affirmed in the constitut

Para4: The Goal of the National Health policy.

The goal of the national health policy shall beel of health that will
enable all Nigerians to achieve socially and ecanalty productive
lives. The national health systems shall be basaatimary health care.
Para5: National Health Care System.

The Federal, state and Local Government shall stjpp@ coordinated
manner a three-tier system of health care. Essefgizdures of the
system shall be its compre- hensive nature, mattsal inputs
community involvement and collaboration with nornvgmment
providers of health care.

Para6: National Health Strategy

The implementation of this national Health poliapd progress towards
the achieve- ments of the goals, require the e#lmor of strategies at
the local, state and national levels. The roles rasgonsibilities of the
different arms of government shall be defined frame to time. A
managerial process of health development shalstabkshed.

Para7: National Health System Management. It is generaigpgnized
that a more effective delivery of health care candchieved in this
country by a more efficient management of the headisources.
Experiences have shown repeatedly that many wetteieed health
schemes fail to meet expdaas because of failures in implementation.
It is essential to establish permanent, systenmatinagerial processes
for health development at all levels of care. Thetall include
appropriate control to ensure the continuity of thanagerial process
from design to application.

Para8: National Health Information System.

The effective management of health services demgnedsstablishment
of a national health information system. Basic dgraphic data are
essential for planning and monitoring of healthvees. Simple but



efficient information systems shall be estab- léstend supported to
grow both in quality and quantity.

Para9: National Health Manpower Development.

Ministries of health shall ensure that medical,smg, public health and
other schools of health sciences under their jigtigah include in their
education programmes the philosophy of "HealthAidlt, the principles
of primary health care, and the essentials of taeagerial process for
national health development, and to provide appatgr practical
training in these areas. In a similar manner, &f@hall be made to
involve technical workers in other sectors havingearing on health.
The selection training and development of healthpoaver shall reflect
the national objectives with particular emphasistted primary health
care approach. Appropriate policies shall be ewblige secure a more
equitable distribution of health personnel througtbe country.

Para 10: National health technology. The most appiate health
technologies shall be selected for use at all el the health care
systems. Particular care shall be taken to iderthfy most cost effective
technologies and to maintain them at the higheatllef efficiency. In
order to reduce importation of supplies, indigenomsnufacturing
capabilities shall be fostered in the spirit offseliance.
Parall:National health research

Priorities for health services and biomedical resdeahall be review3ed
in collaboration with the Ministry of Education, i8oce and
Technology. Mechanisms shall be devised to prorsafgort and co-
ordinate research activities in the high-prioritgas and to strengthen
the research capabilities of national institutionehable them to wider
take these essential tasks

Para12: National health care financing

The Federal and State Government shall review thkdacation of
resources to the health sector. Within availab$®ueces, high priority
shall be accorded to primary health care with paldr reference to
wider-served areas and groups. Community resogttasbe mobilized
in the spirit of self-help and self-reliance.

Para 13 Health education

The recommended efforts, on various fronts, wowdrlonly marginal
results unless nationwide health education progreasanbacked by
appropriate communication strategies, are laundbegrovide health
information in easily understandable form, to mate/the development
of an attitude for healthy living. The public héalteducation
programmes should be supplemented by health, ioataind population
education programmes in all educations at variousvell.
Simultaneously efforts would be required to be madepromote
universal education, specially adult and family @ion, without which
the various efforts to organize preventive and miwve health



activities, family planning and improved maternaldachild health
cannot bear fruit.

Para14: Management information system

Appropriate decision making and programme planmintgpe health and
related fields is not possible without establishizng effective health
information system.

Para 15: Medical industry The country has built up soundhtexdogy
and manufacturing capability in the field of druggccines bio-medical
equipments etc. The available know how required@¢oadequately
exploited to increase the production of essentral éfe saving drugs
and vaccines of proven quality to fully meet thaamal requirements,
specially in regard to the national programmes tonbat Malaria, TB,
Leprosy, Blindness, Diarrhoeal disease etc. Thedpetion of the
essential, life saving drugs under their generiecnea and the adoption
of economical packaging practices would considexai@lduce the unit
cost of medicines, bringing them within the reatlthe poorer sections
of society, besides, significantly reducing theesxjiture being incurred
by the governmental organization on the purchasdrogs. In view of
the low cost of indigenous and herbal medicineganized efforts may
be launched to establish herbal gardens, produanggs of certified
quality and making them easily available.

The practitioners of the modern medical system rkegavily on

diagnostic aids involving extensive use of cosHpphisticated bio-
medica! equipment. Effective mechanisms should bebéished to

identify essential equipments required for extemsige and to promote
and enlarge their indigenous manufacture, for sleshces being readily
available, at reasonable prices, for use at thigrheare centers.

