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I. INTRODUZT"

The purpose of this assignment was to assist the Agency

for International Assistance (AID) in a final evaluation of
Project 620-11-580-789, Family Health Training (Nigeria).-
The Family Health Nurse Training Project, under the
direction of Professor O. Ransom-Kuti, former Director

of the Institute of Child Health, Lagos, Nigeria was to

be reviewed in terms of whether its objectives/purposes

were met, as well as its actual outputs and impact, and

to make recommendations regarding methods by which
implementation of the State Grant Program may be accelerated.

Specifically, the team was to evaluate and make recommendations
on the following points:

1. Contribhution of the project to the improvement
of the system of delivering preventive and
curative services.

2. Integration of family planning counseling and
services with the MCH system.

3. The appropriateness of health training for
auxiliary manpower.

q. The effectiveness of nurse-trainers.
5. Services offered by state health centers.

6. Quality and appropriateness of data from the
Shomolu Survey for purposes of change measurement
and attribution of course, particularly
infant mortality and attitudinal and practice
changes relative to family planning.

7. Impact of project an operational plans for
Basic Health Services Scheme.

8. Make recommendations for means by which
implementation of state grant program may be
speeded up.

The site visits in Nigeria occurred between February 14
and March 19, 1978.



II. OVERVIEW AND FINDINGS

The activities of the consultants centered around the
assessment of three aspects of the project: the services
provided by the Family Health Nurses in the various
clinics established throughout Nigeria, the educational
program designed to train the Family Health Nurses, and
the research and evaluation activities established to
periodically collect data related to the population
served by the Family Health Clinics.

A.

FAMILY HEALTH CLINIC SERVICES

Over the past fifteen years, Nigeria has developed
a system of basic health services which depends on
nurses and midwives, rather than physicians, for
direct health care. During the 1960's, a demon-
stration project was established in which mothers
and children were cared for by trained nurses.

The study demonstrated statistically that the
mothers and children who were cared for constantly
by nurses had less morbidity and mortality than a
comparable community visited weekly by a physician.
Immunization rates were higher, nutritional status
was significantly improved, and attendance at
well-child and sick-child clinics was more frequent
and regular.

Incorporating the principles and practices of this
successful rural clinic demonstration program, and
with collaboration from the Departments of Community
Health and Pediatrics of the Lagos University

College of Medicine, the Family Health Clinic was
established in a low income area of Lagos, Nigeria.

A population of 30,000 was outlined and it was referred
to as the clinic on Gbaja Street. Women and their
children received preventive and curative services
including nutrition counseling, immunizations, and
prenatal and family planning care from a staff
consisting mainly of nurses with a pediatrician
available for conuultation in complicated or

emergency cases. Field Health Workers from the

clinic visited hores to collect social and demographic
data, to educate residents about common problems,

and to refer them to the clinic for periodic and
emergency care. Every patient had his or her own
health record which was kept at home and brought

to the clinic on visits.

The success of this health care project led to the
funding of Prcject 620-11-580-789, Family Ilecalth
Training (Nigeria) which is evaluated herein. The
principal investigator in the project, Profecssor

O. Ransome-Kuti had been planning and negotiating
with the Nigerian government and USAID to formalize
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the program on a larger scale in which a new
expanded model service would be established as
well as a training center near Lagos. In the fall
of 1973, the Oguntolu Street Family Health Clinic
in the Shomolu-Muslin area of Lagos was opened as
a training site. During the next three years
téams of nurses were trained from Calabar, Katsina,
Ife, Kano, and Port Harcourt. Trainees spent 4 and
1/2 months at the new Lagos center and learned
skills in medical practice, administration, and
teaching. These trainee teams were selected and
sent for training only after the state government
had agreed to establish and maintain the anticipated
health clinics. The Institute of Child Health in
Lagos invested funds in the Shomolu Training
Center and USAID also lent support for renovating
and equipping the facilities and in providing some
staff and supplies for the first operating year.
Currently, the first five teams trained are now
back in their home settings and have begun service
and training programs. Originally, it was planned
to train eight teams, but the number was reduced
to six because of the effects of inflation. Eight
tlinic sites were visited by the evaluators -- two
by Dr. Fischman and seven by Dr. Fitch -- and are
described below. (Also see Appendix A)

1. Oguntolu Street Family Health Clinic, Shomolu

The Shomolu Clinic is the largest and best
known of all of the Family llealth Clinics.
Patterned after the demonstration c¢linic at
Ghaja Street, this clinic uses nurses in an
expanded role in the comprehensive care of
mothers and children. 1In this setting, the
clinic serves a target community of 30,000

and evaluates the effect of service on that
community. Services include preventive and
curative care, health education and counseling,
food demonstrations, immunizations, prepackaged
drugs, integrated childspacing services, and

a home-based record system. The Oguntolu
Streect Family Health Clinic also serves as

the demonstration service and training site

for the institute of Child Health Family
Health Nurse Training Project. Referrals are
made for prenatal care to the lealth Department
Clinic which is in the building adjacent to

the Clinic. 1In the same building is a maternity
clinic with nine beds staffed by nine mid-
wives. Approximately 200 deliveries a month
are done in this unit.

