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THE JOHNS HOPKINS UNIVERSITY
 
SCHOOL OF HYGIENE AND PUBLIC HEALTH
 

August 20, 1986
 

Ms. Daniele Grant

PR rT!F'CI 
1655 N. Ft. Myer Drive 
Arlington, Va. 22209
 

Dear Ms. Grant:
 

This trip report is a synopsis of my activities in Nigeria betweenJuly 29, 1986 and August 13, 1986, as a PRTECH consultant for the OgunState Health Planning Exercise. I met very briefly with Larry Eicher,USA.ID Nigeria, on the norning of July 30th and proceeded directly toAbeokuta in cgun State. There I met Dr. Bazak (WHO) and Mr. RichardOlanyan (Nigerian MOH) and the staff of the Ogun State M()H. We beganthe planning exercise in accordance with the terms of reference
prepared and agreed upon by the World Health Organization, JohnsHopkins University, ard the Federal Ministry of Health, Lagos, Nigeriaon July 2, 1986 (Attachment A). On August 5th, we were joined by Dr.Cunnngham whose 6ssistance was most valuable. His extensive background
in Nigeria, expertise in health planning, hard work and gocd humor were
fundamental to the success of this 'ctivity. 

This activit was the first in a planned series of state levelhealth planning activities and was intended serve ato as model for
presentation at a National Workshop for State Health Planners.ultimate objectives included; the developnent of 

The 
state level health

plann"ing expertise; the preparationof a five-year health plan by eachstate; and the eventual consolidation of these efforts as a part ofNigeria's five year developnent planning process. 

The Cgun State Planning Exercise was envisioned as involving thecoordinated support of the Nigerian Federal Ministry of HealthDirectorate of National Health Planning; the Johns Hopkins University
(through the USAID sponsored pRrTIcH project); the World HealthOrganization; and the World Bank (representativesconcu.rently involvedin a pre-identification mission in Ogun State). To some extent,
unforseen problems T,ith scheduling obviated this potentiallybeneficial
interaction. Representatives of the World Bank had concluded theirpre-ide.tification mission and ,7eparted prior to the initiation ofplanning activities. Participantsin the actual planning activity and
contributing externzal consultants are 1.sted below: 

Oqun State Ministry of Health 
Dr. 0. 0. Adelowa - Chief Health Officer, Ministry of Health
Dr. S. A. Onadeko - Chief Medical Officer, Ministry of Health 
Mr. S. 0. Sabayo - State Chief Pharmacist, Ministry of Health
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Mr. 0. 0. Ogun - Acting Chief PlanningOfficer, Ministry of ealth 

Federal Ministr. of Health
 
Richard 0. Olaniyan 
 - Planning Officer, Dirv.tor of Health 

Planning
Charles 0. Do/Regos - Senior Statistician, Director of Health 

Plannin-

USAID (PRTECH)

Dr. Stella Goings - Johns Hopkins University

Dr. Nicholas Cunningham - Columbia University
 

World HealthOrcranization 
Dr. Bazak
 

Secretarial support for this acativity was provided by StevenObasi of the Federal Secretariat, Directorate of 
Ku 

National HealthPlanning, Lagos, Nigeria. We are indebted to the numerous individualsin Ogun State representing the State Ministry of Health (MOH), theState Ministry of Local Governments and Community Development (m=GCD),and the private sector who contributed to the health planningactivities. A list of those participantsis included in Appendix C. 

As a part of this exercise, site visits were ncadc to the AbeokutaState Hospital, the Abeokuta Family Comunity Health Clinic, theUniversity Teaching HospitaL at Shagamu, Sacred Heart Hospital inAbeokuta, and St. Joseph's Hospital in Ifo/Ota (Dr. Omnninghar). Atthe conclasion of the consulrancy, summazy meetings were held with theadministrative staff of the Ogun State Ministry of Health; Dr.Sulaiman, Director, the National Health Planing Diectorate, FederalMinistry of Health, Nigeria; KeysLagos, Macmanus, and Lry Eicher,
USArD Mission, Lagos, Nigeria. 

Major Accomplishments of the gQn State Health PlannLngELercise 

1. Orientation of the State Ministry of Health to a Health 
Planningl ArRoach. 

Historically, projects within the state ministry of healthhave been developed as individual schemes which are presented
to the federal level with a to twoone page writtendescription of the perceived need for the activity and a
budget request . Individual schemes have not previously beenconsolidated into a comprehensive statewide plan andaccordingly the basic concept of health planning as an
integrated activity involving all of the 
state health
activities, the private sector, and non-government
organizations was a fresh concept which was advanced with 
some explanation and instruction. 
Progress toward this re-orientationwas one of the principal 
accompiishments of this consultancy. 
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2. 	 The Production of a Draft Health Plan and the Enhancement of 
Skill- in Health Planninq by Cgun State MOH Staff. 

Health planning at the state level was initiated in Ogun
State, in accordance with the policies and guidelines set for
the National Health Policy for Nigeria (Attachment B), and is 
part of an ongoing erfort to decentralize aspects of the 
planninc process. Representatives of the ederal Ministry of
Health and external consultants functioned as facilitators 
and ccworkers with the Ogun State Ministry of Health staff in
this activity. It should be emphasized that wherever 
possible, materials prepared within the State Ministry of 
Health have been incorporated into the hea7th plan documwant 
with minimal modifications. 

This evercise involved the introduction of health planning
(concepts c- Z7 processes) to officials in the State Ministry
of Health. Various approaches to the collection,
consolidation, analysis, and interpretationof pertinent data 
at the state level, were presented and thiese were 
enthusiastically received by the Nigerian workers. The
exercise was productive of "a draft state health plan"
(attachment C). 

Three points should be noted: 

1) the health plan produced in O9n was generated in the 
face of numerous significant obstacles which will be 
discussed in this report, 

2) the current health plan document (Attachment C)is
acknowledged to be an early draft. Section VII contains 
a brief discussion of the steps which remain to be
accomplished prior to the completion of the planning
activity, and 

3) this health plan represents a significant achievement 
for the Ogun State Ministry of Health. It is viewed by
those within the ministry with pride and is the first 
time that there has been a consolidated, systematic
approach to health planning at the state level in 
Nigeria. 

3. 	 Preparation of the draft materials for the Federal Workshop
for State Health Planners. 

Assistance in the preparationfor a planned Federal Workshop 
was provided simultaneously with work towards the developnent
of the Cgun State Health Plan. Efforts consisted of tim,e 
spent with Mr. Olaniyun developing recomme-ndations for the 
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curriculum and some teaching materials to be used in thestate workshop. It is anticipated that support for thedevelopment of this workshop will continue over the next
month. Both Drs. Goings and Cunningham have indicated their
willingness to support these preparations via the mail, and
if feasible, to provide on-site support during the workshop. 

4. Critical evaluation of constra-nts to helh planning. 

While an r-xognized as an intregal part of the health
planning piocess, the accomplishment of a systematic review
and analysis of administrative, managerial as well asfinancial constraints should regarded abe major
accomplishment during the Cgun State exercise. 

5. Reinforcinq of the Federal Health Policy Guidelines. 

The Ogun State planning exercise was conducted in compliance
with the Federal Health Policy guidelines (appendix B). 
 This

document places an overriding priority on strengthening of
primary health care systems during the fifth five year plan.It acceptance represents a ph-ilosophical reorientation from
"curative medicine,, to "pronDtive & preventive health" within
the State Health Ministry. While individuals MOH staffmembers clearly recognized the importance of primary health 
care and were quick to vocalize those insights, their efforts
toward translating that commitment to primary health care
into a prioritization of specific program areas and
objectives, should be recognized as a major attainment. 

Constraints to Health Planning 

1. Administration 

It was clear that administrative obstacles to the health
planning activity will also be significant obstacles to the
itiplementation and monitorina of primary health care programs
in Nigeria. Characteristicsof the current ardmnistrative 
structure are presented in Appendix C. The ofresult 
numerous, partial reorganizationsand attempts at realignment
the resulting system is at once fragmented, duplicative, andfunctionally inefficient. The administrative authority for
health activities, primary and curative, is shared by theState Ministry of Health and(AOH) the State Health Board
(SIB). MOH is responsible for primary health care activities
and receives approximately 10% of the State health budget
while the SliB is responsible for curative care medicine and 
receives approximately 90% of the State health 
budget.
Numerous other administrative entities including, the Ogun
rtate Water Commission, the Federal Ministry of Local
Goven ments Co witY Development (MLGCD), and the State
Ministry of Education, all providing health services with no 
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clear administrativelinks to the Ministry of Health. 

Recent attempts to realign the SHB and bring it under thejurisdiction of the MOH, seem to have been minimallysuccessful, but have not resulted in any budgetary
reapportionment scheme or in a clear administrative chain of
command between the two divisions. The result is that the
MOH, the SHB, and the MLCD are all carrying out primaryhealth care activities within specific areas and often inclose proximity to one another with little to nocoordination. There is no focal or coordinatedmechanism forassessing the needs in this system or for monitoring its
functioning or its outputs. 

Officials in Ogun State are aware of this difficulty and areattempting to resolve this multifactorial and exceedingly
complex issue.
 

2. Inadequate data base.
 

A major recognized constraint to the process of healthplanning in Ogun (and presumably in the rest of Nigeria) isthe absence of a consolidated data base. There are no birth or death registries and data generated within the health 
sector is of inferior quality. Admission and discharged data
from clinics is collected sporadLically and with poor
reporting compliance (approximately 10% of hospitals
reporting). There are also problems with reporting accuracy
which are non-trivial. 

In the area of population, all population estimates areprojected forward from 1963. areThere major political
sensitivities impeding acceptance of the results of theinterim census done in 1973 or the results from the worldfertility survey. Estimates or projections of the population
reducing the numbers downward are unacceptable as states
receive their Federal budget allocations on a per capita
basis. 

As can be imagined, the problems in the administration of thehealth sector are also problems affecting the collection ofdata regarding the health status of the people. 
When reports

are received at one of the various administrative levels,
they may or may not be collated depending on the proceduresin the receiving office. Reports are certainly not analyzedor distributed in any systematic fashion. Similarly, there are major difficulties with the collection of data on theadministration, maintenance, and management of health
facilities and health care personnel. 

It should be noted that at many levels, there is thetradition of collecting and preserving data in terms of "what
 



nas Deen authorized and/or approved" rather than in terms of
"what is actually there". Often these authorized and/or
approved figures bare little to no resemblance to the real 
situation. 

For example, when we began to address the issue of health manpower, we requested information on staffing strength and
distribution and were very quickly provided with a tally of
"approved staffing patterns, total staff, and health manpower
distribution". These carefully maintained sheets suggested
that there were in excess of 7,000 health workers on the
Government payroll in jOgun. In actuality, these figures were 
very misleading. After a week and a half laboriously
reviewing records in each of the various administrative
divisions, actual counts of physician and nursing personnel
were obtained. These showed that actual personnel were much
fewer than the authorized figures fcr these two cadres. They
suggested that the total numbers of personnel working in thegovernment health besector may projected at fewer than 
3,000. 

In addition, data which would be useful in establishing the 
cost of a program is neither routinely collected nor 
maintained at the State Ministry level. 

3. Limitations of Technical Capabilitv of State Staff 

Ogun State boasts and impressive rooster of highly
intelligent, skilled staff. Despite a limited familiarity
with basic population and health status indicators, methods
of data collection analysis and interpretation, they haveworked to establish a health system which is acknowledged to
be one of the best in Nigeria. Efforts were made throughout
the consultation to enhance the technical capability of the
Ogun State Staff. Nevertheless, it seems apparent that therequirement for external consultancy in Ogun and in the other 
states, may have been significantly underestinated and that
there is a need for continued efforts towards development. 

4. Absence of Community Private Sector Involvement 

Ogun State has historically taken little initiative in
generating community involvement or conducting active
outreach activities. Indeed, there was no existing strategy
for community involvement as a part of the plannig or
delivery of primary health care programs. The failure to
recognize the need to involve the community and/or the
private sector represented a major obstacle to the
accomplishment of comprehensive planning. 

The Significance ofCurrpnt and Plans for the Future 
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It canot be overemphasized that the work conducted in Ogun State 
represents the beginning of health planning at the state level in
Nigeria. The Cgun health planning team developed a significant
esp-it decor and are anxious to continue planning activities andto integrate them into the daily activities of the ministry. It seems clear to this consultant that consistent fortification from
the Federal level will be required and it is my recommendation
that ample external technical support should be provided until the
completion of the planning activity. 

The ground work has been laid for the national workshop for state
health planners. Dr. Sulaiman has suggested that this activity bedivided into two separate work-hops. Fizst to address the federal
guidelines, the national reorientationstcward primary health care
and to stress the essentials of data collection, consolidation,
analysis, interpretation, and basic costing in health planning. A
second workshop will subsequently oe convened at which time the
issues of feasibility, cost benefit analysis, prioritization of
health programs, etc. will be presented. 

I have indicated to Dr. Sulaiman that Johns Hopkins wishes toremain responsive to Nigeria'srequirements for technical support,
but have stressed to him that our staff also have major global
commitments and that our ability to contribute meaningfully inNigeria will, to some extent, depend on his prompt clarification
of schedules and consultancy requirements. While modification of
the Nigerian timetable for health planning (Appendix B) would be
helpfuil, it seems apparent that the current timetable for the
developmnt of the fifth national five-year developient plan isnot subject to discussion or negotiation. With this in mind, Ihave urged Dr. Sulaiman to transmit to us a projected schedule as 
soon as possible. 

Sincerely yours, 

Stella A. J Goings, MD, MPH 
Asst. Professor 
InternationalHealth 

SG:lp 

cc/Dr. Cunningham 
Dr. Baker 
Dr. Tayback 
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APPENDIX A
 

TEMS OF R:V&E NCE FOR 6UPPORT O S'.,TE-LEVEL afgALTiH 
PLANNING AND 	 HELAPM MANAG&E1fV DMVMIUPf4*JT IN NIGEIRIA 

JUZY TO NUVIRk3, 1986 

I. 	 Introduction
 

These TcOr of Reference are 
written in an effort to describe the
 

exteraally-provided 
 technical support requested by the Nigerian Federal
 

Ministry of Health for the 
 purpose of strengthening health planning and
 

management at the state level. During the second half of 1986t 
 the Federal
 

and State Ministrie, of Health will be 
 enga ed in the preparation of the
 
health portion of the Fifth Five-year Development Plan. This plan is 
 to
 

begin implementation in March, 1987.
 

While it is the responsibility of the Federal Ministry of Health, 

Directorate of Planning and Research to prepare the national health 

development plan, the inister of Health wishes the plan to incorporate
 

the health development intentions of each of the 
twenty states, and as well,
 

he wishes each State Ministry 
of Hblth to have a clear plan describing the 

health development objectives, techancal and manerial strategies, programmes, 

resource requirements, sources and mechanism for financing for the next 

five years. This heavy State involvement in the plan preparation is the 

initiation of a strateg to strengthen mansement at all levbhs of the health 

service system; federal, state and local government. Particular emphasis is 

being placed on improving policy and programme implementation. Thus, the 

purpose of these activities extends beyond the production of State Health 

plan documents. A contiuing process of management improvement is to be 

put in motion during this planning period which will expand into all health 

development activities and include a practical system for monitoring and 

evaluation.
 

It 	 therefore is a condition for the sucoess of these coilaborative 

activities, that all participating foreign staff f.nction as facilitators 
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and 	co-workers, rather than teachers, experts, or health planners. The nationa 

and s tate-level staff mus t ac tually produce the required analytical and ,lanning 

products, in order Lhat ouch products be national in character, and "belong, 

to the States. Similarily, the natiunal workshop faculty must produce and 

deliver the workshop programmes in order to be prepared to conduct such 

learning methods in the future. The foreign staff must function in the bacik.

ground, 
 suggesting methods and techniques, and perhaps demonstrating their use, 

but not actually performing the tasks, and producing the products. All issues 

and 	decisions of technical and admin.stratiw. nature must be decided by Nigerian 

staff, while being supported by the foreig consultants in understading the 

options available and their likely consequences. 

The 	support to the state-level Five Year planning is to be provided to 

five specific activities: 

1. 	 Preparation of the Ogun State Five year Health Development Plan 

(14 	 July to 10 August) 

2. 	 Preparation of the National Workshop for State Health Planners 

(about 10 -o 20 August) 

3. 	 conduct of the Nlational ,Iorkskop for 	state Health Planners 

(aboLt 1 to 12 September) 

4. 	 !;tate Health Plan ing Efforts _

(about 15 September to 24 October) 

5. 	 Preparation and couduct of a National Workshop for State Healths 

Plan Review and Finalization (about 27 October to 7 November) . 

While support to the above activities is to be provided predominently to 

staff of the John Hopkins UniversiV School of Public Health (JEU), staff 

support will also be provided by countzy, Regional Office and Headquarter 

staff or consultants of the World Health Organization. (World Bank staff will 

also participate in the first two weeks of the Ogun state Health planning 

effort as part of a project identification mission.) It in desireable that 

all participating agencies attempt to the extent possible, to provide the 

same staff for supporting all activities, in order to maximize continuer and 



understanding of the Nigerian situation. 

II. 	 Activities and Support 'rasks 

A. 	 ogun State Planning Effort (14.7 - 10.8) 

1. 	 To support Ogun State, local government, and Federal MoH planners 

and national consulutnts in preparing a draft five year health pla 

for the state. (The entire planning process and product is to be 

completed in this 4-week period, although Ogun State may develop 

the 	 plan further in ensuing weeks.) 

2. 	 To asist national staff in applying the National Health Policy and 

the natiuual health planning guidelines in the plan pr paration, 

and in the use of available and necessary data. 