Para 16: Health insurance

It would be necessary to devise well consideredltthemsurance
schemes, on a State wise basis, for mobilizingtaadil resources for
health promotion and ensuring that the communigreshthe cost of the
services, in keeping with its paying capacity.

Para17: Medical legislation

It is necessary to urgently review all existing isbgfion and work
towards a unified, comprehensive legislation in thealth field,
enforceable allover the country.

Para 18 Medical research

Special attention should be paid to:

I. containment and eradication of the existing,elydorevalent diseases
ii. translation of available know-how into.simplew cost, appropriate
technologies iii. applied operational research faorproving cost
effective delivery of health services



Iv. more effective treatment and preventive procesguor blindness,
leprosy and TB
V. contraceptive research, and vi. nutrition resear

Para19: Inter sectoral cooperation

It is necessary to secure inter sectoral coordinatf the various efforts
in the fields of health and family planning, medieucation and
research, drugs and pharmaceutical, agriculturefeod, water supply
and drainage, housing, education and social welfanel rural
development.

Para 20: Monitoring and review of progress

It would be of crucial importance to monitor andipdically review the
success of the efforts made and the results aahieveeference to the
goals.

Comments about nation health policy

The Health policy is a valuable document and presica clear
framework for national health planning. Howeverhas been criticized
on the following grounds.

I. The policy talks of poverty alleviation, (e.dirbugh the minimum
needs pro- gramme), as a necessary preconditiofdaith For All.

However, the policy does not speak even once abaeitl justice (in
health and in other fields such as land reformswaagdes), which is an
essential prerequisite for Health For All.

ii. No definite programme has been suggested fompting community
participa- tion in health.

Appendix 3

The Nursing Structure The existing nursing strugtwrganised after
Independence, has remained somewhat stagnants Ibdither grown
nor developed to keep the desired pace with tharestpn of the health
services in the country. Despite health survey cdteses, recommenda-
tions in 1946 and 1954, scarce attention has ba&htp improvement
in the nursing profession suggested by these caewsit This is so
because of the surbodinate status of the professaod the
implementation power of these resting with the nonse
administrators. Though there has been some upgvadat nursing
education, increase in nursing positions and @ratif these- at the
Health Directorates at the Federal and in the SEateernments, these
developments have not surfaced much in terms ofladiity of
improved nursing care to the masses. Obviouslg, iiso because of
the isolation of nurses from the planning procesd e decision
making machinery of the government.

What we see today is that the valuable contributbddnthe nursing
profession is greatly undermined. Non-nurse hegldnners fail to



appreciate the significant contribution of the mugsprofession to the
protection and promotion of health of the peopleey fail to recognise
the underdeveloped and undeveloped leadership tmdterof the
nursing profession. Instead of giving this estdl@ds health care
profession its due place in the system, it hasgaefully neglected and
lowered the profession to such an extent that suasany level have no
autonomy to function independently and pursue tluéegsion in pace
with the trends- in health care system.

The growth and development of health services adltlin manpower
over the period of nearly seven five year planseaéy the lopsided
development in various categories of health prodesds.

In view of the present position in Nursing, nuraésarious levels are so
placed in the organisational set-up that their imement in policy
formulates is not possible. Specially at the Fddéna highest positions
in Nursing are merely advisory. There is hardly awoprdination of
Nursing Service, Education and community care. Ewerthe State
Health Directorates, each position is attached witimedical person
rather than with nurses. In such an isolated stnatthe Nursing
profession has remained fragmented and underdeacthafih the result
that Nursing positions are often abolished thanaegpd and mostly
filed on anad hocbasis. Hardly any efforts are made to fill these
positions and prepare Nursing leaders.

Nursing is a profession and a distinct servicetsnawn right. It is
equipped with necessary competence required toebponsible and
accountable to the Nursing components in providieglth care to the
people as colleagues with other health professsonal

Therefore it is essential that Nursing componeftthe health care be
directed by nurses themselves. We have nurses pritifiessional
background of Ph.D level available in the countoytake up such
leading positions. The Association recommends tladloviing
organisational structure for equipping nurses \ilid needed authority
and support to function effectively:



A: Organizational Structure of Nursing at the Federal Level

Dilrector of Nursing Services (DNS)

Deputy Director of Nursing Services (DDNS)

Assistant Director-of Nursing Services (ADNS)

Chief Nursing Officer (Specidlities)