The Oguntolu Street Family Health Clinic
began providing carc to a defined arca in
Shomolu in July 1974. Pprior to opening the
clinic, the target areca had been enumerated
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by the Research and Evaluation Unit in order
to provide information about the community,
including baseline data for later evaluation
of the work of the clinic. The target area
is divided into five sections, each of which
is assigned two family health nurses, two or
three field health workers, and one or two
field health assistants.

The staff of the Family Health Clinic include
a physician, who acts as consultant and
educator, seeing only those patients referred
by the family health nurses; a senior nursing
sister in charge of the clinic; additional
nursing sisters and community midwives who
provide primary care according to standing
orders;* clinic assistants who register
families, weigh children, do hemoglobin
testing, immunizations, and packaging of
drugs; field health workers who carry out
research and evaluation in the community for
a research sample of 5,000 people in the
target area; and field health assistants who
carry out education, referral and follow-up
in the community for at least 25,000 people
in the target area and who help register
patients in the clinic on a rotating schedule.

In addition to basic qualifications in nursing
and midwifery, all nurses in the Family

Health Clinic have undergone the 4 1/2 month
intensive training program in primary pediatrics
and maternal health care, child-spacing
services, clinic organization and management,
and community health. The curative services
provided in the clinic include the examination,
diagnosis and treatment of common health
problems according to Standing Orders developed
by Dr. Ransom-Kuti and the Family Health
Project Team.

The Standing Orders are divided into those
for pediatric conditions, adult conditions,
and child-~spacing, and provide a complete and
well organized guide that can be followed in
the event that a deviation from normal is
identified. The document is actually more

The Family Health Sister has had 5-1/2 years of
education plus 2 years experience (3 1/2 yecars of
general nurses' training, 1 year of public health,
and 1 year of midwifery). The Community Midwife
has had three yecars of education ( 1 1/2 years of
midwifery, 1/2 year of public health, and 1 year

of general nursing),



comprehensive than a mere listing of standing
orders, in that it describes how to assess,
evaluate and treat specific conditions. The
Standing Orders provide a overview of the
condition, list the questions the examiner
should ask the patient, describe the symptoms
which may occur in various bodily systems,

and then relate specific findings with specific
actions. The final action, such as "review
next day", "check weight loss", or "review on
return from hospital", are all clearly stated.
A referral to the doctor is actually made in
less than 10 percent of the families seen.
Patients requiring hospital care are referred
to Lagos University Teaching Hospital or
Island Maternity Hospital.

The Standing Orders written for situations
related to child-spacing are complete as well

as humanistic. They include, not only the
medical components of care, but take into
account the social, cultural, and psychological
variables which are so crucial in the acceptance
and continuous use of contraceptive methods.
Included in these Standing Orders are guidelines
for the assessment and management of the

first contraceptive visit, IUD insertion,
vaginal discharge, and various complications,
related to the IUD and oral contraceptives.

A section on infertility includes an overview

of the condition, pertinent questions to be
asked, examination of the patient, and specific
findings which are then correlated with the
appropriate actions.

Observation of the Oguntolu Street Family
Health Clinic revealed a very active and
crowded service, but a well organized one.

The staff had well defined duties, appeared
confident in the conduct of their patient

care, and seemed to function well as a team.
Approximately 500 persons attend the clinic
each day. The mothers spend approximately 3 to
4 hours at the clinic, although during that
time all of the services are provided.

Paticnt flow was well controlled and included

the following stages: registration, weighing,
interviewing and cxamination of the mother

and her children by the nurse, exit interview

to maintain and reinforce the mother's understanding
of the condition and its treatment, and

injections, immunizations, and minor procedures,
e.g. hemoglobin, blood pressurec, and urine.

Family planning services arc recadily available
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to those who desire them. All of the Family
Health Nurses have been trained to provide

family planning services which include prescribing
the oral contraceptive and inserting the
intrauterine device. In addition, health
education lectures are provided cach morning
before the mothers and their children are

seen by the nurses, of which one each week is

on family planning.