3. 	 To adviso on the roat appropriate planning steps for efficiently 

producing a state plan in the time available. 

4. 	 ift progressively describe the pla-Aning process used in a manner 

which facilitates the preparation of the National Workshop for 

State Healtbh Pl4nnerp. 

B. 	 preparation for the Nationa. Workshop for State Health planners
 

(10 20 iugnst)
 

1. 	 To review the planning steps used in Ogun State and assist staff 

of the Federal MOH Directorate of Health Planning in preparing 

a description of tue planning process to be recommended to all 

States, inclading the data to be analyzed, and the format and 

content of plan documentation. 

2. 	 To help the national workshop facLlty prepare the workshop programrm , 

session guides and background materials. (The workshop should 

pro provide minimal lecturing, and m.ximize learning through gro, p 

work. The participants may be dilided into four zonal working 

groups.)
3. 
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3. To aoist national faculty in assuming responsib~lity for, 
preparing and cinducting workshop sessions as aasigned. ,*reign 

consultants should minimize their role in presenting and leadLing 

workshop sessions. 

4. To design a workshop evaluation method based on measuring the 
achievement of individual workshop session objectives. 

C. Conduct of the National Workshop for State Health Planners (1 - 12.9) 

1. To assist the national faculty in the overall management and 

daily administration of this 10-day workshop for 60 - 70 State and 

Zone offioers. The objective of this workshop is to enable 

State plaaners to undertake an efficient analytical and planning 

process, and prbduce draft five-year plans by the end of oc ober, 
1986, which address the National Health Policy and its objectives, 

and which follow the planning guidelines provided from the Federal 

Ministry of Health. 

2. To act as background facilitators LO the workshop, particularly, 

within working groups, but to minimize their direct teaching 

functions, so as to insure that national capabilities to conduct 

such learning methods are generated. 

3. To assist in the description of the workshop and its evaluation 

results. 

D. State Health Plan Preparation (15.9 - 24.10) 

1. To provide technical qupport to actual state level planning, 

particularly in states which have lees well-formed planning teams. 

(The amount and duration of this support remains to be confirmed.) 

E. Preparation and Conduot of a Workshop to Review and Finalize 3tate 

Health Plans (27.10 - 7. 11) 

1. To help prepare a fivo-day workshop which i3 intended to: 
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- enable a joint review of draft State Health plans 

- facilitate the consolidation of major State proposals into the 

NKatitnal Health Plan and Programmes 

- discuss recommended implementation strategies 

2. 	 To act as baokgrund faa litatore in the conduct of thi worksbp. 

3. To support the description and evaluation of thejworkshop. 

III. 	 Consultant Staffing Requirements 

It is anticipated that for the above activities two JHU and one WHO iQ 

staff members will be required. 

period 1 14 July to 20 August (51 weeks) for ogun state planninga 

and preparation for the National Workshop 

Period 2 1 to 17 September (2J weeks) for supporting the conduct 

of the national workshop and its write-up. 

period 3 2 to 3 weeks from mid-september to end Octoter to support 

State-level planning (to be confirmed) 

period 4 27 October to 12 November (2-J weeks) to support the plan 

review wocrksAop. 

period 1 and 2, and periods 3 and 4 may 'in fact be linked to redum travel cost. 

if the assigned consultants can remain on assignment for the combined -periods. 

Thus, the total cuasult..Lnt requirement is: 

JiH J 6.5 man-months 

WHO 3 man-months 

All 	consultants provided should have extensive experience in actual national 

health planning and in the de~ign and conduct of workshops for preparing 

planning team. They ihould be fully familiar with public health technolog 

in developing countries %adwith practical methods for data analysis, programme 

design and implementation olannin& Financial analysis and manpower planning 

skills will also be needed. TL! most imi- rtant skill required will be the abiv.ty 

U, work at a low profile witiin, national and state planning team and workshop 

faciduy. 
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PrelLminary Draft
 

HEALTH PLANNING TIME-FRAME AND PRODUCTS
 

I. 	WHO Preparatory Mission - 23.6-22.7 

(Sapirie 22.6-8.7, Janclos 26.6.12.7, Abel-Smith 8.7-21.7) 

Products: 1. Outline of long-term health plan 

2. 	Frame-work for the Fifth Five-year Health
 

Plan (including the guidelines for the
 

State plans)
 

3. 	Cost projections for the long-term plan
 

and estimates for the 5-year period
 

4. 	Financing opttons
 

5. 	A strategy for strengthening the managerial
 

process includin; guidelines for the State
 

Health planning process
 

6. 	A plan of work for the planning process and
 

its follow-up managerial strengthening
 

activitiej.
 

2. 	 First State Planning Effort (Ogun State 14.7-10.8)
 

(In conjunction with the World Bank Health Sector Reconnaiser
 

Mission, 14-28 July)
 

Participants: 	 Ogun State Health Planners and decision-makerv
 

FMOH Planning Directorate Staff
 

ZBRD 	- Radel, Dean, Pratt 

JHU 	- Berman, 

WHO 	- (
 

Products: 1. 	Draft State Health Plan responding to
 

Federal Guidelines
 

2. 	Description of the general planning process
 

(Concurrently to this planning effort, the World Bank
 

would identify with Government official possible project
 

components)
 

3. 	 Preparation of National Workshop for State Health Planning
 

(10-20 August)
 

Participants: FMOH Planning Directorate and national
 

/ consultants
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JHU - Berm?.n, 

WHO- ( ) I() 

Products_ 1. Programme. modules, session guidelines and
 

supporting materials for a 10-day workshop
 

for training planning coordinators and
 

support staff (3) from 19 states and 4 zones.
 

2. 	 Preparation of national, international
 

facilitators for supporting the workshop.
 

4. 	 National Workshop for State Health Planners (1-12.9)
 

Participants: State and Zone Office Planners (69)
 

FMOH Planning Directorate and national consul
 

JHU - 2 staff
 

WHO 	1-2 staff
 

Products: 1. 	 State and Zone Officers prepared for undertaki
 

two-month health planning efforts
 

2. 	 State and Zone Officers understanding of
 

National Health Policy and pi.nning guidelines
 

(it is likely that the workshop participants would be
 

organized into 4 zonal groups)
 

5. 	 State Health Planning Efforts (6 weeks, 15.9-24.10)
 

Participants: 	 State health planning teams supported by
 

Zonal and Federal level staff and national
 

consultants
 

Product: 1. Draft State 5-year Health Development and
 

Implementation Plan. (LGA PHC projects are
 

to be included)
 

for State Health Plan Review and finalizei
6. 	 National Workshop 


(27.10-7.11)
 

Participants: 	 State and Zonal Planning Teams
 

Federal MiniJter of Health
 

FMOH Planning Directorate
 

JHU - 2 staff
 

WHO - 1-2 staff
 

http:27.10-7.11
http:15.9-24.10
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Products: 1. Review, finanization of State Health Plans
 

2. Consolidation of State portion of National
 

Health Plan
 

3. Implementation Strategy Guidelines
 

7. 	 Finalization of Natiopal Health Plan (8.11-25.11)
 

Participants: 	FMOH Planning-Directorate and other staff
 

as assigned
 

8. 	 Set Up State Implementation Strategies .(10.11-26.12)
 

Participants: 	State and Zone health administrations
 

FMOH Planning Directorate
 

FMOH PHC COordinating Unit
 

Products: 	 1. 4 Zonal workshops to formulate state
 

implmentation strategies in conjunction with
 

LGA PHC projects.
 

2. State implementation schedules and monitoring
 

systems
 

9. 	 National Health Plan Implementation Monitoring Seminar
 

(5 days in June, 1987)
 

Participants: 	State and Zonal Planning Teams
 

Federal Minister of Health
 

FMOH Planning Directorate
 

FMOH PHC Coordinating Unit
 

IBRD. JHU, WHO consultants
 

Products: 1. State Implementation Status Reposts
 

2. Identification of common implementation
 

difficulties
 

3. Strategies 	for implementation improvement
 

http:8.11-25.11


Preparatory process for the Preparation of the
 
Fifth FYDP for Health


.22.23 "2 
A discussion on the abcve subject took place in the office
 

of the Federal Minister of Health at 1.30 p.m. 27th June, 1926,
 

with the following: J
 

Prof. Olikoye Ransome-Kuti - Hon. Federal Minister of Healt!
 

Dr. A. B. Sulaiman - Director, National Health Planr3
 

Mr. Coker - Assistant Director, rOe
 

Mr. R. 0. Olaniyan - Planning Officer
 
Directorate of Health Planning
 

Dr. Kichel Jancloes - WHO, Geneva
 

Dr. S. A. Sapirie, - WHO, Geneva
 

Prof. William Reinke - John Hopkins University
 
School of Public Health
 

Mr. Edward Brown World Bank, Washington, D.C.
 

MR McManus - USAID, Lagos
 

The discussion was convened to clarify the process and timing
 

of the preparation of the Fifth Five-Year Health Plan in Nigeria
 

,1.,the nature of John Hopkins Uriversity collaboration. During
 

this discussion the Minister reiterated his expectations of zhe
 

5-year planning process, its products and time frame, as follows:
 

- that a comprehensive (Federal and State level)
 

health development plan for Nigeria be completed
 

by October - late November, 1986.
 

- that this plan be formulated in support of a
 

long-term health policy and strategy which is to
 

be derived from the existing National Health Policy.
 

- that the five-year national health development
 

plan is to include the collection or consolidation
 

of State health plans, which therefore must be
 

developed withiln this same time frame.
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- that the long-term Health For All policy and strategy
 

framework and the related guidelines for state planning
 

be necessary pre-requisites which he expects the on-qo.ng
 

WHO mission to help produce.
 

- that State plans be.to reflect the state health
 

situations while serving to guide the implementation of
 

the National Health Policy and strategy in each state.
 

- that the Federal portion of the health plan would 

specify the Federal services and support to the states. 

he therefore hopes that the technical assistance in
 

the form of a number of JHU consultant missions car provide
 

support to the State health planning process during
 

this period.
 

Professor Reinke outlined a possible approach for providina
 

such support utilizing a concentrated two-week .orkshop for State
 

health decision-makers and planners. The workshop could cover
 

data preparation, use cf Federal guidelines, the steps of the
 

planning process, and the specific planning products required.
 

Some of the planning tasks would actually be performed during the
 

workshop, but the draft plan including aspects of priority
 

determination, cost estimation, financing, and implementation would.
 

have to be finalized during the weeks following the workshop.
 

He noted that JHU staff are likely to be more available in the
 

near-term, July to September period.
 

After some discussion it was further agreed that:
 

-


1. the State-level planning process to be taught in the
 

workshop should be based on at least one actual state
 

planning experience.
 

An opportunity for such experience exists in Cgun
 

) atState (either -4-,Y8 July, or-28 - -7 4-Ae 

which time a World Bank reconnaissance mission will be 

working with State officials to identify project
 

possibilities. It was agreed that JHU and possibly, WHO
 

staff use this opportunity to assist Federal and State
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staff 	to actually develop the five year state plan at
 

this 	time. The process, which will extend beyond the
 

two weeks of the World Bank mission for another two weeks,
 

would 	subsequently be described as a basis for the
 

national preparatory workshop on State health planning
 

2. 	 A follow-up workshop should be scheduled in late
 

october - early November during which the draft State
 

Health plans would be reviewed and the basis for their
 

consolidation within the national plan agr'ed upon.
 

3. 	 That the FMOH Planning Directorate staff supplemented
 

by national consultants from outside the Ministry would
 

be the secretariat and facilitators for conducting the
 

workshop and providing support to the states. International
 

staff would support the national team in this process.
 

4. 	 That management development at the State level would
 

require follow-up activities focussed on the implementation
 

of the plans and problem-solving. Federal staff and
 

collaborating agencies should be prepared to support such
 

"ollaw-un. 

A preliminary draft srhedule of these activities and products
 

is atta'-hed to this note. IBRD, USAID, JHU, and WHO are asked to
 

take the immediate steps necessary to confirm the availability of
 

appropriate staff support at the times indicated. Dr. Sulaiman
 

will be the national coordinator for the planning-related activities
 

and should be informed of the support being made available..
 

attachment: Planning Time Frame and Products
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PART I - HAL. POLICY
 

CHAPTER 1
 

HEALTH POLICY DECLAR.'"' "ICN M{EOF 
FEDEFAL REPU!LIC OF NIGERIA 

1.1 The Federal, State and Local Governments of Nigeria hereby
 

commit themselves and.all the people of fliteria to intensive action
 

to attain the goal of health for all Ni.erians by the year 2000, that
 

is a level of health that will permit them to lead socially and
 

economically prcductive life at the hi,:hest possible level.
 

1.2 The G0vernmenta are convinced th:Lt the prwmotion, the protection,
 

the maintenance and the restoration of the health of the Nigerian
 

people not only contribute to a better quality of their lives but are
 

also essential for the sustained economic and social development of
 

the country as a whole.
 

1.3 The people of Nigeria have the right to participate individually
 

and collectively in the planning and implementation of their health
 

care. However, this is not only their right, it is their solemn duty.
 
-L
 

1.4 Primary health care is the key to attain the coal of healh for
 

all the people of Nigeria. Primary health care is essential health
 

care based on practical, soientifically round and socially acceptable
 

methods and technology made universally accessible to individuals and
 

families in the community through their full involvement and at coat
 

that the community and State can afford to maintain at every stage
 

of their development in the spirit of self-reliance. It shall form
 

an integral part both of the State's health system, of which it is
 

the central function and main focus, and of the overall social and
 

economic development of the community.
 

1.5 The Federal and State governments shall formulate strategies
 

ana plans of action, incki.ng action to be taken by Local governemts,
 

to launcih and sustain pr,,aryhealth care in accordance wit!. the
 

national health policy.
 

1.6 All governments shall cooperate among themselves in a spirit of 

partnership and service to ensure primary health care for all Nigeria s, 

since the attainment of health by people in any one 34 ate directly 

concerns and benefiom every othe St aein the Federation. 

..... /2
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1.7. The Federal Government shall provide policy guidance and
 

stratecic support to States in their efforts at establishing health
 

systems that are based pn primary health care and are accessible to
 

all their people, coordinate State efforts in order to ensure a
 

coherent,.nation-wide health system, provide incentives in selected
 

fields to 
the best of its economic ability to promote this endeavour,
 

and in collaboration with the State Governments, undertake the overall
 

responsibility for monitoring and evaluation of the implementation of
 

the strategy.
 

1.8 The Governments shall exercise political will to mobilize the
 

resources and to use all available resources rationally.
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: CHAPTER 2	 .I, 

C7, oVcvLTeTIO' " 
HF,~UALTH STATU Fr I71: E 

The health services of 'Nigeria hvc evcved. 

of historical develop.!cnt. ..-ludin.through a series 


hi.d been in
 
a succession of policies and plans whicl 


introduced by previous administrationo. ':'he health -s
 

are jud~ed to be unsatservices in the current state 


isfactory and in adequate in meetina tlhe needs and 

also reflec ted by the poor
demanls of the public as 


leVel of health of the population.
 

2.1 Background
 

;.int the hiotoricnl
This document has been prep.-rcd -.


U.background of the growth and develom::u:', of the health 

to for:uL.te national.services, the previous attempts 


on health and the presnt ot"Le uf the health
 

Z .e-L.ies emergingservices.. The policy prosed and the 

been based on an appirecia.t.,ur. of the currentfrom it have 

of the people or :.i.:aria with a
status-of the health 


careful analysis of the major factors -ahich affect the
 

health of the population as well :: . '. :i..ture of
 

can produce impruvc..,,ot most rapidly
interventions which 


and economically.
 

2.2 	 Historical Background 

services in ::iceria originatedThe Government medical 

Services. ',ith ;he integratici
from the British Army Medical 

of the Army with the Colonial Government during the Colonizl
 

Uc local civil servart,
 era, the Governemtn offered to treat 

and their relatives, and'eventually, the local population 

living close by the Government stations. 

This developed into the Colonial ::oicnl Cervice which 

was duty bound to provide free modic-.l t:ct-.tment to the Arny 

Service Officers. lie-Ic.-.l treatment which
and the Colonial 

otficials, was "ade

the Government initially provided itti 

population only :, a enicidentalavailable to the local 

service. Various religious bodies and !1--Iv:,te agencies 

, ..- te rnity cetnres in
established hospitals, dispensario 


parts of the country.
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2.2.1 The first attempt at planning ahead fcr the .:evelopment of 

health services in Nigeria took place in 1946, z t :t of the 

exercise which produced the overall Ten-Year P1 ii .. : Development 

and 'elfare (1946-56) covering all aspects of jovc.rn:ental activities 

in the country. Since Nigeria was still a coloni. territory, the 

proponents of this plan were mainly expatriate officials, It includel 

24 major schemes designed to extend the work of c::iJting government 

departments but it was not an integrated developmrt Ilan in the
 

current sense of the word. These schemes were not properly co-ordina:.
 

nor were they related to any overall economic tar!:et. Nevertheless, i.;
 

was a modest, realistic, well thought out plan for its time and purpoi, 

and it served as the basis for subsequent health nlz-ns. 

2.2.2 Since the country became independent in 1960, health policies
 

have been enunciatea in various forms, either in the National Develop. 

ment Plans or as Government decisions on specific heclth problems. 

2.2.3 The health component of the 2nd National >evelopment Plan 1970.

1974, identified and aimed at correcting some of the deficiencies in
 

the health services.
 

2.2.4 In the 3rd Development Plan (1975-1980) there was a deliberate 

attempt to draw up a comprehensive National Health Policy dealing witt 

such issues as health manpower development, the provision of comprehe.i

sive health care services based on the Basic ':ealth er-vices Scheme, 

disease control, efficient utilization of he..: ,:ourts, medical 

research, htalth planning and management. 