Ophtalmic Accident
and

Emergency

I |
Peri-ops Ortho
paedic

|
ENT

Assistant Chief Nursing Officer

Princlpal Nursing Officer

Senior Nursing Officer

Nurslné Officer |

‘ Nurslné Officer il

B: Structure at the State Level

Director of Nursing Services (DNS)

Paedriatrics Intensive Psychriatic Education

Deputy Director
(Hospltal Services)

Assitant Director

Chief Nursing Officer

Deputy Director
(Education)

Assistant Director

Chlef Nurse/Midwife
Tutor

Assistant Chief Nurse
& Midwife Tutor

Princlpal Nurse Tutor

Nurse Tutor

Senior Nurse Tutor

Deputy Director
(Inspectorate Division)

Assistant Director
Chief Nursing Officer

Assistant Chief
Nursing Officer

Princlpal Nursing Officer
Senlor Nursing Officer

Nursing Officer



C: Structure at the Loeal Level -~ - oo

. Head of Department (Nursing)
CNO/CHO/PH Coordinator

|

-Asst. HOD (ACNO/CHO).. .-

l!’nmunizcﬁon AIDS/HIV Coﬁtl;ol NuITrItlon PI-IIC Mecs]remem‘
(NPD ’ o . and Evaluation
Chief NL‘JVrsing Officer/Community HeloOfﬂcers In chcrgé of Clinics
- - Assistant Chief Nursing Officer
.+ - Principal Nursing Officer
" “Senlor Nursing Officer
‘ _Nursing Officer
Staff Nurse Midwife |
Staff Nurse Midwife Il ;
Appendix 4
Population in States by Sex and Number of Households (Nigeria)
STATE NAME NUMBER OF MALES FEMALES |BOTH SEXES
HOUSEHOLDS
AKWA IBOM - 473,445] 1,167.829| 1,241,784[ 2,409,613
ANAMBRA 686.921| 1,374,671| 1,421,804] 2,796,475
BAUCHI. ... 774,554 2,192,423| 2,158,584 4,351,007
EDO 441,798| 1,085,156] 1,086,849| 2,172,005
| BENUE 498,654| 1,368,965] 1,384,112 2,753,077
BORNO . 9626591 1,296,111] 1,239.892| 2,536,003
CROSS-RIVER 392,494 956,136 955,161 1,911,297
ADAMAWA 406,683 1,050,791| 1,051,262 2,102,053
MO , 541,396| 1,166,448 1,319,187] 2,485,635
KADUNA ' 721,784| 2,041,141 1,894,477 3,935,618
TKANO , 1,120,811  2,958,736| 2,851,734| 5,810,470
KATSINA ' 722,000{ 1,860,658] 1,892,475 3,753,133
1 KWARA 326,804 773,182 775,230 1,548,412
LAGOS 1,293,379  3,010,604] 2,714,512] 5, 725116
NIGER 454,143 1,252,466| 1,169,115| 2,421,581
OGUN 578,835| 1,147,746] 1,185,980 2,333,726
ONDO 821,231| 1,881,884 1,903,454 3,785,338
PYO 769,625 1,711,428| 1,741,292| 3,452,720
PLATEAU 678431| 1,657,209| 1,655203] 3,312,412
RIVERS 815,322 2,239,558| 2,069,999| 4,309,557



MALES

STATE NAME 'NUMBER OF . FEMALES [BOTH SEXES
' HOUSEHOLDS ' : :
SOKOTO 895.496| 2208,874| 2.261,302| 4,470,176
ABIA 510971] 1,125,999 1,212,488| 2,338,487
DELTA ~ 573,042 1,271,932] 1,318,659 2,590,491
ENUGU 638,113| 1,475,648| 1,678,732| 3,154,380
JIGAWA 570,492| 1,455,780 1,419,745 2.875,525
KEBBI 380,996| 1,035,723 1,032,767| 2,068,490
KOGI 395.389] 1,039.484! 1,108,272 2,147,756|
OSUN 485,637] 1,043,126| 1,116,017 2,158,143
TARABA 273,951 759.872 762,291] 1,512,163
YOBE 288,393 714,729 684,958| 1,399,687
ABUJA (FC 86,254 205,299 166,375 371,674
COUNTRY TOTAL 17,979,503 | 44,529,608 | 44,462,612| 88,992,220
Population Distribution by Single Years of Age and Sex