Calabor and Katsina Family Health Clinics

These two Family Health Clinics follow the
above described model although on a smaller
scale. The family health nurses provide
pPrimary care to mothers and babies as they
have been trained to do and appear to function
in an organized and systematic manner.
Approximately 100 to 200 mothers and children
are seen in these clinics ecach day where all
services, preventive and curative, are available
as described for the Oguntolu Street Family
Health Clinic. Family Planning services are
available and the mothers are so informed

each morning before the clinic services

begin. 1In addition, health cducation lectures
and food cooking demonstrations arc conducted.
Research and cecvaluation efforts have been
concentrated in these clinics as in Shomolu.

Abeokuta Family Health Clinic

The Family Health Clinic at Abeokuta has been
open for only scveral months and the nurses
have not yet taken the Family Health Nurse
Training Program. The nurses were observed
doing hcalth lectures using songs and dance
to convey their messages. Approximately 50
mothers and their children were in attendance
at the clinic.

Kano, Ife, and Port Harcourt Clinics

The clinics in these threce locations are not
yet functioning. Construction is underway in
all three sites with the Kano and Port larcourt
Clinics being ncarest to completion. The
construction contract was only recently

signed in 1fe.

Sokoto Clinic

The philosophy of the Family Health Clinic is
not as apparcnt in the Sokoto clinic. The
clinic is located on the grounds of the
regional hospital in a building which ig
largely used as the outpaticent maternal and
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child health clinic. Of the 200 to 300
patients who attend the clinic cach day, only
about 25 were assigned to the Family Health
Clinic; thus, most of the care was provided
by physicians rather than family hecalth
nurses.

The population in Sokoto, northern Nigeria,

is primarily Muslim and thercfore the acceptance
of family planning is low. Most of the women
will not practice contraception without
permission from their husbands and many of

them are reluctant to even discuss the subject
with thear husbands. In some cases, husbands

do not allow their wives to lecave the compounds
cven for the purpose of taking a sick child

to the clinic.

FAMILY HEALTH NURSE TRAINING PROGRAM

The sccond major component of the Project is the
Educational Unit of the Institute of Child Health.
The staff, several of whom have Masters in Public
Health degrees, are responsible for the development
of the curricula and resource materials for the
Family Health Nurse Training Program and periodically
conduct the 4 1/2 month training programs. To

date, over 50 nurses have been trained by this

unit. We reviewed the generiel and instructional
objectives for the Family Health Nurse Training
Program as well as the tentative program for the
training scheduled from the 6th of March to the

21st of July, 1978. 7The content of the program
includes the following topics: child health care,
maternal health care, clinic organization and
management, supcervision and evaluation, communication
and tcaching, and community health. The materials
arc comprchensive, yet concise, and appear to have
had a considerable amount of effort put into their
development.,

The Family Health Nurse Training Program for 12
nurscas from Abceokuto which was to have begun on
March 6 was cancelled as only three nurses arrived
despite Dr. Ransome-Kuti's cefforta.  The non-
attendance of the remaining nursen were attributed
to the lack of utaff to provide care In their
abuacence.  We are not aware of how thla situation
wan cventually resolved,

EVALUATION AND HESEARCH UNTT

The third major conponent. of the Family Health
Nurne Tralning Project fo the Evaluation and
Rancarch Unit which han two maln functionn: 1) to
link the clinfce and the community via nurvey work
and community liainon, referral into the c¢linie,
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and health education in the community with follow-
up of clinic patients, and 2) research and evaluation
of clinic services.

The initial activity of the Evaluation and Research
Unit was to survey the target community of 30,000
people and obtain information on the socioeconomic
and demographic characteristics of the population
(household composition, age, sex, education,
occupation, ethnic group, religion) and the living
condition of households (number of rooms occupied,
type of water supply, sewage disposal). Periodic
data are also collected related to the health
practices of mothers and children under six years
of age and include immunizations, arm circumference
measurement, feeding practices, child care arrangements,
bregnancy status and attitudes, prenatal care, and
child-spacing practices.

A file is kept on all mothers of children five
‘years of age and under in the target area. The
Family Health Worker issues referral slips to
mothers inviting them to register their children
in the clinic. Those mothers who do not bring
their children to the clinic are followed up. The
Family Health Workers are also trained to provide
basic health education in the homes and to give
advice on clinic attendance, hygiene and home
safety, nutrition, communicable diseases and the
importance of immunization. They refer to the
clinic any sick children they encounter, as well
as women in need of prenatal care or child-spacing.