2.2.5 The health policy content of the 4th 1 Development PlanDatlon 

is being reflected in this draft proposal.
 

2.3 The State of the Health Services
 

The health services as currently organized .;how major defects
 

which are widely recognizeds
 

2.3.1 The coverage is inadequate. It is estim.tcd that no more than
 

35% of the population has access to modern heal.th care services. Rura'. 

communities and the urban poor are not well served. 

2.3.2 The orientation of the services is inappro-.riLfte with a dispro.

portionately high investment on curative services of the detriment of 

preventive services. 

2.5.3 The management of the services often sho .,: cr weaknesses 

resulting in waste and ine..ficiency, as Thown by '.h, fallure to meet 

tarjets and goals. With several, different gover. -i.n.l, voluntary 

or&aLnizations and other agencies pro'vidin.- he :! c- rL, the various 

inputs are poorly co-ordinated.
 

-/5.
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2.3.4 The involvement of the community is mirni::l L criticdl point:.
in the decision-making process. BeCILUse the, corfxi. :. titos are not well 

"- informed on matters af£ecting their health, tiy',, '. ofter uni',le: to 

*~. make rational choices. 

2.3.5 TI, lack of basic health StittiLtiC!- io ~ constraint at 

all stages of planning, monitoring and evaluation of he,.lth ,ervices. 

2.3.6 The financial resburces allocated to the he:lth services, 

especially to some priority areas are inadequaite to permit them to 

functon effectively. n 

2-3.7 The basic infrastructure and loristic supportc are often 

defective owing to inadequate maintenance of buildin-o, medical equil,-. 

ment and vehicles, unreliable supply of water .nd'nlectricity, and tit, 

poor management of the systems for procuring, storinc and distributiiig 

drues, vaccines and other supplies. 

'Whilst this list of-defects is an accurate s-u.Lmary of the broad 

range of the health services, there are also encouraCing cases in wh:'t. 

dynamic health administrators, professional per:-or.:: ,nd lay members ,n 

the communities have suecessfully corrected these fnults within thei 

local areas. Such successful programmes provide uuceful models of wha;
 

can be done with limited resources in spite of various constraints.
 

2.4 'he State of Health of the Population
 

It is not possible.to make an accurate as:czcent of the health 

states of Nigerians. This is because there is no o,..stem of .lIlectin. 

basic health statistics on births, deaths, the occurence of major 

diseases and other health indicators on a counLry-.:ide basis. The b-:: 

available estimates are obtained by extrapolation .rom the limited 

information obtained from a few centres where such data are collecte,t, 

from sample- surveys, from institutional records and from special stu... 

2.4.1 The limited health statistics indicate thu -eneral poor state 

of health of the Nigerian population: 

Crude Death Rate - 16 per 1000 population 

Crude Birth Rate - 50 'er 1000 population 

Childhood Mortality Rate - cr 1000 children144 ". 
... ;ed 1 - 5 years 

Infant Mortality Rate 85 i.or 1000 live birth, 

Life Expectancy at Birth - .0 yu:rc 

Source: Nigerian Fertility Record. 

Some experts estimate that the infant mort':!"ty rate may be a3 'I 

high as 100 to 160 per 1000 live'births. Whichever figiure is 

accepted,, it means that out of every 12 Ni,:ri,.r. children who are 
born alive, one or more of them dies berore re.chi:.: the first birth 1, 

This rate is ten times as high as high as in 'no3t developed countriei; 

it is much higher than in some other develo'in, cuun~rifes which 

have a similar level of socio-economic develo: ...' * "u in Higeria. 

'','++ , ';:+ '+ " ,/ ' ' + +' " ' /, , , +: +;, ' " ++" , . . . P+ ' - J ;' ' ' ' ' . + + + 
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Children in the age group 1 to 4yearn similarl , dic .. rate which 

is at leant 40 times as hign as in the~ develop-.d cxrre.In some 

parts of tuec country, 25,, or more of children -1i.., 2-c- their 

fifth birthday. Childbirth which should mostly ormal process 

with minimal loss of life, is associated with a ni :'fic.nt mortality
 

among Ni~grian women. 

2,4.2 Patterns oF ill health and their dete i:in:,',i; 

Most of the deaths and serious illness whic:. occur among
 

NiGerians are due to conditions which are easily -e'vented or Khich 

can be treated with simrle remedies. Coamnunicz1Ilbe .lizeases, especially 

those which are associated with inadequate envi'ron -t..1 sanitation 

and poor personal hygiene, predominate and are o't.on compounded by 

malnutrition. Lack of' timely risk of serious complic,,tions occurring !.. 

in the course of minor ailments. The current h. '.'c of morbidity 

and mortalit can be substantially reduced byanorc : tional applicatioa' 

of available resources, even at this time of finrr.'i Ltringencies.
 

•../.11 
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FUJ'DAM,-TAL P~"IL!U'-DERLYIUW, THE !ATION,' 1L I
 

The nationalhealth policy to achieve 'ie..-t; 'c: 

philosophy ofall l.ierians io based on the national 

social justice and equity. A health system bse.I on
 

meano of achicv-':Cj
is adopted as the
primary health care 


the goal.
 

The nutional philosophy is founded on the princip.!:: 
of
3. 

social justice and equity. This philosophy is clearly enunci ted
 

1974 which de-cribed
in the 2nd National Development Plan, 1970 

the five national objectives to make Nigeria:

i. a free und democratice society;
 

ii. 	 a just .nd egalitarian society;
 

iii. a united, strong and self reliant nation;
 

iv. 	 a Creat and dynamic economy;
 

a land of bright and full opportunities
v. 


por 	all citizens.
 

idcals
These principles of social justice and equity t! 

of freedom and opportunity have been affirmed in the con::t'.%.Ition. 

formul .t, in .ext3.1. The :-.tionI.l 'er.lth Polic. has been _,-, 

of those national Goals and philosophy. Since healt'i devJ.l...:nt 

contributes to rnnd results from socio-economic develo, ,-*-t, te two 

tosectors shall be mutually supportive and togcther con ri ultin. 

goals of the nation. Health -'sevelopment shall be seen nut ;olely in 

humanitarian terms but as an essential component of tL: !,,c.... e of 

social and economic development as well as beint an in ,,r,.t.,,uzt of 

social justice and national security.
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3.2 Primary Health Care as defined in the .L. ita Declaration 

shll be the key to the development of the i...!.ealth Policy:

"Primary health care is esser'... lh care 

based on practical, scientifically sound "nd. socially 

acceptable methods and technology m.tdu .:ai.,-sally 

acceptable to individuals and familie% in he community 

and country can afford to maintain zt c-vt:.'-, stage of their 

development in the spirit of self-reli..,ce ind self-dete'inat ., 

It forms an integral part both of the country's health 

system, of which it is the centr-l functiun :nd main focus, 

and of the overall social and economic development of the 

community. It is the first level of contLct of -idividuals, 

the family and community with the n.tio:n.! health system 

bringing health care as close as pozzibl,': to where people 

live and work, and constitutes the rirtzt clement of 

a continuing health care process." 

3.3 Imlications• 

The adoption of the primary health c: ,:e roach has a number 

of iniplications :

of tLe Fude'Liut±i .,ve E:-.cur'sibilitie:3-.3.1 The various governmentJ 

for the health of the people which shall be fulfilled by the provision 

of adequate health and social services. 'Thc citizens shall have the
 

rijght and duty to participate individually and collectively in the
 

planning and implementation of these services.
 

3.3.2 Health care shall be accorded hi.hu prio.1ity in the
 

allocation oi the nation's resources than hith rto.
 

3.3.3 	 Health resources shall be equitably di.,'.,L: uted giving 

to their he l t; and the underpreference to those at greatler risk 


r. concern.
served communities as a means of soci:%l juti .. 

./10 
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3.3.4 Infor.ation on health shall be di semint ! .aoall individuals 

and comILunities to enable them to have greater :ie... Abi.ity for 

their health. 

3.3.5 Self-reliance -'iall be encouragbd amone individuals and
 

communities as well as oh a national scale.
 

3.3.6 2mphasis shall be placed on preventive :.nd ;-o; oLive measures 

which sha.ll be integrated with treatment and rehui~i .tion in a 

multi-disciplinary and multi-sectoral approach. 

3.3.7 All social and economic sectors shall coo:%: if-in the effort
 

to promote the health of the population.
 

3-3.8 That primary health care shall be'scierti"4-c 1y sound'
 

implies that all health practices and technolojic , both orthodox
 

and traditional shall be evaluated to determine thcir efficacy,
 

safety and appropriateness.
 



CHA.PTER 4 

THE 	 COAL OF THE NATIONAL HEALTH POLICY 

The goal of the national health policy shall be 

level of health fta will enable all Nigerians achieve 

socially and economically productive lives. The 

national health system shall be based on primary 

health ca se 

4.1 "Health for all by year 2000" shall be accepted as a challenging 

goal. Ai a long-term policy and within available resources, the 

governments of the Federation shall provide a level of health care for all 

citisens to enable them to =hieve socially and economically productive 

lives. 

Within the overall iundamental obligation of the governmenta of the 

Federition and the nation's socio-economic development, the goal of the 

establish a comprehensive healthNational Health Policy shall be to 


care system, based on primary bealth care that is promotive, protective,
 

preventive, restorative and rehabilitative to every citizen of the country
 

within the available resources so that individuals and communities are 

assured 	of productivity, social well being and enjoyment of living.
 

care shall include4.2 The health services, based on primary health 

at least:

1. 	education concerning prevailing health problems and
 

the methods of preventing and controlling them;
 

il. 	 promotion of food supply and proper nutrition;
 

adequate supply of safe water and basic sanitation;
iii. an 


and 	 child health care, including family planning;iv. material 

In this context, family planning refers to services offered to 

to encourage themcouples to educate then about family life and 


to achieve their wishes with regard to:
 



(a) 	Preventing unwanted pregnancies
 

(b) 	Securing desired pregnancies
 

(c) 	Spacing of pregnancies, and 

(d) 	 Limiting the size of the family in the interest of 

the health of the family. The methods prescribed 

shall be compatible with their 	culture and religious
 

beliefs,
 

v. 	 immunization ag2,inst the major infectious diseases;
 

vi" 	 prevention and control of locally endemic disp-Lses;
 

common diseases an- injuries; and
vii. 	 appropriate treatment of 


supplies.
viii. provision of essential 	drugs i.nd 


4.3 A Health System Based on Primary 	Health Care 

The health system shall:

reflect and evolve from the economic conditions and socio4.3.1 


cultural and political chacteristics of the communities and
 

shall be based on the application of the relevant results of social
 

research and public health experience;
biomedical and health systems 

address the main problems in the community, providing4.3.2 


promotive, preventive, curative and rehabilitative services
 

accordingly;
 

the health sector, all related sectors
4-3.3 involve, in addition to 

state and community development, in particularand aspects of 

industry, education, housinc,agrioulture, animal husbandry, 	 food, 

public works, communications, water supply and sanitation and other 

sectors; and demand the coordinated effrots of all those sectors; 

community and individual self-reliance and4.3.4 promote maximum 

participation in the planning, organization, operation and coftrol
 

of primary health care, making fullest use of local, State, Federal
 

and other available resources; ad to this end should develop through
 

appropriate education the ability of communities to participate;
 



ensures support to
4-3.5 be sustained by a 	referral system that 


primary health oare level 	 in communities by providing guidance and 

more complex health caret 	leading to the progressive provision of
 

for all, and giving priority to those
comprehensive health care 


this end full use shall be made of all public and
mast in need; to 


well as the universities, i
private health institutiocs concerned, as 


including all relevant faculties in addition to health faculties;
 

4.3.6 rely, at local and referral levels, on health workers,
 

including physicians, nurses, midwives, ausiliaries and community
 

workers as applicable, as well as traditional practitioners as needed,
 

suitably trained socially and technically to work as a health team 

respond to the expressed health need of the communiTy.and to 


4.4 in Integrated System 

The prima-ry health care activities with the support of the
 

referral system shall be co-ordinated ru so as to provide effective
 

ensuringmechnisme for tackling priority health problems and for 

steady and systematic promotion in the health of Nigerians. 

The health system shall provide the appropriate base fort

as pregnant
4.4.1 Meeting the needs 	of high risk groups such 


women, mothers and children;
 

school children
4,4.2 Providing care for special groups such as 


the handicapped, industrial and agricultural workers and the
 

elderly;
 

epidemic diseases like
4.4.3 Controllin, major endemic and 


malaria, Tuberculosis and Leprosy, diarrhoeal diseases,
 

onchocerciasia, and diseases associated with poor environmental
 

sanitation.
 

/ 
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NATIONAL HZALTH CARE SYSTEM 

Federal, State and Local Governments shall support in a coordinated manner 

a three-tier system of health care. Essential features of the system shall be 

inputs, community involvement and collaboration with nonits multisectoral 


governmente-1 providers of health care. 

5.1 Constitutional Background 

the concurrent list of responsi-
In the constitution of 1979, Health is on 


bility exept the external health relations, quaratine and the control of drugs 

and poisons which are exclusively the responsibility of the Federal Government. 

The constitution also assigns npecific responsibilities to Local Governments. 

The national health care system in built on the basis of the three tier 

responsibilities of the Federal, State and Local Governments.
 

innex II lists the responsibilities which shall be assigned to the Federal, 

State and Local Covernments respectively. 

5.2 Voluntary Agencies and the Private Sector
 

5.2.1 A variety of non-governmental agencies, especially religious bodies 

provide health care including both curative and preventive services. 

5.2.2. Private proctitioners also provide care although their services are 

mainly concentrated in urban areas. 

5.2.3 Health care 	 is also provided by private companies to staff members and 

their families.
 

5.3 A Co-ordinated Bystem 

under the emb-constitution,
5.3.1 	 In discharging the responsibilities assigned 

and Local Governments shall co-ordinate their efforts in ordex
the Federal, State 
to provide the citizens with effoictive services at all levels. 

5.3.2 The governments of the Federation shall work closely with voluntay
 

agencies, private practitioners and other non-governmental agencies which provide
 

to ensure that the services provided by theses other agencies are
health care 

and are in line with the overallco-ordinatsd with those of the governments 

national health policy. 

related to
5.3.3 Mechanisms shall be established to ensure that all sectors 


health and all aspects of national and comunity development, in particular,
 

agriculture, animal husbandry, rural development, food, industry, education, 

housing, water supply and sanitation and communicationssocial development, 
to health are co-ordinated. 

are incolved and their actLivities which are relevant 



5.4. Comnunity Involvement
 

The governments of the Federation stall devise appropriate machanisms
5.4.1 

for involving the communities in the planning and implementation of health
 

services.
 

mechanisms shall provide for appropriate constitutions at the
 
5.4 .2 Such 

local health services on the 	basis of
community level with regard to 

community organizationsincreasing self-reliance. The traditional system and 

(cultural and religious augo'lations) shall be fully utilized in reaching 

the people. 

consult accredited groups andFederal Ministries shall5.4.3. Thu State and 
Apart
associations which represent 	the various interests within society. 


from cultural and religious bodies, the various professional associations shall 

be involved.
 

5.5 Levels of Care
 

National Health Care System shall be developed at three levels vizi 

5.5.1 	 Primary health care
 

shall provide general health services of
 
5.5.1.1 Primary Health Care 

curative, promotive and rehabilitative nature, to thepreventive, 
of the health care syatem. The provisionpopulation an the entry point 

of care at thin level is largely the responsibility of locm-govern
men th the support of State Ministries of Health and within the 

practitioners alsoiierall natiaona--hLeath poiicy. Private medical 


provide healtL care at this level.
 

in Nigeria, that 
5.5.1.2 Nothing that traditional medicine is widely used 

there is no unifor. system of traditional medicine in the country 

but that ther:e are wide variations with each variant being strongly 
the local health authoritiesto the local culture andbaliefs, 

shall where applicable seek the collaboration of the traditional practi

tioners in promoting their health programmes such as nutrition, environ

bound 

family planning and immunization.mental sanitation, personal hygiene, 
shall be trained to improve their skillsTraditional birth attendants 

making use of the referral system
,and to ensure bair co-operation in 

in dealing wits high risk patients. The governments of the Federation 

shall seek to gain a better understanding of traditional healthpractices, 

and support research activities to evaluate them. Practices and 

shall be adapted into the health care.technologies of proven value 
are harmful shall be discouraged.system and those that 

5.5.2 Sconda.rx health care 

care level shall provide specialized services toSecondary health 
level through out-patient and

patients referred from the Primary Health Care 
centres for general medical, 	 surgical and

in-patient services at hospital 
It shall also serve as administrative headquarterspaediatric patients. 

shallthe activities of the peripheral units. Such level of c3.reoverseeing 
level of the district, divisional, zonal

be available at the intermediate 

or stale. Adequate supportive services such as laboratory, diagnostic blood
 

bank and physiotherapy shall 	be provided.
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5.5.3. Tertiary health care 

Tertiary health care, which consists of highly specialised services 

shall be provided by teaching hospitals and other specialist hospitals which 

provide care for specific 	disease, conditions of specific groups of persons
 

e.g. 	Orthopaedic, Eye, Psychiatric, Maternity and paediatric hospitals. Care 
thalt these are evenly distributed geographically.should be taken to ensure 

Appropriate supporting services shall be incorporated into the development of 

these tertiary fsacilitios t pr-ovide c.ffcctive referral services, selected cen

tres shall be encouraged to develop special expe.tiee in the advanced modern 

technology thereby serving as & resource for evaluating and acapting these 

new developments in the context of local needs and opertunities.
 