AGE BOTHSEXES| in% MALES| in% FEMALES!| in %

0 2,134,586 24 1,101,442 25 1,033,144 2.3

1 2,918,647 3.3 1,523,589 3.4 1,395,068] 3.1

2 3,074,556 3.5 1,554,733 3.5 1,519.823] 34

3 3,021,536 3.4 1,630,517 34 1.491.019| 34

4 3,194,564 3.6 1,634,173 3.7] 1,560,391 3.5

5 3,091,456 3.5 1,566,614 3.5 1,624,842 3.4

6 3,109,699 3.5 1,583,455 3.6 1,526,244 34

7 2,855,667 3.2 1,454,566 3.3 1,401,431 3.2

8 3,135,048 3.5 1,578,192 3.5 1,556,856 3.5

9 2,308,258 26 1,191,487} 27| 1.16771] 2.5

10 3,374,960 3.8 1,765,195(. 4.0 1,609,765 3.6

11 1,610,123 1.7 783,263 1.8 726,860 1.6

12 2,641,020 3.0 1,391,133 3.1 1,249.887] 2.8

13| - 1,857,299 2.1 962,833 22 894,466 2.0

14| . 1,765,279 2.0 910,114 20 855,1656| 1.9

16 2,623,723 29/ 1,357,465] 3.0 1,266,258 2.8

16 1,650,412 1.9 797,291 1.8 853,121 19

17 1,457,747 1.6 706,913 1.6 750,834; 1.7

18 2,451,926 2.8 1,114,815 2.5 1,337.111] 30

19 1,151,980 1.3 552,327 1.2 599.6563| 1.3

20 3,681,355 4.1 1,446,440 3.2 2234,915| 5.0

21 933,646 1.0 453,861 1.0 479,785 1.1

22 1,268,959 1.4 465,671 1.3 703,288 1.6

23 990,477 1.1 468,578 1.1 521,899 1.2

24 - 797.133 0.9 379,763 09 417,830 0.9

25 3,459,769 3.9 1,414,133 3.2 2,045,636 4.6

26 857,656 1.0 406,938 0.9 450,718] 1.0

27 1,047,806 1.2 526,103 1.2 521,703 1.2

28| 1,350,147 1.5 636,149 14 - 713,998] 16

200 596,293 0.7 321,416 0.7 274,877 0.6

304 - 3,895,084 44 1,678,846 3.8 2,216,238 60

31 455,155 0.5 266,350 0.6 188.805| 0.4

32 830,735 09 449,588 1.0 381,147 09

B33 oo 0399,524( 0.4 227,795 05 171,729 0.4

g A 1 04 186,050 0.4} 147,379 0.3

2.7 1,204,919 2.7 1,207,586{ 2.7

0.5 241,784 0.5 204,391 0.5

0.5 257,186 0.6 175906| 0.4




_AGE BOTH SEXES . MALES| .In% FEMALES| . in %
38| 629,935 330,399, . 0.7 299.536] 0.7
39 293,226 172,583 04 120,643| - 0.3
40 2,824,028 1,365,049 3.1 1,458,979 3.3
4] 232,386 141,392 0.3 90,994 0.2
42 419,221 242,308 0.5 176,913 04
43 227,603 135,674 0.3 91,829 0.2
44 142,780 86,774 0.2 56,006 0.1
45 1,490,881 - 809.497 1.8 681,384| 1.5
46 - 201,582 123,062 0.3 78,520| - . 0.2
47| - 215724 131,648 0.3 84,076| 0.2
48 -340,610 187.129 0.4 153,481 0.3
49 - 167,906 . 103,765 0.2 . 64141 - 00
50 . 1,975757| “'22[ - . 1045645 2.3 930,112 2.1
51 132,186 77,090 0.2 55,096f 0.1
52 242,772 135,780 0:3 106,992|. - 0.2
53 110,484 66,772 0.1 43,712 0.1
54| -+ 109,600 63,3631 - 0.1 46,2371 . 0.1
85 623,171 350,085] 0.8 273,086] 0.6
56 163,684 91,883 0.2 61,801 0.1
57 119,276 71,285 0.2 47,9911 0.1
58 153,146 82,463 0.2 70.683; 0.2
59 70,492 42,659 0.1 27,833 0.1
60 1,368,131 723,104 1.6/ 645,027| 1.5
61 68,922 40,046 0.1 28,876; 0.1
62 133,332 67,344 0.2 65988 0.1
63 65,673 37,299 0.1 28,2741 0.1
64 54,416 31,008 0.1 23.408| 0.1
65] 501,290 261,525 0.6 239.765| 0.5
66 45,354 27,509 0.1 17.845 —
67| 74,689 43,827 0.1 30,862 0.1
68 97,452 48,928 0.1 48,524 0.1