The major activity of the Evaluation and Research
Unit is to conduct periodic socio-demographic
surveys to assess the progress of the project and
to measure its achicvement in improving the health
of the target community. Specifically, the project
has attempted to demonstrate a significant decline
in infant and maternal mortality, a decline in the
crude birth rate, an improvement in the nutritional
status of the target community, increasecd understanding
on the part of the mothers in the community of
health matters and infant and child care, and the
women's attitudes toward child-spacing practices.
Tests of reliability have been built into these
houschold surveys. Despite a thorough search of
the files at the Lagos University Tecaching Hospital
and at the Evaluation and Research Unit's office

in Randall, a complcte sct of these survey reports
could not be obtained. A few copies from cach of
the various clinics were located, but the data

arc too incomplcte to allow for an adequate assessment
of the project's cffect upon the above listed
parameters.



Mr. S. Idowu, Head of the Research and Evaluation
Unit is Katsina provided a fairly complete set of
statistical data from the surveys which have been
conducted in that community every four months for
the past two years. The wide fluctuations of
crude birth rates and infant mortality rates which
were computed illustrate the many problems that
are encountered when collecting survey data in
developing countries and the difficulties inherent
in using small sample sizes. For example, over a
two year period, the crude birth rates varied from
46 to 67 live births per 1,000 population, while
the infant mortality rates ranged from 115 deaths
per 1,000 live births to 34 deaths per 1,000 live
births.

The staff of the Evaluation and Research Unit were
also unavailable to the consultants. The head of
the unit, Mrs. Anne Bamisaiye, was in England
because of ill health. The second in charge, Mr.
Opeyemi Adegoye, had left the area to return to
school for further education, and the third in
command, Mrs. Abodunde, was in the hospital during
our visit. The fourth person in charge, Mrs.
Nwaenyi, supervisor of the Field Health Workers at
the Oguntolu Street Family Health Clinic was
unable to locate a complete set of the cvaluation
reports.

Only two annual reports, both of which are from

the Calabar Family Health Clinic was obtained, and

are attached as they provide an overview of the

daily activities of a typical family health clinic.
(Appendix B) The data consist of counts only and
their accuracy can not be determined. The enumeration
of the family planning activities indicated that

the number given family planning advice declined
sharply from 1976 to 1977 (752 to 474), whereas

the number receiving family planning services
increased slightly (776 to 874). Approximately

half of the women who receive family planning
information do not accept a birth control method,
indicating that they planned to abstain which

conforms with traditional taboos against sexual
intercourse for the first year after a baby is

born. The remaining women tended to chose cither

the oral contraceptive or the intrauterine device.

In both years, the acceptance rate for the intrauterine
device was higher than that for the oral contraceptive
by approximately 100 to 200 patients. The total
number of women who accepted these two methods
increased in 1977 by almost 200, while the number

of women given the condom increased four fold.



III. SUMMARY

CONTRIBUTION OF THE PROJECT TO THE IMPROVEMENT
OF THE SYSTEM OF DELIVERING PREVENTIVE AND CURATIVE
SERVICES.

There is rno doubt that the Family Health Nurses as
currently trained are conscientious znd competent
providers of preventive and curative care to
mothers anrd their young children. There has been
discussion of expanding their repertoire to include
the care of older children and males and it is our
impression that they are quite capable of incorporating
these expanded functions if provided with the
necessary training. Hard data are currently
lacking to demonstrate statistically whether
morbidity and mortality have been reduced by the
Family Health Nurse system of health care delivery.
Conversely, there is no evidence that the health
situation has deteriorated since the initiation of
the Project. The demonstration program which was
evaluated by Dr. Nicholas Cummingham in the mid-
1960's showed that family health nurses were
effective in significantly reducing morbidity and
mortality in a select population for which they
provided care. As the Family Ilealth Nurses are
continuing to function in the same way, there is
no reason to suspect that their effectiveness has
been diminished or eliminated.

The apparent success and acceptance of the health
care model developed by this project has led the
federal government to adopt a similar, expanded
plan to provide health care to the population at
large. By serving as a model for the Basic Health
Services Scheme Implementation Program with Dr.
Ransome-Kuti as its Director, this project has
contributed to the improvement of the system of
delivering preventive and curative services in
Nigeria.

INTEGRATION OF FAMILY PLANNING COUNSELING AND
SERVICES WITHIN THE MCH SYSTEM.

The family health clinics that are operating with
nurses who have undergone the family health nurse
training have integrated their family planning
gervices with the other services provided for the
mothers and their babies. 1In general, a specific
family health nurse is assigned to provide family
Planning counseling and methods to all of the
women, and a separate room is set aside for the
provision of that care. The family health nurses
appeared supportive of the concept of child-
spacing and readily referred their clients who
expressed interest in such care to the Family Planning
Nurse. 1In this comprchensive care setting, family
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Planning appears to receive appropriate emphasis
and seems to be rcadily available to the clients.