5.5.4 In order to ensure that the primary health care services are appropriatelyr 

supported by an efficient referral system, Ministries of Health shall. review 

the resok.rces allocated to and the facilities available at the secondary akd 
care,tertiary levels. Whilst high priority shall be accorded to primary health 

levels shall be strenagtheit.within available resources, the secondary and tertiary 

The long term goal is that oventually all Nigerians shall have easy access not 

only to primary health care facilities but also to secondary and tertiary 

levels as required. Particular attention shall be placed on the needs of remote 

and isolated communities which have special logistic problems in providing 

access to the referral system. 



CEAPTKR 6 

NATIONAL HEALTI STRATEGY 

The implementation of the national 

health policy and progress towards the achieve

ment of the goals require the elaboration of 

strategies as the local, state and national levels 

The roles and responsibilities of the different 

arms of government shall be defined as in Annex II. 

A managerial process for health development shall 

be established. 

6.1 	 The governments of the Federation shall translate the national
 

health policy into strategies to achieve clearly stated objectives and,
 

whenever possible, specific targets.
 

6.2 	 Roles and Functions of the Federal Ministr of Health
 

The Federal Ministry of Health shall:
 

6.2.1.1 	 take the necissary action to have the national
 

health policy reviewed and adopted by the Federal
 

Government;
 

6.2.1.2 devise a bread strateg4 for giving effect to the
 

naticnal health policy through the implementation by
 

Federal, State and Local governments in accordance
 

with provisions of the Constitution;
 

6.2.1.3 	submit for the approval of the Federal Governzent
 

a broad financial plan for giving effect to ti.e
 

Federal component of the health strategy;
 

6.2.1.4 	formulate national health legislation as required,
 

for the consideration of the Government;
 

6.2.1.5 	act as coordinating authority on all health work
 

in Nigeria on behalf of the Federal Govern,ent,
 

with a view to ensuring the implementation of the
 

country's health policy;
 

6.2.1.6 assess the country's health situation and trends,
 

to unddrtake the related epidemiological
 

surveillance, and to report thereon to the governments;
 



6.2.1.7 promote an informed public opinion on matters of
 

health; 

6.2.1.8 support state governments, and through them local in 

developing strategies and plans of action to give 

effect to the national health policy as adopted by 

the Governtments of the Federation; 

6.2.1.9 allocate Federal resources in order to forster 

selected activities to be uandertaken by Ztates ad 

local governments in implementing their health 

strategies; 

6.2.1.10 issue guidelines and guiding principles to help
 

Stat~s prepare, manage, monitor and ensure compliance
 

with them by all concerned: health technology
 

including equipment, supplies, drugs, biological
 

products and vaccines, in conformity with national and
 

international standards; the human environment; and the
 

education, training, licensing and ethical practices of
 

different categories of health workers;
 

C.2.1.11 	promote research that is relevant to the implementation 

of Federal health policy and State healt-. bLrateK±'2s. 

and, to this end, to establish suitable mechanisms to 

ensure adquate coordination among the research
 

institutions and scientists concerned;
 

6.2.1.12 	promote cooperation among scientific and professional
 

groups as well as non-governmental orj;anizations in
 

order to &etainthe goals of the Federal health policy;
 

6.2.1.1 	,monitor and evaluate the implementation of the Federal
 

health policy on behalf of the Government and report to
 

it on the findings;
 

1 
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6.2.2 	 International health
 

The Federal Ministry of Health shall set up an effective mechanism
 

for the co-ordination of external cooperation in 	 health and for monitoring 

the performance of 	the various activities. Within the overall foreign
 

the national health policy shall be directed towards:..
policy objectives, 


6.2.2.1 	 ensuring technical cooperation on health with other
 

large;
nations of the region and the world at 


ensuring 	the sharing of relevant information on
6.2.2.2 


health for improvement of international health and;
 

6.2.2.3 	 ensuring cooperation in international control of
 

narcotic drugs,-and psychotropic substances;
 

6.2.2.4 	 collaborating with United Nations agencies, organization 

of African Unit, West African Health Community, and 

other international agencies on regional or global
 

health care improvement strategies without sacrifi

cing the initiatives of national community and existing
 

institional and other infrastruotaral arrangements.
 

6.2.2.5. 	working closely with other developing countries
 

especially the neighbouring states within the region 

which have similar health problems in the spirit of 

technical cooperation among developing countries 

the exchange of technical
especially with regard to 


and epidemiological information, the sharing of
 

training and research facilities and the coordination
 

of major intervention programmes for the control of
 

communicable diseases.
 

Roles and Functions of State Ministrtes of Health
6.3 


The State Minitries 
 of health shall be strengthened so that
 

they become the directing and cobrdinating authority on health
 

work within the State.
 

6.3.1 	Ensuring political commitment
 

The Ministries of Health shall channel activities 
into the
 

6.3.1.1 


behalf of 	the government.
strategy 	for health ana coordinate them on 




The Miniotries of Health shall take initiatives to ensure
b.3.1.2 


the 	commitment of their governments as a while to the realization of
 

adopted by all the Governments, of the
the national health policy as 


on behalf of the State Government, they
Federation. In addition, 


shall make efforts to ensure the support of public figures and bodies
 

trade union and civic leadel
 as appropriate, such as political, religious, 


They shall mobilize
and influential non-governmental organisations. 


popular support by involving individuals and families in their own
 

health care and by involving them collectively in technical, supportive
 

and financial community action for primary health care.
 

their governments
b.-.1.3 The Ministries of Health shall propose to 


appropriate mechanisms for ensuring the action required in all
 

relevant social and economic sectors, such as inter-ministerial
 

They shall
committees and multisectoral State Health Committees. 


deploy all means for ensuring the redistribution of resources 
for
 

health so they become progressively equitable for all segments of
 

the population througntout the state.
 

the introduction
6.3.1.4 The Ministries of Health shall advise on 


of health reforms, and enabling legislation as necessary - for
 

example, 	to define the rights anA obligations of people concerning
 

as well as those of various categories of health workers
their health, 


and institutions, to protect people from environmental hazards; and
 

to pczilit communities to develop and manage their health and related
 

taken to avoid
social programmes and services. Care should be 


protracted deliberations on legistration as a substitute for action,
 

ensure that people understand the nature of the legislation and
and t 


approve of it.
 

6.3.2 	 Ensuring economic supoort
 

Ministries of Health shall seize all opportunities of
6.3.2.1 


gaining the support of economic planners on institutions by convincin.:
 

to

them that health is essential for development and it contributes 


pursuit of health
production and by refuting the contention that the 


for marginally
consists merely in the consumption of scarce resources 


the health of the people.
useful medical care that has no impact on 




6.3.2.2 Ministries of Health shall also display vigilance,
 

employing specialized personnel if necesaary, in order to ensure
 

that health needs and protective measures are made integral parts
 

of development projects, taking account of cost-effectiveness 

for example in irrigation schemes, dams, and industrial developmeni
 

projects.
 

6.3.3 Winning over professional zrnups
 

To ensure the support of the health professions, Ministries
 

of Health shall consider ways of involving them in practice of
 

primary health care and in providing support and guidance to
 

communities and community health workers. To this end they
 

shall approach the health and health-related professional,
 

professional organizations providing them with information,
 

holding dialogues with them, impressing upon them their social
 

professional organizations providing them with information,
 

holding dialogues with them, impressing upon them their social
 

responsibilities and indicating how they can best discharge these
 

responsibilities. They shall also consider ways of providing
 

tangible incentives.
 

6.3.4 Establishing a managerial process
 

Ministries of Health shall establish systematic permanen
 

managerial processess for he..lth development as outline in 7.7.
 

6.3.5 Public information and education
 

6.3.5.1 Ministries of Health shall assume a highly active role
 

in disseminating the kind of information that can influence
 

various target audiences. Thus, statements on the aims and
 

potential socioeconomic benefits of the State strategy, as well as
 

progress repozts on its implementation, shall be disseminated
 

to the public.
 

6.3.5.2 Ministries of Health in 'collaboration with Local
 

Government shall promote health educational activities through
 

health personnel and the mass media and in educational institution:.
 

of all types, with the aim of enlightening the whole population
 



on good health maintenance, the prevailing health problem-, in treir 

state and community and on the most appropriate methods of preventiu 

and controlling them. 

6.3.6 	 Financial and material resources
 

Just as the succesful implementation of the State strategy
 

shall mean mobilizing all possible human resources, it shall also
 

depend on mobilizing all possible financial and material resources.
 

This implies first of all making the most efficient use of existing
 

resources. At the same time, additional resources shall undoubtedly
 

have 	to be generated.
 

In this context Ministries of Health ohall:
 

6.3.6.1 	 review the distribution of the State resources from 

all sources, with particular reference to primary health 

care vis-a-vis intermediate and central levels, urbar, 

versus rural areas, and to specific underserved groups; 

6.3.6.2 	 reallocate these resources as eultably as possible or,
 

if this proves impossible, at least allocate any additional
 

resources - for the provision of primary health care,
 

particularly for underserved population groups;
 

6.3.6.3 	 include an analysis of needs in terms of costs and materials
 

in all consideration of health technology and of the
 

establishment maintenan4e of the health infrastructure;
 

6.3.64 	 oonsider the benefit of various health programmes in
 

relation to the cost, as well as the effectiveness of
 

different technologies and different ways of organizinC
 

the health system in relation to cost;
 

6.3.6.5 	 estimate the ordcr of magnitude of the total financial
 

needs to implement the State health strategy;
 

6.3.6.5 	 attempt to secure additional resources for the stratetf
 

if necessary having shown they have made the best possible
 

use of existing funds;
 

6.3.6.7 	 identify activities that might attract external support
 

and Federal Government assistance;
 

6.3.6.8 	present to their government a master plan for the use
 

of all financial and material resourtes,
 



including for example government direct and indirect 

financing; social security and health insurance schemes; 

local community solutions in terms of energy, labour, 

materials and cash;
 

and the use of externalindividual payments for service; 

loans and grants.
 

6.3.7 Intersectoral Action
 

Ministries of Health have an important role in stimulating 

and coordinating action for health with other social and economic secto:',:
 

concerned with State and oommunity development, in particular agricultu:7,t
 

animal husbandry, food, industry, education housing, water supply
 

and sanitation, communication, social development and non-governmental
 

agencies.
 

6.3.7.1 	 Ministries of health shall approach other sectors with a view
 

take action in specific fields. Ministries of
to motivating them to 


planning, finance and agriculture shall be approached, as appropriate,
 

with a view to reasching a proper balance between food crops and cash
 

crops. The agricultural and the housing and public works sectors shall
 

be approached with respect to the provision of safe drinking-water and
 

sanitation. Planning and development ministries shall be approached 

to ensure that proper attention is given to healtn aspects of deelopme:it. 

schemes, such as the prevention of certain parasitic diseazes. The 

in wideeducational and cultural sectors shall be asked to participate 

ranging health educational activities in communities, schools, and 

other educational activities in communities, schools, and other 

education, training and cultural institutions, These responsible 

for public works and communications shall be rquested to f -ilitate 

the provision of primary health care, through improved com..unications, 

particularly for dispersed populations. Access to the masz media shall 

be facilitated through Ministries of Infcrmation and the lize. The 

iadustrial sector shall be made avare of the measures required to
 

protect the environment from pollution and to prevent occupational 

diseases and injuries. The industrial sector shall aluo bc- requested, 

as the need arises, o consider the possibility of establihiina
 

industries for essential foods and drugs.
 



6.3.8 Coordination within the health sector
 

To achieve coordination within the health sector Ministries
 

of Health 	shall pay attention to the following:
 

6.3.8.1 	 Collaboration between the various health services and
 

and institutions, following agreement on allocation of
 

responsibilities in order to make the most efficient use of
 

resources. These shall include services and institutions
 

belonging to government, the private sector, nongovernmental
 

and voluntary organizations active in the heal i sector, 

and women's and youth organizations;
 

6.3.8.2 	 collaboration between the various levels of the health
 
"system follo-ing agreement on 
the distribution of functions
 

and resources;
 

6.3.8.3 	 collaboration within and among the various categories of 

health workers following agreement on the division of labom..
 

6.3.9 	 Organizing primary health care in communities 

In order 	to facilitate intersectoral collaboration, primary
 

health care shall be organized taking account of administrative boundarj, 

Communities shall be helped to organize themselves; and responsibility, 

authority 	and appropriate budgets shall be delegated to them. The
 

Ministries of Health shall provide gnidelines and practical slpport 

as necessary to those communities that organise their own primary
 

healh care.
 

b.3o10 	 Referral system
 

6.3.10.1 Ministries of Health shall review the functions of the
 

mechanisms azid institutions in the health and related sectors
 

particularly at the first referral level, and shall motivate staff
 

and retrain them as necessary to provide support and guidance to
 

communities and community health workers.
 

b.3.10.2 	Ministries of Health shall.develop a system of referral of
 

patients and problems so that the first referral level is not over

loaded with problems tihat could be dealt with by primary health care
 

in the community, and so that patients and problems are referred back
 



back to those who sent them, accompanied by information on action 

taken and guidance for further action. 

6.3.10.3 	Ministries of Health shall review transport and communication 

facilities together with local authorities and representatives of the oh.t
 

mi.nistries concerned, to permit the referral system to function efficiert:
 

6.5.11 	 Logistic sste 

Ministries of Health shall review their logistic system to 

ensure regular and timely distribution of supplies and equipment, 

as well as the availability of transport and its maintenance, starting 

with facilities in communities and working centrally through inter

mediate and central levels.
 

6.3.12 	 Health manpower 

State Ministries of Health, in collaboration with the Federal
 

Ministry of Health and other ministries and educational bodies
 

concerned shall ensure the education and training of health manpower
 

to perform functions that are relevant to the country's priority 

health problems along the guidelines shown in chapter 10. 

Ministries of Health and other ministries concerned, for example 

fpr education, culture, labour, finance, and public administration, 

shall take steps to ensure that health workers are socially motivated 

and provided with the necessary incentives to serve rural communities. 

6.3.13 	 Health care facilities
 

6.3.13.1 Ministries of Health, together with Ministries of Local
 

Go',ernment and Public Worxs, shall review the distribution of exIsting
 

healtn care facilities run by the State, local governments and other
 

public, private and voluntary bodies, and shall work out and continuall3
 

update State master plans of requirements for health centres and clinic!
 

and for first-referral hospitals. Accessibility to those most in need
 

shall be the foundation of the master plans.
 

6.3.13.2 Ministries of Health shallreview the functions staffing,
 

planning, design, equipment, organization, and management of health
 

centres and clinics and first-referral hospitals, in order tc prepare
 

them for their wider function in support of primary health care,
 

%A 



6.4 

Before investing in buildin.'s, the cost of running them shall be
 

carefully considered.
 

6.3.14 	 Priority health Droframmes
 

Ministries of Health zhall identify priority health programries 

in the light of the essential programme elements of primary care and 

the epidemiological situation in the State, and shall ensure tint the 

deltiery of those programmes is given top priority by all concerned.
 

6.3.15 	 Health Technology
 

Ministries of Health shall make a systematic assessment of the
 

health technology being considered for use in each priority prograimne,
 

aimed at applying technology that is appropriate for the country or
 

part of the country concerned (See chapter 11).
 

Roles and Functions of Local Government
 

The constitution assij-ns to local government councils certain
 

functions whicn are essential elements af primary health care 
-


environmental sanitation, provision and maintenance of health
 

services and the provision and maintenance of primary aducp.tion.
 

With the general 'uidance, support and supervision of State
 

Health Ministries, and in collaboration with the Ministries of Local
 

Government, local governm::nL shall design and implement atratejics to
 

discharge the responsibilities assigned to them under the constitution
 

and to meet the health needs of the local community.
 

6.4.1. 	 Motivation of the Community
 

The Local Government shall elicit the support of formal and
 

informal leaders, traditional chiefs, religious and cultural
 

organizations and other influential persons and groups in support of
 

community 	action for health.
 

6.4.2 	Local Strategy for health 

The Local Government Health Authorities shall: 

6.4.2.1 	 determine how best to provide the essential
 

elements of primary health care;
 

6.4.2.2 	 identify for each priority programme the activities to be
 

carried out by the individuals and families, by the com.:unit:c
 

by the health service and by the other sectors;
 



6.4.2.3 identify the support action required for each component of
 

the programme;
 

6.4.2.4 	 provide rjlevant health information to the people on such
 

matters as personal hygiene, environmental sanitation,
 

prevention and control of communicable diseases and such
 

matters where a change a in the life style of the people can
 

have significant impact on their health status;
 

6.4.2.5 	 de-sign and operate machanisms for involving the communities
 

in the crtitical decisions about the health services;
 

6.4.2.6 	 mobilize resources to support the health programme. This
 

shall include the use of voluntary effort ind o!ther traditional
 

methods of achieving community goals;
 

6.4.2.7 	 ensure that the essential infrastructure for the health
 

programme is available and well maintained. With regard to
 

physical facilities the emphasis fh:dald be on making sure that
 

they meet the requirements for providing services but are not
 

over elaborate to the point where their maintenance constitutes
 

a drain on the rusources.
 

6.4.2.8 	 collect relevant data about the health resources, the health
 

status of the community and about their health behaviour
 

including the utilization of health services. Such data chall
 

form the basis of the information for the management of t-.e
 

local health services.
 



PART II - PROGRAMME OF ACTION AND STRATEGY OF IMPLEMENTATION 

CAPTER 7 

NATIONAL HEALTH SYSTEM MA.NAGEMENT 

It is generally recognized that a
 

more effective delivery of health care
 
can be achieved in this country by a more
 
efficient management of the health resources.
 
Experience has shown repeadtedly that many 

well oonoeived health schemes fail to meet 
expectations because of failures in implemen

tation. It is essential to establish 

permanent, systematic managerial processes for 

health development at all levels of care. 

These shall include appropriate control to 

ensure the oalinuity of the managerial process 

from design to application. 