. 69 945,155 24,751 0.1 20,404 —
70 719,009 401,036 09 317.973| 0.7
71 37,201 21,792 — 15,409 —
72| 79,199 39,108 0.1 40,091} 0.1
73] 29,073]. 17,656 — 11,617 —
74| - 21,820 12,694 — | 9,126 —
751 . 241,043 132,935 0.3 - 108,108] 0.2
76| - 27.057 | 15,385 — 11,672 —
774 24,618 14,108 — 10,615 -
78] . 40,695 22,546 0.1 18,149 —
790 . 18.410{. - 10,486 — 7.924 —
80| - = 403877 _ 218712 0.5 185,165 0.4
81 19,037 10,343 — 8,694 —
82 . 34,021 . 15,692 — 18329 —
83 11,3431 6,276 — 5,068 —

3 84{ - 12,408 | 7037 = 53711 —
. 85+ 42,989} 230,585 05 194,404 04
Population in States by Sex and Sex Ratio
STATE NAME . MALES FEMALES| SEX RATIO
AKWA IBOM < 1,167,829 1,241,784} 94.04
ANAMBRA - 1,374,671 1,421,804 96.68
BAUCHI 2,192,423 2,158,584 . 101,57




MALES

STATE NAME FEMALES| SEX RATIO
EDO 1,085,156 1,086,849 99.84
BENUE 1,368,965 1,384,112 98.91
BORNO 1,296,111 1,239,892 104.53
CROSS-RIVER 956,136 955,161 100.10
ADAMAWA 1,050,791 1,051,262 99.96
IMO 1,166,448 1,319,187 88.42
KADUNA 2,041,141 1,894,477 107.74
KANO 2,958,736 2,851,734 103.75
KATSINA 1,860,658 1,892,475 98.32
KWARA 773,182 775,230 99.74
LAGOS 3,010,604 2,714,512 11091
NIGER 1,252,466 1,169,115 107.13
OGUN 1,147,746 1,185,980 96.78
ONDO 1,881,884 1,903,454 98.87
PYO 1,711,428 1,741,292 98.28
PLATEAU 1,657,209 1,655,203 100.12
RIVERS 2,239,558 -~ 2,069,999 108.19
SOKQOTO 2,208,874 2,261,302 97.68
ABIA 1,125,999 1,212,488 92.87
DELTA 1,271,932 1,318,569 96.46
ENUGU 1,475,648 1,678,732 87.90
JIGAWA 1,455,780 1,419,745 102.54
KEBBI 1,035,723 1,032,767 100.29
KOG! 1,039,484 1,108,272 93.79
OSUN 1,043,126 1,115,017 93.55
TARABA 759.872 752,291 101.01
YOBE 714,729 684,958 104.35
ABUJA (FCD 205,299 166,375 123.40
COUNTRY TOTAL 44,529,608 44,462,612 100.15
Population Distribution by Age in Five Year Groups and Sex
AGE MALES| in% FEMALES| in% BOTH SEXES| in%
GROUP
0-4 7,344,454 16.5 6,999.435| 16.7 14,343,889| 16.1
5-9 7.374,314| 16.6 7.126,144| 16.0 14,500,458| 16.3
10-14 5,812,538| 13.1 5,336,143] 120 11,148,681 125
156-19 4,528,811] 10.2 4,806,977 10.8 9,335,788 10.5
20-24 3,314,303 7.4 4,357,267 9.8 7,671,570 8.6
25-29 3,304,739 7.4 4,006,932] 9.0 7.311,671 8.2
30-34 2,808,629 6.3 3,105,298 7.0 5,913,927 6.6
35-39 2,206,871 5.0 2,008,062 4.5 4,214,933 4.7
40-44 1,971,197 4.4 1,874,721 4.2 3,845,918 4.3
45-49 1,355,101 3.0 1,061,602| 24 2,416,703 2.7
50-54 1,388,650 3.1 1,182,149 27 2,570,799 2.9
55-59 638,375 1.4 481,394 1.1 1,119,769 1.3
60-64 898,801 2.0 791,673] 1.8 1,690,374 1.9
65-69 406,540 0.9 257,400f 0.8 963,940 0.9
70-74 492,186 1.1 394116 0.9 886,302 1.0
75-79 195,455 0.4 156,368] 04 351,823 04
80-84! . 258,059 0.6 222,627 05 480,686 0.5
85+ 230,585 0.5 194,404 04 424,989 0.5
TOTAL| = 44,529,608| 50.0 44,462,612| 50.0 88,992,220 100.0
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A: Organizational Structure of Nursing at the Federal Level
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B: Structure at the State Level
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C: Structure at the Loeal Level -~ - oo