At the Oguntolu Streect (linic, attempts arc being
made to make contact with the men in the community
so that a dialogue can be established on a variety
of topics including family planning. This may
help to diminish the resistance of some men to the
use of family planning methods by their wives.

According to our information, the lack of acceptance
of family planning services appears to be primarily °
related to social, psychological, and cultural
attitudes which place strong values on children

and support the desire of men and women to have

four or more children. One would expece that

there are men and women in Nigeria who do not

support these values. If lecaders or national

heroes would openly articulate their desires for
smaller families, and thus validate the acceptability
of having fecwer children, the family planning
movement might receive a needed boost.  Sceveral
articles appeared in the ncewspapers while we were

in Nigeria; one cited the cnormous population

growth and supported the need for birth control,
while the other was a vehement indictment against
abortion. It appcars that abortion and sterilization
will not be accepted by Nigerians, at lcast in the
'short run, and that morce effort should be applied

‘to the changing of attitudes toward family size,
especially among those Nigerian men who actually
forbid their wives to usce birth control. fhe
development of additional roles for women, interestingly
enough, may not be the answer in Nigeria as many
women do work outside of the home as "markoet

women."  They take their smallest baby with them

and appirently function just as well, with or

without their baby. Obviously, there must bhe

support gsystems available to these women to care

for their older children.

The February-March 1978 jssue of Studies in Family
Planning had an article entitled,” "bDeveloping a
Clinic Strategy Appropriate to Community Family
Planning Necds and Practices: An Experience in
Lagos, Nigeria" co-authored by Anne Bamisaiye,
Cocile DeSweemer, and Olikaye Ransome-Kuti.  The
article described how the desired birth intervalg
among Nigcrian women, which are typically two to
three ycears in length, have, dn the pant, been
achicved largely through the traditional practicen
of breant feeding and sexual abstinence.  As the
use of these traditional practices has declined,
birth intervals have shortened.  1n order to make
the most effective une of both traditional practices
and modern contraception, the Family Health Clinie


http:idtn1.31

- 12 -

in Shomolu developed strategies to facilitate

the introduction of modern family planning methods
during the wcaning period. These programs include
regular home visits to mothers of pre-school
children; family planning clinic counseling at the
time of weaning; and the organizing of a Fathers
Club to provide cducation about the clinic's
program.

The article goes on to state that the Clinic's
service objective is to reach 80 percent of eligible.
mothers in the target community with information
on modern contraception. The policy at present is
- to wvork toward this goal via a judicious mix of
field and clinic contacts, including counseling of
fathers.  Although the study has been undervay for
less than a year and the data are premature, the
program appears to be having a certain amount of
success.  In the first month of providing family
planning information during home visits, once-third
of those contacted who were not currently using
any birth-spacing device accepted a clinice appointment
for advice on modern contraceptive methods. A
systematic review of this strategy is planned as
soon as the first-year data arce available for
circulation., Informal feedback suggenst that the
staflf were generally pleased with tlhe approach,
particularly the community health workers who now
have considerably more responsibility for direet
paticnt counteling.,  The accomplishments of the
Fathers Club have not been formally evaated;
however, the discussions that have talke place
Indicate that fathers are nuing thin e CUing to
afr anxictics about  ode:. nmtracept ives, whe ch
cuggent that they are cons  cring their use,

THE APPROPRIATENLSS OF HEALTH TRATLGNG FOR AUNTLLARY
MANPOWE,

A review of the training materials and peveral
Opportunitics to observe the activitic: of the Family
Health Nurses, the community health aiden, and

other levels of staff, indicated that the training

o appropriate and nerves a vital and ensnent ial
purpone. he acceptance Ly the nothers of  the Family
Health Nurses stay apparent, In fact, the mothers

aro very deterential to the Family Health Nurses

and curtoy when they addrens: them, The Family
Health Nursen appear to be aware of their npecial
position without abusing or flaunt ing that position,

Bheroe will nlw.:y:s e a4 i for rract ftlonern in
addition to physicians because 0f the inadequat e
nutber of physicians and thelr 1eluctance Lo Leryve
In rural arean. Lven though all Nigerdian phyniclians
must work In clinlen an part of thei ubhligatory
Hervicoe with the nat 1ounal health jr1rin]ram, t Hes
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services of non-physicians will be required if
care is to be provided to the total population of
mothers and babies which is doubling every 25 to
30 years.

It is obvious that a 4 1/2 month training program
cannot cover all situations, and does not provide
for changes in treatments and assessment techniques
which occur over time. In addition, several
instances where the nurses were confronted by
unfamiliar conditions were observed. The lack of
new information being funneled into the ongoing
health care system scemed to be the most serious
one observed. It would be beneficial for the
Education Unit to develop a series of inservice
education programs, in order to provide a means of
upgrading the knowledge and skills of the Family
Health Nurses.