7.1 The National Managerial Processes
 

A national managerial process shall be established to include
 

the fol'.owing elementas- '
 

7.1.1. The national health policy comprising the goals, priorities,
 
main directions towards priority goals, that are suited to the social
 

neea and economic conditions in the different Btate= of Nigeria and
 

form part of national, social and economic development apolicies.
 

7.1.2 Programming - the translation of these policies through
 

various stages of planning at the local, state and national levels
 

into strategies to achieve clearly state objectives.
 

7.1.5 Programme budgeting - the allocation of health resources by
 

the governments of the Yederation for the implemetation of these
 

strategies.
 

7.1.4 Plan of action - descrioing strategies to be followed and the
 

main lines of action to be taken in 
the health and other sectors to
 

implement hese strategies.
 

7.1.5 Detailed programming - the conversion of strategies and plans
 

of action into detailed programmes that specify objectives and targets,
 

and the technology, manpower, infrastructure, financlil resou ces, and
 

time required for their implimentation through the health system.
 

7.1.6 Implementation - the translation of detailed programmes into
 

action so that they come into operation as integral parts of the
 

health system; the day-to-day management of programmes and the services 

and institutions for delivering them, and the continuing follow-up
 

of activities to ensure that they dre proc!eding ai pluned oil, re
 

on schedule.
 

'. 



7.1.7 	 Evaluation, of developmental health strategies and
 

operational programmes for their implementation, in order progressively
 

to improve their effectiveness and increase their efficinecy.
 

improving the
 
7.1.8 	 Repregrammiag, as necessary, with a view to 


master plan of action or some of its components, or preparing new
 

onea as required, as part of a continuous managerial processes for
 

national health development.
 

Relevant and sensitive information, to support all these
7.1.9 

components at all stageso
 

7.2 	 National Health Planning System
 

7.2.1 	 Stope and Purpose
 

an integral
The national health planning system shall form 


part of the National Health Policy and any ensuing legislation. It
 

will be an imporant administrative framework for essigning duties and
 

as well as deterningC the working relationships
responsibilities 

between different levels of health management.
 

7.2.2 The national health planning system shall relate to 
the
 

determination of broad policy and priorities, and their translation
 

into forward plans for the utilisation of resources. It shall not be
 

concerned with detailed planning of individual projects or developments,
 
resources
but only with determining their priority and timing and the 


to be allocated to then.
 

The research, analytical and considerative processes
7.2.3.1 

term o
which result in strategic policy choices and long 


objectives shall be a continuous process which cannot
 
annul cycle, though
appropriately be fitted into an 


an annual summary of long term aims and objectives shall
 

be produced as background to programming decisions;
 

7.2.3.2 	 the programming and budgetting process 
shall result in
 

decisions to put into effect specific cources of action
 

within a definite timescale as a means of achieving the
 

long term aims, and to allocate resources to them.
 

This praoess which gives rise to the preparatiom of
 

financial estimates, budgets and operating targets, shall be
 

subject to annual reyision and up-dating in a formal
 

planning cycle.
 

National 	Health Planning and Development Guidelines
7.3 


The Federal Ministry of Health shall by regulations 
issue
 

7.3.2 

guidelines concerning national health polices, plans and programmes,
 

and shall, as it deems appropriate,rby regulartion revise such
 

guidelines.
 

The 	Federal Ministry of Health shall include 
in the guidelines


7.3.2 

issued:
 

i. 	standards respecting the appropriate supply,
 

distribution, and organisation of health resources;
 

ii. 	 a statement of national health planning goals,
 

objectives and targets developed after consideration
 
The 	goals, objectives
of the priorities, stated above, 


to the maximum extent practicable, shall
and target 

be expressed in quantitative terms.
 



7.6,6;,1 The structure of a state health planning and development
 

unit; 

7.6.6.2 the 	oonduot of the planning and development processees;
 

7.6.6.3 the 	performanoe of state health planning and development
 
functions; and 

7.6.6.4 the 	planning performance of Local Government Health 

authoi ty. 

7.7 Managerial Process at State Level
 

7.7.1 To permit them to develop and implement their strategies,
 

Ministries of Health shall establish a permanent, systematic,
 

managerial process for health development which shall lead to
 

the definition of clearly stated objectives as part of the State
 

strategy and, wherever possible, specific targets. They shall
 

facilitate the preferential allocation of health resources for
 

the implementation of the State strategy, and shall indicate the
 

main lines of aution to be taken in the health other sectors
 
required
to implement it. They shall specify the detailed measures 


to build up or strengthln the health system based on primary
 

Health care for the delivery of state programmes. The managerial 
process shall also specify the aotion to be taken so that detailed 

programmes become operational as integral parts of the health of 

the health system, an well as tho day-to-Ay management of programmes 

and the servioes and institutions delivery them. Finally, it shall 

specify the process of ev&luation to be applied with a view to
 

improving iffeotiveness and increasing efficiency, leading to
 
necessary.
modification or updating of the State strategy as 


Health manpower planning and management shall be an inseparable
 

feature of the process. r'or all the above, the support of relevant
 

and sensitive information will be organized as an integral part
 

of the health system.
 

7.7.2 Ministries of Health shall establish permanent mechnisms
 

to develop and apply their managerial process and to provide
 

adequate training to all those who need it. These may include
 

mechanisms in ministries themselves, as well as all networks of
 

individuals and institutions, to share the managerial research,
 

developement-and training efforts required for health developmdnt.
 

7.8 State Health Advisory Committee 

7.8.1 There shall be established an advisory committee in each
 

State known as the State Health Advisory Committee. The Committee
 

shall advise the State Government on health policy and programmes
 

and be chaired by the Commissioner of Health.
 

7.8.2 The State Health Advisory Committee shall consist of
 
representatives oft
 

i. State Ministry of Health;
 
ii. State Hospital Management Board;
 

iii. State Ministry of Local Government;
 

iv. State Ministry o1 Education (for school health);
 

v. Non-governmental organizations;
 
vi, Federal Health Institutions;
 

vii. Health 	related ministries;
 
viii. Professional bodies.
 

7.8.3 A State Health Adviuory Council shall perform the following
 
functions:
 

7.8.3.1 	 review annually and co-ordinate the long-term health
 

plane,.nd annual health plan of the State;
 

e 
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ii. National Institution of Medical Research
 

iii. Medical Schools
 
iv. 	 Schools of allied health professionals
 
v, Non-governmental organisation
 

vi. Professional associations
 

7.6 Planning Furuction By The Federal Ministry of Health
 

7.6.1 The Federal Ministry of Health shall service the National
 

Council on Health and hwye multidisciplinary staff with expertise
 

in at least the following:
 

i. 	health administration;
 
ii. health statistics;
 
iii. health planning;
 
iv. epidemiology;
 
v. 	development and use of health resources
 

(healta economics)
 

7.6.2 The Federal Ministry of Health shall prepare and submit
 

annual review, health a9os and long-term health plans that detail
 

the health problems, and needs of the country.
 

Each plan shall also detail the goals and objectives, priorities
 
health
and implementation and evaluation procedures of solving the 


problems and meeting the health needs of the country.
 

made up of the State health plans
7.6.3 Each plan shall be 

Such plans shall
submitted by eqery State Ministry of Health. 


contain such revisions of the State health plans 
to achieve the
 

appropriate coordination or to deal more effectively with the
 

national health needu.
 

and 	analyse
7.6.4 The Federal Ministry of Health shall assemble 


can 	 be improved:the 	 following data and indicate how their quality 

and 	 its determitnanants;7.6.4.1 the state of health of the nation 

health care delivery system in the7.6.4.2 the state of the 

count-y and the use of the services by the public;
 

delivery has on the health
7.6.4.3 the effect, the health care 


of the general public; 

resources7.6.4.4 the number,, ty-pe and location of the health 


including health service manpower and facilities;
 

7.6.4.5 the pattern of utilization of the health resources; and
 

7.6.4.6 the environmentAl Fnd occupational exposure factors
 

affecting immediate and long-term health condition;
 

The 	Federal Ministry of Health shall also provide 
guidelines


7.6.5. 

on planning approaches, methodologies, policies and standards
 

appropriate planning and devolopment of health resources.
 

The 	Federal Ministry of Health shall also provide 
guidelines


7.6.6 

state health planning and
for the organisation and operation of 


development units including:
 



7.3.3 In issuing guidelines, the Federal Ministry of Health shall 
oonsult with and solicit for recommendations and comments
 

from the National Council on Health, State Ministries of Edication and
 
Local Government, professional association and special societies
 
representing 	health organisations.
 

7.4 National Council on Health
 

7.4.1 The National Council on Health shall advise the Governments
 
of the Federation with respect tot
 

7.4.1.1 	 the development of national guidelines;
 

7.4.1.2 	 the implementation and administration of the
 
National Health Policy and
 

7.4.1.3 	 various technical matters on the organisation,
 
delivery, and distribution of health services.
 

7.4.2 	 The Council shall be composed of the following members:
 

7.4.2.1 	 thi Minister of Health (Chairman);
 

7.4.2.2 	 the Commissioners for Health
 

7.4.3 	 The Council uhall be advised by the Technical 
Committee. 

7.5 Technical Committee of the National Council on Health
 

7.5.1 The Technical Committee shall be composed of:
 

i. 	The Permanent Secretaries
 
ii. 	The Directors of Federal Ministry of Health
 

iii. 	The Professional Heads in the State Ministries
 
of Health
 

iv. A Representative of Armed Forces Medical
 
Services
 

v. Direotor of H&4lth Services, Federal Captel
 
Territory, Abuja.
 

7.5.2 Expert Panels
 

The Technical Committee shall net up as required
 
appropriate programme expert pannels including the represtatives
 
oft
 

i. 	Health related Ministries of:
 

a. 	Agriculture, Rural Development and
 
Water Resources
 

b. 	Education, Science and Technology
 
a. 	Labour, Social Development, Youth
 
W and Sports
 

d. 	Works and Housing
 
e. 	National Planning.
 
f.
 



review 	and revise as necessary (but at least annually),
7.8.3.2 

the state health p1.2 which shall include the health plans of the
 

local government health authorities within the State;
 

review 	annually the budget of each such local government
7.8.3.3 

health authority;
 

advise 	the Health Planning Unit of tke State gentrally on
7.8.3.4 

the performance of its functions; 

7.9.1 	 State Health Plaxping Function 

Each 	Ministry of Health sahll establishe an appropriate
7.9.1.1 

mechanism for the impleme.,ttion and planning of its
 

development functions. 

shall 	suJ-t an annual7.9.1.2 	 The State Ministry of Health 
health plan that shall outline the health problems, needs,
 

goals and objectives, implementatiou and evaluation
 

proceiure for the State. It also shall submit a long term
 

health plan to the Federal Ministry of Health after the 

approval of the state Executive Council. 

7.9.1.3 	 Each State Ministrj of Health shall perform within the
 
State the following functions&
 

i. 	 conduct the health planning activities
 

of the State and help in implementing
 
and coordinating the various components of
 

the State 	Health Plani 

ii. 	 prepare, review and revise as necessary
 

(but at least annually), a preliminary
 
State Health Plan which shall include the
 

local 	government health authorities plans; 

iii. 	 assist the State Health Advisory Committee of 

the State in the review of the State Health 
facilities plan and in the performance of
 
its functions generally; 

iv. 	 review on a periodic basis but not less often
 
than every three years), all institutionai
 
health 	services being offered in the State. 

for State 	Health Services7.9.2 	 Technical assistance 

7.9.2.1 The Federal Ministry of Halth shall provide to the State
 

Ministry of Healths
 

i. 	 assistance in developing their health palns 

and approches to planning of various types 

of health services; 

technical 	materials, including methodologies,
ii. 

policies and standards appropriate for use in
 

health 	planning; 

iii. 	 other tedhnical assistance as may be necescary 
in order that sucb institutions may properly 
perform their functions. 

shall 	include in the materials
The Federal Minister
7.9.2.2 




i. specification of the minimum data needed
 
the
to determine the health status of 


nation and the determinants of such status;
 

ii. 	 specification of the minimum data needed
 
the health
to determine the status of 


the country;
resources and serviced of 


iii. specification of the minimum data needed
 

of health resources and
to describe the use 


services within the country;
 

Guidelines for the organisation 	and operation
v. 

of State Health Planning Units, Local
 

Government Health Committee.
 

7.1C State Hospitals Manament Board
 

The State Hospitals Management Board shall function 
under
 

the general supervision of and policies established 
by the State
 

Ministry of Health which shall maintain overall responsibility for 
the
 

health services of the State.
 

The Board shall be responsible for the management of
 1 ,.1. 

hospitals which come under the jurisdiction of the State Ministry of
 

Health.
 

The Board shall collaborate with the 
Local Health Authorities
 

7.10.2 
 ensure close integration and
 and their respective health committees to 

(under the Local Health
 

continuity of services from peripheral units 


referral units which are administered by the Board.
 Authority) to the 


the Ministry, to the Board and
 
<- 7.10.3 The functions assigned to 

uthorities shal> be clearly demarcated with to the Local Health 


unambiguous delineation of responsibilities and powers.
 

The composition of the Board shall include 
representa

tives of thet
 
7.10.4 


i. Ministry of Health;
 

ii. Community leaders;
 

iii. Professional associations;
 
iv. Staff members of hospitals and institutions
 

managed by the Board;
 

Federal Health institutions, where appropriate;
v. 

vi. Son-governmental organisations.
 

of the Board shall be selected with great
The officials
7.10.5 

dynamic and efficient management of the programmes.
 

care to ensure 




7.11 	 Local Government Health Committee
 

The Local Governments in consultation with the State
7.11.1 

Ninistry of Health shall establish their Local Governments
 

Advisory Committee covering each Local Government Area for the
 

purpose of delivertng health services to the communities.
 

7.11.2 The composition of each Local Government Health Committee
 

shall include representatives of:
 

i. 	 Local Government Council;
 

ii. 	 State Health Management Board;
 

iii. Leaders of the Local Community;
 
iv. 	 Non-governmental organizations;
 
v. 	 Training institutions (including University
 

institutions if appropriate);
 
vi. 	 Representatives of the professional staff;
 

vii. Other health institutions.
 

The Local Government Health Committee of this composition
 

shall 	effect the execution of the plans for health services within
 

the specified Local Government Area. The State Commissioners for
 

Local 	Government and Vealth shall review t', membership and
 

activities of the Local Government Health jmmittee once evexz three
 

years 	and replace any w". member who may leave the committee any time
 

during the tenure of office.
 

7.11.3 The functions of Local Government Health Committee shall
 

include the followings
 

i. 	 formulate project proposals;
 

ii. 	 deliver directly health services within
 

the area with community participation;
 

collect basic data of services and resources.
iii. 


iv. 	 iobilise resources for health programme 
implementation in the spirit of self-reliance 



CHAPTER 8
 

The Federal and State Governments shall
 

review their allocation of resources 
to the
 

health sector. Within available resources,
 

high priurity shall be acccrded to primary
 

health care with particular reference to
 

and groups. Community
under-served areas 

resources shall be mobilized in the spirit of
 

self-help and self-reliance.
 

In the light of the importance of health in socio-economic
8.1 

the Federation shall review their
development, all governments of 


finaicial allocation to health,- High priority programmes for
 

shall have the first call on any additional
primary health care 

resources 
that 	may be available.
 

to
Within the h~alth care system, efforts shall be made
8.2 

financial allocation among promotive, preventive
redistribute 


and curative health care services to ensure that more emphasis
 

shall be placed on promotive and preventive services.
 

8.3 The governments of the Federation shall explore avenues
 

system through health insurance schemes.
for financiag the health care 


shall pay for curative services
8.4 As a general policy, users 


but preventive services shall generally be subsidized; public
 

shall be provided to the socially and economically
assistance 

disadvantaged segments of the population.
 

the Federal shall encouxage employers
8.5 The governments of 


of labour to participate in and finance health care delivery to
 

employees.
 

Within the right of individuals to participate in the economy
8.6 

to establish and
of the nation private ind!.viduals shall be encouraged 


services in under-served areas.
finance private health care 


be
concept of self reliance, communities shall
8.7 With the 

or find local
encouraged to bear directly financing of health care 


to health problems through contribution of
community solutions 

labour and materials.
 

8.8 Mechanisms shall be established to undertake continuing
 

studies on:
 

benefit of various health programmes in relaton 

to the cost as well 
i the 


as the effectiveness of different
 

technologies and ways of organising the health system
 

in relation tc the cost; and
 

terms of
ii. 	 the inclusion of an analysis of needs in 


cost, material and pegsonnel in all consideration of
 

health teclnology and of the establishment and main

tenance of the health infrastructure.
 



CHAPTER 9 

NATIONAL HEALTH INFORMATION SYSTEM 

The effe'tive management of the health
 

services demands the establishment of a national
 
health information system. Basic demographic data
 
are essential for planning and monitoring of the
 
he.lth servic.:;, limple but efficient information
 
system shall be established and supported to grow
 
both in quality and quantity.
 

9.1 Background
 

The planning, monitoring and evaluation of health services
 

are hampered by the dearth of reliable data on national scale.
 
The basic demographic data about the size, structure and distribu

tion of the population are unrealiable. There is no system for
 

the registration of births and deaths on a national scale and hence
 

it is not possible to calculate the simplest indicators like the
 
crude birth rate, crude death rate, and infant mortality rate. The
 

state of health of the population is assessed on the basis of scanty
 

information which has been collected in a few limited surveys and
 

research studies. The health services at the national, state and
 

local levels cannot be managed efficiently on the basis of the
 

available data.
 

9.2 A national health information system shall be established by
 
the governments of the Federation. It shall be used an a management
 
tool:

9.2.1 To assess the state of the health of the population, to identify
 

major health problems and set priorities on the local, state and
 
national levels.
 