. Head of Department (Nursing)
CNO/CHO/PH Coordinator

|

-Asst. HOD (ACNO/CHO).. .-

l!’nmunizcﬁon AIDS/HIV Coﬁtl;ol NuITrItlon PI-IIC Mecs]remem‘
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Chief NL‘JVrsing Officer/Community HeloOfﬂcers In chcrgé of Clinics
- - Assistant Chief Nursing Officer
.+ - Principal Nursing Officer
" “Senlor Nursing Officer
‘ _Nursing Officer
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Appendix 4
Population in States by Sex and Number of Households (Nigeria)
STATE NAME NUMBER OF MALES FEMALES |BOTH SEXES
HOUSEHOLDS
AKWA IBOM - 473,445] 1,167.829| 1,241,784[ 2,409,613
ANAMBRA 686.921| 1,374,671| 1,421,804] 2,796,475
BAUCHI. ... 774,554 2,192,423| 2,158,584 4,351,007
EDO 441,798| 1,085,156] 1,086,849| 2,172,005
| BENUE 498,654| 1,368,965] 1,384,112 2,753,077
BORNO . 9626591 1,296,111] 1,239.892| 2,536,003
CROSS-RIVER 392,494 956,136 955,161 1,911,297
ADAMAWA 406,683 1,050,791| 1,051,262 2,102,053
MO , 541,396| 1,166,448 1,319,187] 2,485,635
KADUNA ' 721,784| 2,041,141 1,894,477 3,935,618
TKANO , 1,120,811  2,958,736| 2,851,734| 5,810,470
KATSINA ' 722,000{ 1,860,658] 1,892,475 3,753,133
1 KWARA 326,804 773,182 775,230 1,548,412
LAGOS 1,293,379  3,010,604] 2,714,512] 5, 725116
NIGER 454,143 1,252,466| 1,169,115| 2,421,581
OGUN 578,835| 1,147,746] 1,185,980 2,333,726
ONDO 821,231| 1,881,884 1,903,454 3,785,338
PYO 769,625 1,711,428| 1,741,292| 3,452,720
PLATEAU 678431| 1,657,209| 1,655203] 3,312,412
RIVERS 815,322 2,239,558| 2,069,999| 4,309,557



MALES

STATE NAME 'NUMBER OF . FEMALES [BOTH SEXES
' HOUSEHOLDS ' : :
SOKOTO 895.496| 2208,874| 2.261,302| 4,470,176
ABIA 510971] 1,125,999 1,212,488| 2,338,487
DELTA ~ 573,042 1,271,932] 1,318,659 2,590,491
ENUGU 638,113| 1,475,648| 1,678,732| 3,154,380
JIGAWA 570,492| 1,455,780 1,419,745 2.875,525
KEBBI 380,996| 1,035,723 1,032,767| 2,068,490
KOGI 395.389] 1,039.484! 1,108,272 2,147,756|
OSUN 485,637] 1,043,126| 1,116,017 2,158,143
TARABA 273,951 759.872 762,291] 1,512,163
YOBE 288,393 714,729 684,958| 1,399,687
ABUJA (FC 86,254 205,299 166,375 371,674
COUNTRY TOTAL 17,979,503 | 44,529,608 | 44,462,612| 88,992,220
Population Distribution by Single Years of Age and Sex