In addition to a reqularly scheduled program of
inservice education for the staff of the Family
Health Clinics, daily or weekly tcam conferences
are needed to provide the means by which the
diagnosis, treatment or referral of unusual or
interesting conditions can be discussed for mutual
educational cnhancement. There is also a need to
improve the managerial and surervisory skills of

the Family Health Clinic staffs. Dr. Ransome-Kuti
is aware of this nced and, with financial assistance
from the Ford Foundation, is attempting to have
curricula and resource materials in these arcas
developed so that training programs can be launched.

THE EFFECTIVENESS OF NURSE TRAINERS.

The cffectiveness of the nurse trainers could be
assessed only by observing the activities of the
Family Health Nurses who had rececived the training.,
As indicated above, the activities of the Family
Health Nurses were highly commendable. Although
we were unable to observe an actual training
session, the materials which had been produced by
the nurse trainers are completg, detailed, and
well organized. We also observed the Standing
Orders being used as reference material during a
clinic session.

The training documents and the Standing Orders
produced by the Project staff are fine prototypes
which could be used in other health care settings
where non-physicians are providing primary care.
It would be worthwhile to provide these materials
to practitioners in other countries where their
usefulness and appropriateness in other situations
could be tested.
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QUALITY AND APPROPRIATENESS OF DATA FROM SURVEYS
CONDUCTED BY THE EVALUATION UNIT.

As previously indicated, because of illness and

job changes, the Evaluation Unit currently lacks
leadership which may partially explain our inability
to locate a complete set of the suivey reports
which have been produced by this project. Considering
the time, effort, and money that have gone into

the evaluation process, one would expect a more
complete and organized set of reports with which

to provide feedback related to the impact that the
project has had upon the critical parameters of
morbidity, mortality, birth rates, family planning
practices, and child-spacing attitudes.

The reports which have been produced should be
critically assessed in terms of their usefulness
to decision-making related to the project. A
decision has already been made to incorporate the
Family Health Clinic model into the basic health
service system throughout Nigeria, even though the
hard data to support that decision have not beszn
obtained by the Evaluation Unit. There are,
however, much subjective data to indicate that the
Family Health Clinics do provide needed health
services and that the target population does
respond to having its health care provided by
trained nurses. Thus, it appears unnecessary to
continue to collect data related to the project
when the decisions for which the data were to be
used have already been made.

Simple counts of clinic activities, such as those
collected at the Calabar Family Health Clinic,

should be encouraged as the data show trends in
services provided, conditions diagnosed, and
treatments conducted. These data have limitations,
however, in that they do not describe the populations
served, nor do they reflect seasonal or other

types of variations. Apparently, the Calabar

Clinic is the only one that keeps a systematic
accounting of service statistics.

IMPACT OF PROJECT ON OPERATIONAL PLANS FOR BASIC
HEALTH SERVICES SCHEME IMPLEMENTATION PROGRAM.

The overall design of the Basic Health Services

Scheme Implementation Program is to have approximately
300 basic health units throughout Nigeria, with

each unit consisting of one comprehensive health
center with 30 beds, four pri .ary health centers

with 14 beds ecach, 20 health centers and five mobile
health clinics, all of which would serve 150,000
people. When the plan is in full operation, it is
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estimated that 40 million people will be provided
with health coverage. There will be three levels

of workers within the BHSSIP ~ Community Health
Officers who will be family health nurses; Community
Health Assistants; and Community Health Aides.

The training of these workers will be done in
Schools of Health Technology which are currently
being established in the various states.

There is no doubt that the Family Health Clinics

have provided the health care model upon which the
Basic Health Services Scheme Implementation Program
has beer developed. At this time, the implementation
of the program appears to be hampered more by
political in-fighting than by problems with the
design of the project. In the current situation,

Dr. Ransome-Kuti is apparently hampered in his
efforts as Director of the BHSSIP by some individuals
in the Federal Ministry of Health. The criticisms
from these individuals of Dr. Ransome-Kuti's way

of operating may be indicators of jealousy and
struggles for power. These internal grass-root
problems will have to be esolved if the program

is to effectively move furward.

As the Basic Health Services Scheme Implementation
Program gets underway, and the states begin to
exercise control over the Family Health Clinics,
it is possible that the quality of the care rendered
by these clinics will be diluted or diminished.
The states are under pressure to provide care to
all of the people and, in at least one instance in
Calabar, the health officials wanted to cxtend the
service of the clinic to a larger population. Dr.
Ransome-Kuti interceded in this instance, although
it will be very difficult to prevent this from
happening in all of the clinic sites.