9.2.2 To monitor the progress towards stated goals and targets of the
 

health services.
 

9.2.3 To provide indicators for evaluating the performance of
 
the health services and their impact on the health status of the
 

population.
 

9.2.4 To provide information to those who need to take action, to
 
who supplied the data and to the general public.
 

9.3 Development of the Information System
 

9.3.1 The information system shall be developed in a phased manner
 
starting with the simplest data which can be collected at the
 

peripheral institutions. Efforts shall be made to implement community
 
based systems for the collection of vital health statistics - births
 

and deaths. Such data shall be used for planning and monitoring of
 
health services at the local level.
 

9.3.2 The state Ministry of Health shall promote and support the
 
collection of data by the Local E-alth Authorities to improve the
 
quality and quantity of the information. The methods of collection
 

and recordine shall be standardized as far as possible to facilitate
 
their collation and compar ......
 



As and when feasible, State Health Authorities 
shall use
 

9.3.3 

simple electronic data processing equipment for storage, retrieval
 

and 	analysis of the data.
 

Federal
 
At the Federal level, in collaboration with the 
9.3.4 


Office of Statistics, the Statistics Unit of the Ministry of Health 

shall be responsible for obtaining, collating, analysing 
and 

interpreting health and related data on 
a national basis. 

The unit 6hall support the Otate Health.Authorities ir.the develop

ment of their information systems.
 

9.4 	 For comprehensive monitoring and evaluation 
of health
 

as follows:
 
care minimum categories of indicators 

shall be 


Health Policy Indicators
i. 

Health Status Indicators
ii. 


iii. 	 Socio-economic indicators related
 

tc health and living standard
 

Provision and utilidation of health care
iv. 

indicators.
 

based 	on the
 
The indicators that have been selected are 


to the health policy and availability
available resources, relevance 


of the information required.
 

as defined below:
 The four main indicators shall be 


Health Policy ndicators shall include:
 9.4.1. 


9.4.1.1 	political commitmant of "Health 
for all" especially enactment
 

of any necessary legislation to effect 
the commitment;
 

the proportion
 
9.4.1.2 	financial resources allocation 

in terms of 


of the GNP spent on health; the proportion of the total
 

governmenta' expenditure going to health 
and specifically to
 

PHC; and per capital government expenditure 
on health described
 

by States and Local Government areas;
 

9.4.1.3 	distribution of health resources, 
financial, manpower,
 

e ity by geogra
physical facilities to reflect the degree of 


phy and 	by the urban/rural ratios;
 

9.4.1.4 degree of community involvement 
as indicated by the
 

establishment of health development comrjittees, 
community
 

participation in health and health-related programmes and 

contribution towards health care; 

9.4.1.5 	organizational framework 
and managerial process.
 

Health Status Indicators shall 
i Aludd:
 

9.4.2 


as indicated by birth
 1. nutritional status 

weight of babies, weight and height 

measurement
 

of infants and children for age:
 

ii. 	 infant mortality rate
 

child (1-4 years) mortality rate
iii. 

iv. Maternal Mortality rate 

v. Crude death rate. 
vi. 
vii. 

Crade birth rate 
Life expectancy at bfL and at 5 years of age 



9.4.3 	 Social and Economic Indicators shall include
 

i. 	rate of population incxease
 
ii. 	gross national or democtic product
 

iii. 	 income distribution
 
iv. 	 work conditions
 
v. 	adult literacy rate by sex
 
vi. 	 food availability
 

vii. 	 housing
 
viii. basic sanitation
 

ix. 	scLool enrolment by sex
 

9.4.4 	 Provision and Utilization of Health Care Indicators
 

shall include%
 

Coverage by PHC;
 

i. Information and education concerning health;
 
mass
proportion of population with access to 


media outlets and measurement of health literacy
 

activities to the community;
 

ii. 	 Yood =d nutrition (see 9.4.2(i);
 

iii. 	 Water Supply and Sanitation as above;
 

iv. 	 Family Health indicators including proportion
 

of chilcren receiving child health services;
 

proportion of pregnant women receiving ante

natal, postnatal care and proportion of eligible
 

women receiving family planning advice;
 

include 	the perv. 	Immunization indicators shall 

centage of children at risk fully immunized
 

against the major childhood diseases, the incidence
 

of the six diseases in children, under 5 years
 

age group and mortality rate due to the six
 

diseases in children under 5 yeats age group.
 

vi. Prevention and Control of E"demic Diseases
 

to specify disease speciftc incidence
indicators 

and prevalence rate; mortality for selected
 

number of diseases, proportion of mortality rates
 

from 	communicable diseases, proportion of leprosy
 

and 	tuberculosis detected, under regular treatment
 

and 	lastly vector index
 

viij 	 Treatment of Common Disease and Injuries indi

cators including proportion of cases of diarrhoea
 

in children under 5 years, proportion of fevers
 

treated with chloroquine, proportion of respiratory
 
. infections treated with common antibiotic,
 

proportion of malnutrition treated with supple

mentary feeds and proportion of injuries or
 

accidents treated by first-aid or simple treatment;
 

Provision of essential drugs-indicator of provision
viii. 

of essential,drugs, vaccines and supplies,
 

standard drug list and availability of such items;
 



9.5 

ix. Coverage by referral system-indicator
 

of proportion of population in a given area
 

with access to the services within 5
 
kilometers or 1 hour travel time, the
 

who made use
proportion of referred cases 


of tne service and availability of referral
 

services e.g. paediatric, obstetric,
 
surgical, medical etc.
 

The Principal Sources of Health Indicator Data
 

sources for proposed indicatoru shall
The principal data 


be as follows:
 

as
i. Population and household censuses: 


prepared and projected by the National
 

population Commission and Federal Office
 

of Statistics; household census will
 

produce data on health related services
 

such as housing, water supply, toilet faci

lities, overcrowding;
 

ii. Vital RventsoRegister - Legal registration 

stafistical recording and reporting of vital
 

events such as births, deaths, marriages,
 
divorces, -There registration of vital events
 

are availabie at appropriate state authority;
 

iii. 	 Routine health service data dealing with
 

morbidity and mortality data; immunisation,
 

disease treatment, out-patient attendances,
 
admissions etc. 
 These records should be
 

obtained from the records of health services in
 

health institutions;
 

to cover
iv. Epidemiological Surveillance data 


immunization record, notifiable diseases and
 

indication of disease incidence and prevalence;
 

Disease Registers for specific morbidity and
 
for cancer, sickle
 

v. 

mortality shall be kept such as 


cell disease, handicapped persons, etc.;
 

Dudgettary Allocation data to be obtained from
vi. 

the Federal and State Ministries of Finance,
 

well as the Local Governmentand Planning; as 
Authority; 

Community Surveyc shall be undertaken invii. 
collaboration with the Nationtl Popul ttion 

Commission, Federal Office of Statistics or
 

with appropriate University Departments;
 

Other health data sources including registers
viii. 

of health institutions and of health personnel.
 

Ip r 



9.6 Level of Functions
 

9.6.1 Local Level:-


The Local Government Health Authority shall be responsible
 
for collection of data in its area of jurisdiction.
 

9.6.2 State level:
 

State Ministry of Health will be responsible for
 

collating health information from the Local Government Areas
 

and preparing State Health Information data.
 

9.6.3 National Level:
 

The Federal Ministry of Health will be responsible for:
 

- the development, introduction and maintenance of
 

effective national health information system;
 

- the central co-ordination of the health information 

data on 9,5 i-vii above; 

- collecting, processing and presenting relevant and 

necessary information required both for national
 

health planning and for monitoring the utilization
 

of resources in accordance with national priorities
 

and objectives.
 



CHAPTER 10
 

NATIONAL HEALTH MANPOWER DEVELOPMENT
 

Ministries of Health shall ensure that medical,
 
nursing, public health and other schools of health
 
sciences under their jurisdiction include in their
 
education programmes the philosophy of 'Health for all',
 
the principles of primary health care, and the essentials
 
of the managerial procesc for national health development,
 
and to provide appropriate practical training in these areas.
 
In a similar manner, efforts shall be made to involve
 
technical workers In orther sectors having a bearing on
 
health. The selection, training &nd deployment of health
 
manpower shall reflect the national objectives with
 
particular emphasis on the priuary health care approach.
 
Appropriate policies shall be evolved to source a more
 
equitable distribution of health personnel throughout the
 
country, 

10.1. Ministries of health, in collaboration with other Ministries and
 

educational bodies concerned,, in particular Ministries of Education and
 
the Universities, shall -.v take steps at the highest government level to
 
introduce the policy of educating and training health manpower to perform
 

functions that are highly relevant to the country's priority health
 

problems. In fulfilment of this policy they sahll review the functions
 
of health personnel throughout the health system, and shall ta.e the
 

necessary measures to ensure their reorientation as necessary.
 

10.2. Ministries of Health, together with other Ministries concerned
 
such as the Ministries of Labout, Employment and Productivity, National
 
Planning, and Education, Science and Technology shall plan nealth
 
manpower in specific response to the needs of the health system, with
 
a view to placing at the disposal of the system the right kind of manpower
 
in the right numbers at the right time and in the right place.
 

10.3. Ministries of Health and other Ministries and educational bodies
 
concerned, such as Ministries of Education and Universities, shall
 

review training in the light of projections for the number, types and
 
quality of the different categories of health workers in supporting
 

individuals and families to care for themselves. The training programmes
 

shall promote the team approach to the delivery of health care. They
 
shall make all efforts to introduce the necessary reforms in relevant
 
training institutions so that in addition to their technical training healtt
 

personnel shall become imbued with the national philosophy of health for
 
all Niaerians as an integral part of social and economic development.
 

In view of their scarcity, emphasis shall be given to the training Of ade
quate numbers of "health managers" - that is, people who can generate
 

schemes for such health development, and plan, programmes, budget
 
implement, monitor, and evaluate them; who can bring together to these ends
 
the specialixed knowledge of all the other disciplines involved in the
 
health political, social and economic sciences; and who can marshall,
 

master, and summarize the information required for all these
 
activities.
 



secure a more equitable distri10.4 Efforts shall be made to 


bution of health personnel throughout the country. Needs of
 

given particular attention. To
the underserved areas shall be 

be developed
this end, appropriate personnel policies will 

shall take into account terms of appointment, -%Iarywhich 
to induce health personn l L servestructures and incentives 

the country.in rural and underserved areas in any part of 

to
retrained in order

10.5 Traditional birth attendants shall be 


increase their skills and effectiveness and to promote their
 
system.
intergration with the primary health care 


As judged appropriate, training programmes (courses, seminars,
 

and workshops) shall be organised for other traditional medical
 

practitioners. In particular, they shall be encouraged to
 

support priority programmes such as nutrition, environmental
 

sanitation, personal hygiene, oral rehydration and immunisations.
 

They shall be instructed on how to make effective use of the referral
 

system of orthodox medical care.
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CHAPTER 11
 

NATIONAL HEALTH TECHNOLOGY
 

The moot appropriate health technologies shall be
 
selected for use at all levels of the health care system.
 
Particular care shall be taken to identify the most cost
effective technologies and to maintain them at the highest
 
level of efficienty. In order to reduce on imports indigenous
 
manufacturing capabilities shall be fostered.
 

12.1 The policy on national health technology shall be directed to ensuring 
the selection, development and application of appropriate technology at each 
level of health care. Appropriateness shall be judged on the basis of effect
iveness, safety, the ability of the community to pay for it and the availabity 
of expertise to utilize it and maintain it. 

11.2 A systematic assessment shall be made of health technology being
 
considerad for use in each priority programme. This shall include measures 
for health promotion,.diseaseprevention, diaginosis, therapy and rehabilitation. 

11.3 The process of determining health technology shall also entail specify
ing for each programme what measures shall be taken by individuals and 
families in their home and what by communities; wheth,-r by individual or communit: 
behaviou,. or by specific technical measures. Measures to be taken by the 
health service at primary, secondary and tertiary levels, as well as t1sose to 
be taken by sectors, shall be specified. 

11.4 To arrive at appropriate technologies mechanisms for consultations with 
other relevant government departments, institutions as well as communities 
shall be stablished.
 

11.5 Emphasis shall be given to:

11.5.1 Devising and applying appropriate technology for providing safe water
 
supplies and basic sanitation in different ecological zones of the country.
 
Preference shall be given to systems which can be adequately maintained by 
available expertise.
 

11.5.2 Fostering agricultural programmes including home gardening and food 
distribution mechanisms which shall promote and facilitate adequate nutrition 
of all segments of the population. Emphasis shall be placed on making the 
communities self-sufficient as far as possible with regard to essential 
food commodities. 

11.5.3 Developing and using health education and information techncogies 
for the promotion of healthy practices and behaviour. Such technologies 
shall be made compatible with local cultures.
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11.6 Drugs, Vaccines, Dressings and Quility Control
 

National drug policies will be formulated to ensure the quantification
 
of needs, procurement, production as necessary and feasible, distribution
 
and management of essential drugs. Steps will be taken to:
 

11.6.1 Draw up a list of essential drugs and vaccines; and set up mechanisms 
to ensure that these drugs are available at all levels of the health care 
sys tem. 

11.6.2 Develop local capability to produce essential drugs, vaccines and
 
dressings and to reduce the dependence on imports by offering suitable 
incentives to *irms which are engaged in the local manufacture, research and 
development of drugs. 

11.6.3 Keep surveillance on the quality of locally produced and imported drugs
 
and prevent malpractices and develop a system of monitoring drugs with adverse
 
side effects.
 

11.6.4 Intensify the control-of drug abuse including efforts to regulate the
 
sale of drugs.
 

11.6.5 Eat.:b]ish efficient systems for the procurement, storage and distri
bution of drugs and vaccines including a reliable "cold chain" for the latter.
 

11.6.6 Allocate resources for relevant drug research including traditional.
 
remedies.
 

11.6.7 Control the advertidement of drugs and other health related products.
 

11.7 EouiDment
 

11.7.1. The selection, ordering and maintenance of equipment (e.g. x-ray machine.,
 
anaesthetic equipment; refrigerators; transportation), will be rationalisei so
 
as to obtain savings in the cost of purchase and maintenance as well as
 
ensuring reliable service.
 

11.7.2 Ministries of Health shall co-operate by exchanging information, by
 
standardiusation of specificationu and by the sharing of facilities for the
 
maintenance of equipment.
 

11.8 Health Care Facilities
 

Ministries of Health, together with Mini.stries of works & Housing
 
shall review the distribution and types of existing health care facilities
 
and their status and shall work out a master plan of requirements for health
 
centres, dispensaries and first referral hospitals. These plans will include
 
repair, refurnishing up-dating and equipping of facilities in accordance
 
with established guidelines for each type of facility. Proposals for adequate
 
maintenance with community support and involvement to the extent feasible
 
shall also be included in this master plan.
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RESEARCH
 

Priorities for health uervice and
 
biomedical research shall be reviewed in
 

collaboration with the Ministry of Education,
 

Science and Technology. Mechanisms shall be
 

devised to promote, support and co-ordinate
 
research activities in the high priority areaand
 

to strengthen the research capabilities of
 

national institutions to enable them to undertake
 

these essential tasks.
 

12.1 In collaboration with the Federal Ministry of Education,
 

Science and Technrlogy, the Ministry of Health shall review:

12.1.1 	 The priorities foz health services and biomedical
 

research in Nigeria. Particular attention will be paid
 

to practical, problem solving activities including
 

the assessment of health technologies that are being
 

selected for use in the health services.
 

12.1.2 	 The scope and content of activities in the field of
 
biomedical and health services research at academic
 

and other institutions.
 

12.1.3 	 Mechanisms for promoting and financiag research
 
activities that are judged to be of high priority,
 

and co-ordinating the activities of the various
 

scientists and institutions involved.
 

12.1.4 	 Mechanisms for the evaluation and dissemination of
 

research findings and transfering the results into
 

practical health action.
 

12.1.5 	 The training of research scientists, technicians
 

and other support staff especially in priority
 

disciplines where there are marked shortages e.g.
 

epidemiology, medical biologists, etc.
 

12.1.6 	 The strengthening of Ministries of Health and
 

other institutions to enhance their capabilities
 
to undertake relevant research.
 

and health services research shall cover the
12.2 3iomeIical 

following areasa
 

12.2.1 Epidemiological research: to identify the major health 

problems and their determinants in different parts of 

the country and in different segments of the population; 

12.2.2 Operational research: to test the efficacy of health 

technologies and various methods of applying them in 

the local situatiun; 



improved

Research: develop new and 


Developmental to 


the prevention, tredtment and 
control of
12.2.3 


tools for 

This will include tradi

diseases of local importance. 
 can be
 so that useful ones 

tional medical practices 
 care system and the
 
incorporated into the health 

abandon the use of
 
can be persuaded to 


practitioners 

or procedures (including 

traditional
 
any agents to be unacceptably
 
surgical operations) which are shown 


dangerous.
 

to broaden fundamental
 
-asic biomedical research: 
12.2.4 

knowledge of the biological 

and other sciences relevart
 

to health.
 

epidemiological
 
The higheat priority shall 

be accorded to 


and operational research 
in support of primary health 

care
 

progralmes.
 

of Health
Ministries
The Role of the
12.3 


that the priority problems 
in health shall
 

ensure
In order to 

that the research results 

shall be
 

identified and addressed, 
and 


be 

the Ministries of Health shall be closely
 

adapted and applied, the
 

involved in the planning, 
execution and evaluation 

of 


research activities.
 