AGE BOTHSEXES| in% MALES| in% FEMALES!| in %

0 2,134,586 24 1,101,442 25 1,033,144 2.3

1 2,918,647 3.3 1,523,589 3.4 1,395,068] 3.1

2 3,074,556 3.5 1,554,733 3.5 1,519.823] 34

3 3,021,536 3.4 1,630,517 34 1.491.019| 34

4 3,194,564 3.6 1,634,173 3.7] 1,560,391 3.5

5 3,091,456 3.5 1,566,614 3.5 1,624,842 3.4

6 3,109,699 3.5 1,583,455 3.6 1,526,244 34

7 2,855,667 3.2 1,454,566 3.3 1,401,431 3.2

8 3,135,048 3.5 1,578,192 3.5 1,556,856 3.5

9 2,308,258 26 1,191,487} 27| 1.16771] 2.5

10 3,374,960 3.8 1,765,195(. 4.0 1,609,765 3.6

11 1,610,123 1.7 783,263 1.8 726,860 1.6

12 2,641,020 3.0 1,391,133 3.1 1,249.887] 2.8

13| - 1,857,299 2.1 962,833 22 894,466 2.0

14| . 1,765,279 2.0 910,114 20 855,1656| 1.9

16 2,623,723 29/ 1,357,465] 3.0 1,266,258 2.8

16 1,650,412 1.9 797,291 1.8 853,121 19

17 1,457,747 1.6 706,913 1.6 750,834; 1.7

18 2,451,926 2.8 1,114,815 2.5 1,337.111] 30

19 1,151,980 1.3 552,327 1.2 599.6563| 1.3

20 3,681,355 4.1 1,446,440 3.2 2234,915| 5.0

21 933,646 1.0 453,861 1.0 479,785 1.1

22 1,268,959 1.4 465,671 1.3 703,288 1.6

23 990,477 1.1 468,578 1.1 521,899 1.2

24 - 797.133 0.9 379,763 09 417,830 0.9

25 3,459,769 3.9 1,414,133 3.2 2,045,636 4.6

26 857,656 1.0 406,938 0.9 450,718] 1.0

27 1,047,806 1.2 526,103 1.2 521,703 1.2

28| 1,350,147 1.5 636,149 14 - 713,998] 16

200 596,293 0.7 321,416 0.7 274,877 0.6

304 - 3,895,084 44 1,678,846 3.8 2,216,238 60

31 455,155 0.5 266,350 0.6 188.805| 0.4

32 830,735 09 449,588 1.0 381,147 09

B33 oo 0399,524( 0.4 227,795 05 171,729 0.4

g A 1 04 186,050 0.4} 147,379 0.3

2.7 1,204,919 2.7 1,207,586{ 2.7

0.5 241,784 0.5 204,391 0.5

0.5 257,186 0.6 175906| 0.4




_AGE BOTH SEXES . MALES| .In% FEMALES| . in %
38| 629,935 330,399, . 0.7 299.536] 0.7
39 293,226 172,583 04 120,643| - 0.3
40 2,824,028 1,365,049 3.1 1,458,979 3.3
4] 232,386 141,392 0.3 90,994 0.2
42 419,221 242,308 0.5 176,913 04
43 227,603 135,674 0.3 91,829 0.2
44 142,780 86,774 0.2 56,006 0.1
45 1,490,881 - 809.497 1.8 681,384| 1.5
46 - 201,582 123,062 0.3 78,520| - . 0.2
47| - 215724 131,648 0.3 84,076| 0.2
48 -340,610 187.129 0.4 153,481 0.3
49 - 167,906 . 103,765 0.2 . 64141 - 00
50 . 1,975757| “'22[ - . 1045645 2.3 930,112 2.1
51 132,186 77,090 0.2 55,096f 0.1
52 242,772 135,780 0:3 106,992|. - 0.2
53 110,484 66,772 0.1 43,712 0.1
54| -+ 109,600 63,3631 - 0.1 46,2371 . 0.1
85 623,171 350,085] 0.8 273,086] 0.6
56 163,684 91,883 0.2 61,801 0.1
57 119,276 71,285 0.2 47,9911 0.1
58 153,146 82,463 0.2 70.683; 0.2
59 70,492 42,659 0.1 27,833 0.1
60 1,368,131 723,104 1.6/ 645,027| 1.5
61 68,922 40,046 0.1 28,876; 0.1
62 133,332 67,344 0.2 65988 0.1
63 65,673 37,299 0.1 28,2741 0.1
64 54,416 31,008 0.1 23.408| 0.1
65] 501,290 261,525 0.6 239.765| 0.5
66 45,354 27,509 0.1 17.845 —
67| 74,689 43,827 0.1 30,862 0.1
68 97,452 48,928 0.1 48,524 0.1

. 69 945,155 24,751 0.1 20,404 —
70 719,009 401,036 09 317.973| 0.7
71 37,201 21,792 — 15,409 —
72| 79,199 39,108 0.1 40,091} 0.1
73] 29,073]. 17,656 — 11,617 —
74| - 21,820 12,694 — | 9,126 —
751 . 241,043 132,935 0.3 - 108,108] 0.2
76| - 27.057 | 15,385 — 11,672 —
774 24,618 14,108 — 10,615 -
78] . 40,695 22,546 0.1 18,149 —
790 . 18.410{. - 10,486 — 7.924 —
80| - = 403877 _ 218712 0.5 185,165 0.4
81 19,037 10,343 — 8,694 —
82 . 34,021 . 15,692 — 18329 —
83 11,3431 6,276 — 5,068 —

3 84{ - 12,408 | 7037 = 53711 —
. 85+ 42,989} 230,585 05 194,404 04
Population in States by Sex and Sex Ratio
STATE NAME . MALES FEMALES| SEX RATIO
AKWA IBOM < 1,167,829 1,241,784} 94.04
ANAMBRA - 1,374,671 1,421,804 96.68
BAUCHI 2,192,423 2,158,584 . 101,57