G. LIAISON BETWEEN THE U.S. EMBASSY AND THE BASIC
HEALTH SERVICES SCHEME IMPLEMENTATION PROGRAM.

Support for Nigerian population and deveclopment
policies must be considered within the context of
their basic health services and, in particular,
health services directed toward mothers and their
babies. The Nigerian government is not interested
in lowering fertility and family size per se, but
rather in achieving the aims of improved quality
of life for the majority of the population.
Specifically, the Nigerian population policy tends
to be concentrated on reducing the mortality of
children which, if successful, will hopcfully
convince women to reduce their fertility. Bcecause
Nigeria's potecntial to stabalize its population
will be achieved through the health infrastructure,
the U.S. Embassy should consider placement in
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their office of an individual responsible for
matters related to health. A Health Officer could
provide assistance, as requested, to the Director
and Staff of the Basic Health Services Scheme
Implementation Program and make suggestions regarding
consultation and evaluation services for the
program. In addition, the Health Officer could
promote collegial relationships and arrange meetings
between U.S. and Nigerian health professionals,
facilitate the family planning activities of

AID funded intermediaries, and provide information
and guidance on health and social issues related

to population growth and development.

STATUS OF PAYMENTS UNDER THE STATE GRANT PROGRAM
FOR CLINIC CONSTRUCTION AND MEANS BY WHICH IMPLEMENTATION
OF THE PROGRAM MAY BE FACILIATED.

Kano: In January 1977, the grant from ICH to the
Kano State MOH was increased from $100,000 to
$150,000 with $100,000 designated for rchabilitation.
The contract for the work was signed July 13,
1977. By February 14, 1978 most of the work was
completed and a letter was written to ICH and
signed by Dr. Quershi for the Permanent Secretary
asking that payment of $91,200 be made to the MOH
of which $72,000 was for completed work. It was
estimated that the remaining work, which would
allow the clinic to be opened, would be completed
by the contractor within one month after recceipt
of the above payment. Dr. Fitch hand carried a
copy of the February 14 letter to Dr. Ransome-
Kuti.

Ife: Dr. Fitch lecarned during his February 22
visit that the contract signing, long delayed, was
to take place on February 24. AID should be
prepared to make a payment of about $100,000 in
May or Junec.

Port Harcourt: Agrecement between the Rivers State
MOH and ICH for $100,000 with $60,000 for rehabilitation
was signed in April 1976. It secems that there was

a revision of that agrcement which increcased the
amount to $150,u00 with $100,000 for rchabilitation
as a contract for $108,800 was signed in March

1977. The first interim certificate (1C#1),
certifying the completion of $22,046 worth of work,
was submitted to ICH on March 28, 1977. There is
some cvidence that only $16,000 of this was paid.
IC#2 for $37,084 was submitted to ICH on July 13,
1977 and paid by ICH on August 5, 1977. ICH#3 for
$18,550 was submitted to ICH on Octobor 21, 1977

at which time the work stopped because the contractor
did not have sufficient funds to proceed. Later

he obtained funds from some other source and
completed the roof. ICH#4 was submitted for $30,618
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on January 4, 1978. Mrs. Herndon had a statement
from ICH requesting that payments of IC#3 and IC#4
be expedited. Although Mrs. Herndon indicated

that she would not be able to process the ICH
statements without help from Accra, on March 17,
1978 she said that she had received a check for
$19,000. It was not clear whether this represented
payment of IC#3 or IC#4. There is a question as

to whether IC#4 includes, or is in addition to,

the work certified by IC#3. At this time, attention
needs to be given to payment for the work at Port
Harcourt so that the work can be completed and

paid from the AID grant before the June deadline.
The issue of possible overlap between IC#3 and #4
needs to be resolved. '

AID'S CONTRIBUTION TO THE IMPROVEMENT OF HEALTH IN
NIGERIA

The U.S. Agency for International Development (AID)
has provided financial assistance to Nigeria for
projects designed to improve the health of mothers
and babies since the late 1960's. Specifically,
AID funds were used to develop the Gbaja Street
Clinic in Lagos in which family health nurses
provided preventive and curative care to mothers
and their children, including family planning
advice and services. Funds for the Gbaja Street
Clinic were used to develop resource materials for
the family health nurse training program as well
as to implement these programs.