ANNEX I
 

MORIDITY PATTERN
 

The common causes of uorbidity in Nigeria are still preventa
ble infectious diseases. The common cause o attendance at
 
clinics and outpatients department of hospitals are shown in the
 
table below3

1. Infective and parasitic diseases 58.2 per cent
 
lb. Nutritional and metabolic diseases 1.8 per cent
 
2. 	Respiratory diseases 12.7 per cent
 

3. 	Diseases of nervous system and 9.9 per cent
 
4. 	I1idefined conditions 9.2 per cent
 
5. 	 Skin diseases 8.4 per cent 
6. 	Digestive System 4.7 per cent
 
7. 	 Accidedts 3.1 per cent 
8. 	Muacles and skeletal diseases 2.9 per cent
 
9. 	Genito urinary diseases 2.7 per cent
 

10. flood diseases - anaemia otc. 	 2. 5 per cent 
11. Other. 	 3.9 per cent
 

The causes or admissions into hospitals are also shown below:
 
for oompa'isont
 

1. Infective and parasitic diseases 31.3 per cent
 
lb. Nutritional and metabolic diseases 2.8 per cent
 
2. 	Pregnancy and child birth 23.1 per cent
 
3. 	Respiratory diseaaes 9,8 per cent
 
4. 	Genito urinary diseases 5.8 per cent
 
5. 	Accidents 5.3 per cent
 
6. 	DiSestive system diseases 5.9 per cent
 

7. 	Diseases of nervous system 3.3 per cent
 
8. ilood diseases 	 3.0 per cent
 
9. 	IttAefined conditions 5.2 per cent
 
10. Skin diseases 	 2.4 per cent
 
11. Others 	 5.0 per cent
 

Common types of infective and parasitic diseases in order of
 
occurence are,

1. 	Malaria 6. Whooping Cough 
2. 	Dysentery and Diarrhoeal 7. Sohistosomiasis
 

Diseases 8. Chicken Pox
 
3. 	 Mea;"e 9., Tuberculosis 
4. 	Pneumonia 10. Meningitis
 

THE 	MORTALITY RATE
 

The five commonest causes of death in hospitals in Nigeria
 
are very similar to those on morbidity. There are as followsa

i. 	Infective and parasitic diseases
 
ii. Diseases of respiratory system
 

iii. Accident, poisons and violence
 
iv. Diseases of circulatory system
 
v. 	Diseases of digestive system
 



ANNEX II 

FEDERAL MINISTRY 
OF HEALTH
 

The Federal Ministry of Health RhAll 	 be responsible for healthcare services and for training institutions 
U2WeO among 	 or other services of commonthe States or of 	national concern or character.
Such 	services includes
 

i. 
 Specialist Hospitals (Orthopaedic, Xye, 'euro
psychiatric)
 

ii. 	 Teaching Hospitals

iii. 
 National Laboratories
 
iv. 	 Comsulcable and Endemic Diseases Control


,(Designated as National 
Programme)v. 	 International Health and Quarantinevi. 	 Regulation and Surveillance of standard of training
of health personnelvil. Regulation, Control and Surveillance of health careviii. External Health Relations 

ix. 	 Drugs and Poison Control 
x. Rational Intersectoral Health Care Linkages
xi. 
 Primary Health Care Support (national planning,
training, technical assistance, programme support)
 

State 	Ministry of Health 

The State Ministry of Health shall be responsible for the
health care 
system and training institutions as required for the
well being of the people of the State.
 

To avoid overlapping of responsibilities, the State Government
shall provides
 

i. 	 Specialist care in words of general hospitals
 
for acute services
 

ii. 
 General hospitals care services including out
patient care

iii. Training institutions especially for sub
professional level such technologists,

technicians, assistant and aide levels

iv. 	 Public health programmes 
v. 	 Intersictoral health care, 
linkages at State
 

vi. 	
level; State public health laboratories

Any health programmes of particular relevance
 
to the State.
 

vii. 
 Primary health care support (State planning,
training, financial proiramming and operational
support).
 

Local 	 Governments 

With 	 the support of the State MX.nistry of Health, the LocalGovernment shall be 
responsib3e fort
 

i. Community organised health and health related services 
ii. 	 The provision and maintenance of infrastructure 

to provide health services.
 
iii. The involvement of the local community in support of
 

primary health care.
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I. Introduction
 

A. 	 Executive Summary
 

In compliance with the National health Policy adopted 
 by the FederalGovernment, and Guidelines prepared by the Federal Ministry of Health for theState level planning of the health sector, the officials of theprepared this 	 State of Ogundraft State Health Development Plan covering the 1987 1991period. The planning process 
relied largely on the participation
contribution not 	 andonly 	 of those who are directly responsible for health caredelivery at state and .local government levels, but also of those whoindirectly involved 	 arein the improvement of the general health status of the
population.
 

It has mainly been an intersectoral, participatory process which benefi"-edfrom 	the views, experience, and criticisms aof 	 wide variety of professionals.An 	extensive information and data compilation 
effort provided the common
analytical basis for problem identification and will be the foundationdevelopment and adoption of and 	
for thefeasible affordable solutions in line with theFederal guidelines and the national health policy and strategy.
 

The new planing process requires the active participation of all states in
drawing up the National Health Plan for the next five-year period. Stateinvolvement during the preparation of previous plans, however, was limited to the
submission of proposals for development projects. In carryingstates were not offered the benefit of a 	
out this task,

nation-wide health policy and strategystatement providing a consistent reference framework throughout the planningprocess. 
 The 	 present attempt, reversing this practice is likely to be moreconductive to increased efficiency in resources utilization, both at statenational levels. This 	document expresses 
and 

the belief by the Ogun State Government
that 	a common understanding of present and prospective resource constraints,basic national policy priorities, is the strategy most 	
and 

likely to fulfil thenation's aspiration for Health for All by the Year 2000.
 

B. General Framework of the Planning Process
 

The 	 State of Ogun is aware and 	 deeply concerned about the prevailingeconomic and financial difficulties which sererely lhnt the possibility ofexpanding the 	scope of its health interventions, progammes and activities. Itis obvious that there is a growing need for the rational and efficacious use ofthe resources currentl.y available to the health sector.
 

The Ogun State Health Development Plan (1987-1991) starts with a 
description
of the. present socio-economic, demographic background. Section II contains an.analysis of health problems facing the population followed by section III whichgives an extensive review of the existing health care system covering
organization and financing of the services, health resources 
the
 

(manpower,physical,
financial, material) presently available, and oflevels services output byfacility. This review of the current system concludes with an analysis of majorconstraints reducing the effectiveness of the system. Section IV is devoted to a
discussion of the service performance
objectives, 	

of the health system and Section V to thetargets, and strategy adopted 
for 	the 
plan 	period. Resource
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requirements of specific targets are ar.lyzed in terms of institutional,manpowe3:/training, physical/material, and managerial inputs. Section VI providesan analysis of the implications of the set targets, and attempts indicatingatthe 	 financial resources which will tohave be mobilized in order to matchrequirements. Finally, Section VII sets forth 	
the 

some 	 thoughts for plan monitoring
and 	evaluation. 

C. 	Geography/Climate 

Ogun State, one of the three States created out 	of the former Western Statein 1976, covers an area of 16,409.26 square kilometers. The 	State is bounded inthe 	north by Oyo State, in the 	South by Lagos State and the Atlantic Ocean, inthe 	west by the Republic of Benin and in the east by Ondo State.
 
Climatically, Ogun State is of 
 tropical pattern the seasonwith rainy

starting about March and 	ending in November, followed by a dry season. 

D. Socio-Econcmic BackgrouInd 

1. 	 Administrative Structure
 

The highest policy making body in the State 
 is the State ExecutiveCouncil under the ChainIanshIp of the Military Governor. The MilitaryGovernor is the executive head of the State Government. He is assisted byten 	Civil Commissioners. A Civil Comnissioner is the political head 	of agovernment ministry, while the Peon-mnent Secretary (who 	 is a civil servant)is the ad-nistrative head and the accounting officer for the ministry. 
The town of Abeokuta is the capital of Ogun State. The State isdivided into Localten Governmnt Areas (listed with localthe government

headquarters in brackets):
 

Abeokuta Local Government Area 
 (Abeokuta)Egbado South Local Goverrment Area (Ilaro)

Ijebu - Ode Local Government Area (Ijebu-Ode)

Ijebu - Remo Local government Area (Shagamu)
Ifo/Ota Local Government Area (Ota)
Obafemi/owode Local Government Area (Owode)
Egbado North Local Government Area (Aiyetoro)
Odeda Local Government Area (Odeda)
Ijebu East Local Government Area (Ogbere)
Ijebu North Local Government Area (Ijebu-Igbo)
 

Each Local Government has a Chairman 
 (who 	 is a public servant) and theChief Executive of the Local Government Area. is inHe assistedperformance of his duties by four part-time members. 	
the 

Health Administrationis facilitated by the arranging of the local government areas into five
health zones: 

Abeokuta HZ (LGAs: Abeokuta, Odeda, Obafemi/Owode)Ifo/Ota HZ (LGAs: Ifo/Ota)
 
Ilaro Z (LGAs: Egbado North, Egbado South)
 

9 

http:16,409.26


Ijebu HZ (GAs: Ijebu-Ode, Ijebu Ease, Ijebu North)
 

Shagamu HZ (IGAs: Ijebu-Rem)
 

2. 	 Demgraphic Characteristics:
 

The people of any state serve its most
as valuable asset and resource.Ogun 	 State has an estimated 1986 population of 2,847,521. (Table 1) Abouttwo-thirds of this population live thein four local goverrrent areas ofAbeokuta, Egbado south, Ijebu Ode, and Ijebu-Remo. It is reckoned that 68%of the population live 	 in the rural area. According to the Ogun StateOfficial Gazette No.21 Vol. II published cn 22nd may, 1986, fifteen majortowns were classified as urban, and 	twenty as semi-urban. All the remainingvillages and hamlets are classified as rural.
 

The State is a homogenous 
 one, 	 inhabited predominantly by the Egbas,Egbados, Ijebus, Ijebu-Remos, Aworis, and Eguns, all belonging in the mainto the Yoruba ethnic group. Citizens from other parts of Nigeria as well asexpatriates also reside in the state in fairly large numbers.
 
Languages: 
 Yoruba is the language of the predominant majority of thecitizens of the State. English (the country's official

language) is also widely spoken. 

3. Economic Pesources: 

Agriculture
 

Agriculture 
 is the principal occupation of the people of Ogun State.The major food crops include rice,
bananas, while the main cash crops 

maize, cassava, yam, plantain, and 
are 	cocoa, kolanut, rubber, palm 	oil, andpalm 	kernel. The State is the largest producer of kolanuts in the countryand 	 it also produces some rubber and timber of various species. 

Industries
 

Ogun State is fairly developed industrially, because of its rich anddiversified agricultural and mineral resources. The latter includelimestone, chalk, phosphate, clay, and stone. Among the industriesoperating in Statethe are cement making, food canning, rubber foam andpaint manufacturing. 
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Infrastructure 

(a) Roads
 

The State is servicea Dy a 

way 	 from Lagos 

network of good motorable roads. The ExpressTbadan passes through Ogun State withto 	 access at Shagamu.Two 	 major roads linking to the Northern States, two others linking to theEastern States of Nigeria, make 	 Ogun State easily accessible by road to allparts of the country.
 

The Idi-Iroko border 
which falls within the State serves as the gatewayfor thousands of foreigners coming into Nigeria by land through the Republicof Benin. The Lafenwa Railway Station in Abeokuta has 	also grown to becomean important market center as all train services from Lagos to other partsof the country pass through it. 
(b) War Suply
 

Water 
 for industry is available in all the urban towns of the State.An elaborate water scheme is being executed to provideremaining towns and villages and to increase 	
water for the 

the 	 supply in many of thosealready supplied with pipe b )rne water. 

(c) 	 Electricity 

Most 	 of the urban towns are provided with electricity, the ruralelectrification scheme of the State government will provide other areas withelectricity within the next few years. 

4. Education:
 

Besides expanding the base of 	 primary, secondary and tertiaryeducation, the State Goventnent is giving great priority to vocational andtechnical education. The 	State Government has established a Polytechnic atAbeokuta which will provide the middle-level manpower needed for theindustrial development of the State. There are about eight technicalcolleges, offering among them twenty-two different courses. There is altothe Ogun State University which has been established at Ago-Lwoye. 

5. 	 Tourist Attractions: 

Tourist attractions in the State include the Olumo rock, Oba's Palaceat Ake, the Centenary hall, all 	 in Abeokuta and the Obanta Cenotaph atIjebu-Ode. The Olmo rock, according to history, served as a refuge forearly Egba settlers. It is regarded as a protective shrine, and yearlysacrifices are made to its deity.
 

The Oba's Palace at Ake, 
 built in 1854 as the official residence of theAlake, the traditional ruler of Egba land, is noted for its heavyconcentration of antiquities and relics. 
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6. Financial Situation: State Revenue and ExZpditure 

The analysis of the financia situation of Cgun State is carriedbelow on the basis of the two-tier administratire systiL 
out 

e.g. the StateGovernnt and localthe governments. The followingrespectively the total 
tables 2 and 3 depictactual expenditure and revenue of the StateGovernment for the 1981-1985 period. Tables 4 and 5 contain revnue aliyexpenditure data for the 10 local governments of the Ogun State. 

(a) State Government Revenue and Expenditure 

Total revenue of the State Government, as is the case in all otherstates in Nigeria, is camposed of two main components: internally generatedrevenue, and the statutory allocation frcm the Federal Account. The latterhas so far been the more iportant component, thus presently accounti.g fortwo-thirds of total available resources. There has been however, a visiblerelative increase in the share of the internally generated revenue. Indeed,the share of internally generated in total revenue passed from a low of 7.8%in 1981 to 16.1% in 1982 and to 24.3% in 1983 before hitting a record highof 48.4% in 1984. 1t remained somewhat stable in 1985 at 48%. Against thisascending trend, Zaderal Goverrment statutory allocations experiencedconsistent decline afrom 1981 through 1984, before a substantial increaseoccurred in 1985. In view of the considerably high share of the statutoryallocations, State Government total revenue was adversely affected from thisdecline until 1984 when internally generated revenue had already reached acritical proportion of the total. It, thus, became possible not onlycmiensete for the shortfall, but also to raise the overall 
to 

financialavailablity to the state by 19%. The rise in 1985 which reached 46% wasaccountead for equally by internal and statutory revenues. 

It will be noted that taxation has been the predominant source ofstate-generated incce until 1984 when efforts to diversify revenue becomeeffective. Fiscal revenue represented 51% and 59% respectively in 1984 and1985, and this caopares with an average of 80% during the previous years ofthe period. 

Although a significant revenue-generating development does not appearfrm the State Ministry of health (SMOH) cost recovery practice, the StateHealth Board (SHB) has experienced a major progress in area.this In 1983,its income increased by nearly 20-fold from a rather insignificantlevel, but the rise continued six-fold in 1984 
base 

and doubled again in 1985.The share of SMH and SHB in total internally generated revenue thus reached2.8% in 1985 as against 0.3% in 1982, 

A significant outconp arising afrom comparison of total revenue withactual expenditure is the major shift to improved financial managementpractices which began in 1984. The former part of the period wascharacterized by constant deficit financing and international borrowing.Actual revenue as percent of actual expenditure fluctuated between 63% and81%, the deficit reading as high as 80 million Naira in 1981. A moreprudent and cautious financial management practice has been operating since1984 and is generate'ng an annual budget surplus. 
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The expenditure pattern of the State Government has two predominant
features:
 

(1) the consistently eroding ratio of capital to totalexpenditure which dropped to 14% in 1984 from 36% in 1981.In absolute terms, the drop was even more dramatic as the1984 figure is bearly one-fourth that of 1981. The
Department of Lands and Housing seems to be the only case tohave improved its position both absolute relativein andterms. As a consequence of the sharp drop in investmentfunds, and the dec ase, however smooth, of recurrentfinance, the share of personnel emoluments in total recurrent
expenditure climbed sharply from 69.5% in 1981 to 81.6% in
1984. In the health sector, this shift has tended to be
detrimental to the functioning of the health care deliverysystem, as ofthe. share salaries in recurrent expenditurereached as high as 98% in 1984. Procurement of expendablematerials and supplies were greatly curtailed leading to adeteriorate services directly related to the emerging
imbalance in the .expenditure pattern. 

(2) The breakdown actualof recurrent expenditure by selecteddepartments is shown in table 2B. It will be noted thatexpenditare through the SMH and the SHE was sustained at anincreasing level from 1981 through 1983. A decrease of only7% occurred in 1984 when total recurrent financing fell by17.5%. In terms of percentage share totalin recurrentexpenditure, SMOH and SHB combined represented 10.9% in 1981,
12.3% in 1982 and 1983, and reached a high of 14% in 1984.During the sara period the share of edu( -tion declined from5.8% to 2.6%. Agriculture experienced a decline until 1984when its share suddenly moved upwards to 5.4% the highest
during the period.
 

(b) LocalGovernments' Financial Situation
 

Tables 3 though 5 give the details concerning the finances of each ofthe 10 Local Governments in C0un State. Unlike the data on the StateGovernment, information on local governments in presently available only for1984 and 1985. There has been, in each of the years reviewed, a project-tied

contribution from the State Government. 

Local Governments like the State government, have recently practiced acautious and prudent financial management. Indeed, coverage of
the
expenditure by revenues was 116.1% in 1984 and 105.2% in 1985.
 

Table 5 shows the distribution of actual expenditure by selectedsectors. It be thatwill noted nearly one-third of total recurtentexpenditure has been devoted to health, while thp share of educationremained constant at 2.8%. Agriculture represented 3.7% in 1984 and 4.5% in
1985.
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Although slightly below the share observed in State G o v e r n m e n texpenditures for SMOH and SHB, health personnel expenditure in localgovernents' total recurrent expenditure absorbed nearly 94%, leavinginsufficient resources for effective service output. 