MALES

STATE NAME FEMALES| SEX RATIO
EDO 1,085,156 1,086,849 99.84
BENUE 1,368,965 1,384,112 98.91
BORNO 1,296,111 1,239,892 104.53
CROSS-RIVER 956,136 955,161 100.10
ADAMAWA 1,050,791 1,051,262 99.96
IMO 1,166,448 1,319,187 88.42
KADUNA 2,041,141 1,894,477 107.74
KANO 2,958,736 2,851,734 103.75
KATSINA 1,860,658 1,892,475 98.32
KWARA 773,182 775,230 99.74
LAGOS 3,010,604 2,714,512 11091
NIGER 1,252,466 1,169,115 107.13
OGUN 1,147,746 1,185,980 96.78
ONDO 1,881,884 1,903,454 98.87
PYO 1,711,428 1,741,292 98.28
PLATEAU 1,657,209 1,655,203 100.12
RIVERS 2,239,558 -~ 2,069,999 108.19
SOKQOTO 2,208,874 2,261,302 97.68
ABIA 1,125,999 1,212,488 92.87
DELTA 1,271,932 1,318,569 96.46
ENUGU 1,475,648 1,678,732 87.90
JIGAWA 1,455,780 1,419,745 102.54
KEBBI 1,035,723 1,032,767 100.29
KOG! 1,039,484 1,108,272 93.79
OSUN 1,043,126 1,115,017 93.55
TARABA 759.872 752,291 101.01
YOBE 714,729 684,958 104.35
ABUJA (FCD 205,299 166,375 123.40
COUNTRY TOTAL 44,529,608 44,462,612 100.15
Population Distribution by Age in Five Year Groups and Sex
AGE MALES| in% FEMALES| in% BOTH SEXES| in%
GROUP
0-4 7,344,454 16.5 6,999.435| 16.7 14,343,889| 16.1
5-9 7.374,314| 16.6 7.126,144| 16.0 14,500,458| 16.3
10-14 5,812,538| 13.1 5,336,143] 120 11,148,681 125
156-19 4,528,811] 10.2 4,806,977 10.8 9,335,788 10.5
20-24 3,314,303 7.4 4,357,267 9.8 7,671,570 8.6
25-29 3,304,739 7.4 4,006,932] 9.0 7.311,671 8.2
30-34 2,808,629 6.3 3,105,298 7.0 5,913,927 6.6
35-39 2,206,871 5.0 2,008,062 4.5 4,214,933 4.7
40-44 1,971,197 4.4 1,874,721 4.2 3,845,918 4.3
45-49 1,355,101 3.0 1,061,602| 24 2,416,703 2.7
50-54 1,388,650 3.1 1,182,149 27 2,570,799 2.9
55-59 638,375 1.4 481,394 1.1 1,119,769 1.3
60-64 898,801 2.0 791,673] 1.8 1,690,374 1.9
65-69 406,540 0.9 257,400f 0.8 963,940 0.9
70-74 492,186 1.1 394116 0.9 886,302 1.0
75-79 195,455 0.4 156,368] 04 351,823 04
80-84! . 258,059 0.6 222,627 05 480,686 0.5
85+ 230,585 0.5 194,404 04 424,989 0.5
TOTAL| = 44,529,608| 50.0 44,462,612| 50.0 88,992,220 100.0
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Development

of corps of well
informed nurses (1)

Nursing ét policy \"
and decision
. making 1¢vel 2)

Research in
nursing adminis-
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education (5)

Nursing strategies
for health for all

4 3

f}?::;lgzrtlt:ll] - Nursing practice
levels of nursing ch;rgl('lsI)nary health \/

education (4)

Fig. 3.1: Five strategies for change adapted by National Nurses Associations for their role
in HFA through PHC g 3 :

.
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EXECUTIVE DIRECTOR
ZONAL
COORDINATORS
| I
DEPT. OF
DEPT. OF PHC OPERATIONS DEPT. OF PLANNING

ADMIN & FINANCE ANDSTATISTICS
| B
Personnel Malxagement PHC Services Community Planning and Research

Finance and Accounts

Social Mobilization Training

Fig. 4.1: Structure of the agency at federal level

Development Advocacy and

Monitoring and Evaluation

ZONAL COORDINATOR
ASST. COORD. | | ASST. COORD. || ASST.COORD. ASST. COORD, | | ASST. COORD.
FAMILY ESSENTIAL HEALTH EDU. RECORD, M&E | | EPI/CDD/ARY/
SERVICES DRUG & DRF COMMUNITY CONTINUING CCD
MOBILIZATION EDUCATION
& WATSAN

Fia. 4.2: Structure of the aaencv at zanal laval