In 1973, a morc formal arrangement was negotiated
between the Institute of child Health, under the
directorship of Professor Ransome-Kuti, and USAID
to cstablish a new, expanded model service and
training center in a Lagos suburb. Beginning in
the fall of 1973, the Oguntolu Street Family
Health Clinic in Shomolu became the training site
for hecalth tecams from Calabar, Katsina, Ife, Kano,
and Port Harcourt. The broad objecctive of this
project was to improve Nigeria's potential for
population stabilization through the training of
Family Health Nurses who would be capable of
manning Maternal Child Health/Family Planning
clinics at the state level. Specifically, the

objective of this grant was to opcerate a demonstration

clinic in ‘'ligeria so that the advantages and the
philosphy of a comprchensive MCH/IFP service in
which nurses act as primary decision-makers might
continuc to function and hopefully sprecad to other
parts of the country. The training would be
complimentary to Nigeria's goal t-, create a health
infrastructurc accessable to all mothers and young
children.  In addition, the project was designed
to develop training manuals and othor resource
materials, to assist the states to set up their
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own child saving and child spacing training programs,
to initiate on a wider basis family planning '
advice and service, and to collect more definitive
data on the utilization and effectiveness of the
family health of the population served. AID

funding also provided support for renovating and
equipping the training center facilities and for
providing some staff and supplies for the first
operating year.

Funds provided by the AID for the Family Health
Training Project, totaling 1.6 million dollars,
have faciliated the development of a basic health
model for the provision of primary preventive and
curative health care of mothers and babies by non-
physicians, specifically nurses. This health care
delivery scheme has been so successful that the
Nigerian government has plans to incorporate it
into a country~-wide health care delivery system
consisting of comprehensive and primary health
centers, health clinics and mobile health units.

Although the Family Healih Training Project and,
subsequently, the Basic Health Service Scheme have
been conceptualized and implemented under Nigerian
leadership, the accomplishments would have been

far less extensive had it not been for the funding
provided by the Agency for International Development.
The achievements of the Family Health Nurse Training
Project, including the cxamination of family
planning activities, the production of ecducational
resource materials and the conduct of training
programs are noteworthy. Further, the educational
materials and training formats, as well as the
clinic strategics appropriate to community family
planning neceds and practices, are potentially
useful in other settings where attempts are being
made to examinc alternative health care delivery
systems. The AID funds, although used to improve
the hecalth carc of Nigerian mothers and babies,

have the potential to impact on the delivery of
health care in other cdeveloping countries.



IV. RECOMMENDATIONS

AID should provide funds, if requested, to

assist in the development of the Basic Health
Services Scheme Implementation Program within the
Nigerian Federal Ministry of Health. Discussions
should be held with the Director of the Program to
determine the impact of this unique health care
program on maternal and child health in Nigeria.

Such an evaluation might be conducted by an organization

outside of the BHSSIP. In conjunction with this
evaluation, AID might explore the interest of
specific Nigerian health professionals to develop
an improved vital statistics collection system.

AID should provide funds to the Basic Health
Services Scheme Implementation Program for educational
activities which would:

a. develop and expand the training of health
personnel at the supervisory and managerial
levels,

b. develop training programs for other staff in
the Family Health Clinics including the
community health aides, field health workers
and clerks as these personnel are crucial to
the smooth and organized functioning of the
clinics, and

c. develop Inservice Education Programs within
the Family Health Clinics for staff development.

The U.S. Embassy should consider hiring a Health
Officer who could provide assistance to the Basic
Health Services Scheme Implementation Program,
promote collegial relationships between U.S. and
Nigerian health professionals, facilitate family
Planning activities within Nigeria, foster positive
relationships between the staffs of the Embassy

and AID, and provide information and guidance on
health and social issues related to population
growth and development.

USAID should encourage family planning programs in
Nigeria to attempt to counteract the cultural
attitudes which encourage large families. For
example, respected national leaders should be
urged to endorse child-spacing and limitation of
family size. 1In addition, clinic strategies to
increase family planning practices which have been
developed by the Family Health Project should beo
replicated in other parts of Nigeria, an well as
tested in other developing countries.
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The Family Health Clinics should be encouraged to
develop a simple data collection form, such as
that used by the Calabar Family Health Clinic,

to obtain on a daily basis the routine scrvice
statistics related to the health care provided to
mothers and babies. These data will provide
useful information about trends in services
provided and changes over time.

The expenditures of the final payments for clinic
construction at Kano, Port Hartcourt, and Ife

might be facilitated if Mr. Raymond Martin and the
accountant in Accra who handles the Family Health
Training Project funds met with Mrs. Gloria Herndon
and Professor Ransome-~Kuti. If funds remain after
the construction work at these three sites has

been completed, we recommend that they be used for
the purchase of drugs and vaccines which frequently
are in short si:pply.

AID should consider disseminating to other countries
the valuable training and resource materials which
have been developed by the Family Health Nurse
Training Project and encourage thesc countries to
consider using the Family Health Nurse model in
their health carec delivery systems.
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