The distribution of total expenditure, however, indicatessignificant characteristic feature, no 
as capital expenditure amounted to 30%in 1984, but jumped to 60% in 1985. Agriculture has been the main sectorreceiving investment funds followed by health in 1984. Health was preceded

by education in 1985. 
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Ta b l e 2 AOGUN STATE GOVFRN4ENT: ESTIMATED E s iAND ACTUAL REVENUE 1981 - a e1985 E: Estimated 
A: Actual 

(THOUSAND NAIRA) 

, 

pETNUESOUCE 

NALLY GENERATED 

Finance 

Local Government 

1981 

EEUA 

37463.8 

15650.0 

68.7 

10891.1 

8861.O 

89.1 

1982 

E A 

58117.3 10486-0 

20000.0 15566.9 

73.6 10.5 

1983 

E A 

74090.5 25573.1 

28046.0 20024.0 

5.2 31.5 

1984 

E A 

98113.7 50797.6 

35272.3 26010,.6 

18027.5 119.7 

1985 

E 

132901_.6, 

49667 .9 

;8003.0 

A 

74041.8 

44030.5 

16533.3 
Land & Housing
Fisheries/Fores t/ 
Water Resource 

12000.0 

3766.0 

472. 9 

435.4 

30500.0 

2450.0 

1213s .8 

521.4 

655o.o. 

3132.5 

2219.0 

783.7 

10640.0 

1606.0 

2939.1 

168.6 

806o.o 

2926.0 

3913.231 

1337.8 
State Health Board 
Health 

281.1 

153.2 

-

78.9 

250.0 

349.0 

7.7 

53.3 

261.0 

.278.8 

150.5 

132.5 

260.0 

261.8 

915.9 

350.6 

1000.0 

300.0 

1836.5 

252.6 
Other 

. MRY ALLOCATION 

I.LL3TATE COV"TREE 

554L.8 
140721.5 

178185.3 

953.7 
28327.8 

139218.9 

4494.7 1077.4 
159307.4 1111572.1 

217424.7 133058.1 

35817.0 
100339.6 

174430.1 

2231.9 
105358.8 

130931.9 

32046.1 
109117.7 

207231.4 

20293.1 
104941.9 

155739.5 

52944.7 
111187.0 

244088.6 

6137.9 
154140.9 

228182.7 

r 

zed-in total Ztate 

R " e v enu e ( ) 
)f SMOH & SHB in 

7.8 13.9 19.5 32.6 32 . 4 

E :aly gerated 

: 'Actual.Reventfe as 

0.7 0.3 ' 
1 

-2.5 2.8 

Otal
'ture 

actual
S-1 EP.7 63,0 

Source: SMOF & EP" 
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Table 2C 

OGUN STATE GOVERNMENT: ACTUAL EXPENDITURE BY CATEGORY' AND. SELECTED DEPARTMENT

(Continued) 

EXPENDITURE 
1981 
A 

1982 
A 

1983 
A 

1984 

A 

III. OVERALL TOTAL 

Salaries as % total 
Recurrent 

Share of salaries in 
the health sector as 
% recurrent expenditure 

221133.6 

69.5 

73.5 

163891.7 

74.2 

89.8 

177225.7 

69.6 

92.7 

136720.1 

81.6 

98.0 

0 Source: SMOF & EP 



Table 3 

OGUN STATE:, LOCAL GOVERNMENT'ESTIMATED AND ACTUAL REVE2!"JE."198k -1985 

(Thousand Nalra) E: Estimated 

A: Actual 

LOCAL GOVERNPENT 1984 1985 

E A , E A 

AEEOKUTA 4676.3 3950.2 7149.0 5053.4 
IJEBU-ODE 6429.8 3268.1 7020.5 4664.6 

EGBADO SOUTH 840.5.9 2917.1 6353.0. 4421.9 
EGBADO NORTH 4480.4 1773.4 2J462.0 2696.6 

IJEBU NORTH 3297.6 1997.5 2966.8 2614.o 

IFO/OTA 4755.2 2701.9 5370.6 3707.3 

IJEBU REMO 6374.9 2993.1 5199.4 4199.9 

OBAFEMI/OWODE 2509.2 1878.9 4410.2 2661.14 

ODEDA 2447.3 1788.8 2520.7 2401.9 
IJEBU EAST 1145.5 1573.9 2253.0 2331.0 
TOTAL LOCAL GOV'TS 44522.0 24842.9 45705.1 34752.1 

Internally Generated Revenue 
Statutory Allocation from 
Federal Government 
Project-tied contribution 200.0 500.0 
from State Government 

Actual Revenue as % of 
total actual expenditure 116.1 105.2 

Source: SMOLG & SD 



TABLE 4:
 

OGUN STATE: LOCAL GOVERNMENT ACTUAL EXPENDITURE, 1984; 1985
 

-i o9_. 
 1 9 8 5 (Thousand ;aira) 
LOCAL GOVT Approved Salary 'Other Total C4-pi'cai I dtal -Ecp Approved- S~lary hr R -l CaDitnl To 

EstiatT Chargeb Recur- Exp. Recurrent Charge- ecurrent Exp. Hecurr.rent & Capital Estimate " 
 & CnpjI 

ABEOKUTA 4615.9 1630.7 309.2 1939.9 1393.4 3333.4 7143. 4 142J4.2 735.7 2159.9 1941.6 h1o5. 

IJEBU-ODE 6540.2 
 1335.0 245.6 1580.6 1158.9 
2739.5 6940.2 1272.9 74.9 
 1347.8 2753.3 4101.1
 
ECBADO SOUTH 8672.2 1966.1 568.7 2534.8 240.8 2775.6 8424.0 1402.4 
44h.0 i1846.4 22o5.5 h051.G
 

NORTH 2950.7 956.0 79.3 1035.3 432.7 1468.0 2417.9 766.4 
 32.6 799.0 2032.6 2831.6
 
IJEBU " 4471.6 860,9 183.6 104.5 388.7 1433.2 4411.4 881.9 551.3 
 1433.2 1691.1 312:.3 
IFO/OTA 5826.3 
 1270.5 366.9 163.7.4 593.6 2231.0 5359.5 927.4 374.7 1302.1 2516.4 381F.
 
IJEBU REMO 7107.2 1658.2 277.1 1935.3 947.6 
2882.9 5453.1 1193.3 305.5 
 1498.8 2880.7 437..6
 
OBAFEMI/OWODE 3982.4 1060.7 31.4 1092.1 493.1 1585.2 4408.5 800.5 287.7 
 1088.2 1362.9 2451.1
 
ODEDA 6426.0 1063.9 208.9 1272.8 113,6 
 1386.4 2516.4 784.0 82.4 
 866.4 1046.5 1912.6
 
IJEBU EAST 214-.3 675.7 
 51.7 727.4 830.7 1558.0 2247.6 690.8 37.4 
 728.2 1522.6 2250.7
 
TOTAL LG'S 52736.7 12477.7 
2302.4 14800.1 6593. 1 21393.2 49322.0 10143.8 2926.1 
 13069..9 19953.2 33023.(
 

Source: SMOLG & SD 



Table 5 

OGUN STATE: LOCAL GOVERNMENT ACTUAL EXPENDITURE BY CATEGORY AND- SELECTED SECTORS;- 1984 - 1985 

A: 

B: 
B 

Thousand Nalra 

As percent of total 
As percent of recurrent expenditure 

EXPEDREOF RECURRENT EXPENDITURE PERSONNELEMOLUMENTS CAPITAL EXPENDI-
TURE TOTAL EXPENDITURE 

SELECTED 
SECTORS 

A B A BA B A B 

HEALTH 

EDUCATION 

84 

85 

4803.6 

4079.2 

408.1 

32.5 

31.? 

2.8 

4509.3 

3848.7 

354.8 

93.9 

94.3 

86.9 

659.8 

1413.9 

565.2 

10.0 

7.1 

8.6 

5463.4 

5493.1 

973.3 

25.5 

16.6 

4.5 
J 65 

AGRICULTURE 
84 
85 

COM1UNITY DEV. 

84. 

85 

OTHER 84 
G5 

TOTAL 84 
85 

365.1 

547.3 

586.7 

620.1 

590.8 

8421.0 
7448.1 

14800.1 
13069.9 

2.8 

3.7 

4.5 

4.2 

4.5 

56.8 
57.0 

100.9 
100.0 

241.7 

372.5 

333.2 

571.3 

516.0 

6669.8 
5204.2 
12477.7 

10143.8 

66.2 

68.1 

56.8 

92.1 

87.3 

79.2 

69.9 
84.3 
77.6 

1612.1 

•976,0 

1682.2 

26.8 

151.9 

4365.3 
15093.1 
6593.1 
19953.2 

8.1 

14.8 

8.4 

0.4 

0.8 

66.2 

75.6 
100.0 
100.0 

1977.2 

1523.3 

2268.9 

646.9 

742.6 

12786.2-
22541.4 

'21393.3 
33023.2 

6.0 

7.1 

6.9 

3.0 

2.2 

59.8 
68.3 

10.0 
100.0 

Source: SMOLG.& SD 



II. Health Status of the Population 

A. State Data at a Glance
 

Location: Ogun State is located within tropical Nigeria; bounded on West bythe Republic of Benin; on the So'uth by Lagos State and theAtlantic Ocean; on the East by Ondo State and by Oyo State on the
North.
 

Area: 16,409.26 Square Kilometer
 

DEMOGRAPHY (ESTIMATED) 

1986 Estimated Population: 2,847,511
 

%Urban = 23% 

Intreorial Growth Rate = 3.4% P.A.
 

Children (0-4 Yrs) 385,839
= 

Women (15-44Vrs) = 733,988 

Total Fertility Rate = 6.2 

IEALTH STATUS INDICATORS (1986 Estimates)
 

Crude Birth Rate = 
 45 per thousand population
 

Crude Death Rate = 
14 per thousand population
 

InfantMortality Rate (0-1 years of age) 
 = 120/1000 live births p.a. 

Child Death Rate (aged 1-4 years) = Not Available 

Life Epectancy at Birth =(years) Not Available 

Health Services Indicators 

PopulationperPhysician = 
15,400
 

Podulation er Nurse = 
1,800 

Main causes of Morbidity andMorta-lity = Malaria, Diarrhea, Respiratory 
Infectious, Accidents, other 
Infectiois Diseases 

Economic Indicators
 
Major Industries: Agriculture, 
 Mining and Mineral processing;
 

Pharmaceutical; Cocoa Production; Forestry 
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B. Health Problems
 

The patLern of morbidity and mortality in Ogun State appears not to deviate
remarkably from overall estimates for the nation. While no precise age ordisease specific data are presently available, a number of indicators (hospitalcase reports, out-patient visit statistics, experience and observation of StateMinistry of Health personnel and village surveys done over the past years in theregion) suggest 
that malaria, gastroenteritis/dysentery, pneumonia, measles
together with nutritional and 
the 

skin problems and accidents continue to constitutemajor causes of morbidity. Case fatality data from health centers whileincomplete indicate that malaria and other infectious diseases, respiratorydiseases, and tetanus are the commonest causes of death. These conditions,together with child birth, genitourinary and nutrition related disorders alsoconstitute the major causes of hospital admissions.
 

PROPORTIO:AL i:FECTIOUS DISEASE PATTERN
OF CA ;ES SEEN AT COMIRE:-ENSIVE CARE CENTERS 

OGUN STATE * (1981-1985) 

1981 1982 1 983 1984 1985 
C ' C C rC 

"---' 
 74,.3 75.3 75.6 76.1 
 7803
 

7'SEf--R Y/ STA E:, TIZRIT13 5.8 5.9 7.9 7.9 6.0
 
C: T 8.8 8.7 
 6.6 6.3 
 6.3
 

-..-::,cr. IA 
(...... o.) 9.6 8.6 
 8.0 7.7 
 7.4
 

0.5 0.4 0.9 0.9 
 1.5 

0C-- 0.5 0.7
o.5 
 0.8 0.2 
c,,. 0.1 0.1 0.11 0.2 0.1 

0.1 0.3 
 0.1 0.11 0.1
 

':US 
 0.2 0.2 0.10.1 0.1
 

E ,'zimated Level of Reporting 10= 
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C. 	 Current Indicator Levels
 

There is presently no accurate information available 
 concerning infant ormaternal mortality rates in Ogun 	State nor ae fertility or birth ratessystematically measured. 	 yet beingNevertheless, it may 	 be assumed that substantialoverall reductions in mortality have
maternal 	 occurred in association with improvedand 	child health services, the introduction of oral rehydration therapy(ORPT), the 	 expanded program for immunizations (EPI), and widespread HealthEducation Programs in the State.
 

In the absence of specific data, it 
 may be assumed that: 

- The infant mortality rate approximates the 1985 Federal Ministry of 
Health, nation wide estimate of 120/1000 live births, 

- 25% (or more) of children die before their fifth birthday, 

- Deaths in the under six year olds represent 1/2 of total deaths, 

- The vast majority of these deaths are preventable i.e. byimmunizations, better hygiene, improved nutrition and by earlyprimary care intervention as for example with ORT. 
- Maternal mortality (estimated at 15/1000 live births) is likewiselargely preventable by better delivery of pre-natal and midwifery

service.
 

Thus, the principal preventable mortality in the State 
 involves childbearing women and young children and is susceptible to reduction by existing
primary care methods. 
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III. Existinc health Services Delivery System: 

A. Organization and Administration of Services: 
Health care services are provided by the State Ministry ofthe State Health Health (SMOH),Board (SHB), the Local govenmentsPractitioners, (LG), private healthVoluntary Organization (NGCs) and by'Herbalists, spiritual Healersand Traditional Practitioners, including Traditional Birth Attendants (TBAs). 

1. State Ministry of Health (SWOH) 

An organizational chart of the Ministry of health isB). The CcmLissioner is the political head 
attached (Appendix

of the Ministry while thePermanent Secretary is the Acinistrative
The Permanent Secretary 

head and the accounting officer.is advised by Heads of Divisions and in turn advisesthe Ccmuissioner. Policy issues are discussed by the Heads of Divisions andthe permanent Secretary as chairman, before beingCmunissioner who in turn, referred to theas the need arises takes such policy issues to theState Executive Council through memoranda for consideration beforebecoming finallyState Policy. the functions of the Ministi.y of health include the
following: 

(i) General forn ilation and control of health policies;(ii) legislation relating to health matters;(iii) Supervision of medical and health training and research institutions
in the state including: 

- the Central Health Unit for training and research; 
- the School of Health Technology; 
- all Nursing and Midwifery schools.(iv) The direct control of the statistical and epidemiological unit;(v) External aid for health services in the State;(vi) Pharmaceutical inspection and licensing control;(vii) Registration and inspection of private hospitals and maternity homes;(viii) Monitoring the activities of the State Health Board and the Health 

Zones;(ix) Representation at the federal Level on all health matters and bodiesincluding the Nigeria Medical Council, the NursingCouncil and Midwiferyof Nigeria, the Pharmaceutical Board cf Nigeria, the RoyalSociety of Health, the West African Examinations Board and theNational Council on Health;(x) Liaison with the Federal Ministry of Health and International agenciesand organizations on health matters;
(Yxi) Procurement of drugs for and administration of the drug revolving fund
scheme. 

2. State Health Board (SHB) 

The State Health 
Ministry of Health. 

Board has recently been restructured within theOriginally established in 1978 as a defacto autonomousdivision with broada based of executive and
responsibilities, administrativethe Statn- Health Board managed and controlled all medicalfacilities and their staffs. Goverrm*ntal restructuring efforts in and1980 
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1985 	 have erphasized the need for clarity in the administrative chain ofcamand with respect to heal d:. issues; and the need to consolidate a systemwhich had become fragmented afd duplicative. The current structure isexpected to improve the overall functioning and coope-ation by departmentsresponsible for the administration of health activities. 

The Commissioner for Health is the Chairman of the State Health Board(SHB). The Chief Medical Officer ((140), the Chief pharmacLst (SCP), theChief Nursing Officer (CNO), ard the Permanc-nt Secretary (PS) Ministry ofHealth serve as members. The Executive Secretary to the State. Health Boardserves as a member Secretary to the Board of Directors. 

The organizational chart of the State Health Board (Appendix B) doesnot. reflect the presence of a Medical Services Division as clearly as thatof the preventive Services Division. The fact, however, that there is nodesignated functionary for those divisions in the State Health Board doesnot mean that such orservices such division.- do not exis.. Theoretically,the Chief Medical Officer and the Chief health Officer, even though they are.officers of the Ministry , f Health, exercise both advisory and supervisoryro).es over the activities of the Medical and the Preventive Health Servicesof the State Health Board. Similarly the Preventive Health Services officerof the Ministry of Health is administratively able to coordinate p-eventivehealth services that go on undler the umbrella of the State Health Board suchas Health Education, Malaria Control, TB Control, Leprosy Control, EPI/ORT 
etc.
 

The main functions of the Board after its restructuring by the Officecf the Military Governor 6/7/84 are: 

1. To manage and control all health institutions taking charge ofactivities and preventive services of the State Government;2. 	 To execute the general health policies formulated by the Ministry
of Health and approved by the Goverm ent;3. 	 To provide and standardize all hospital equipment in the State;4. 	 To appoint, post and discipline health personnel from grade 07;5. 	 To promote health personnel from Grade level 07 subject to theapproval of the Military Governor;

6. 	 To appoint, confirm, prmn-te and discipline admtistrative 
enplcyees Grade level 01 -	 06;

7. 	 To consider and collect the Annual estimates of the Zonal Health 
Boards;

S. 	 to aiivise on revenue generation within and in keeping with
Goverment Police on Health Services;

S;. to initiate and control building programs of hospitals and health
institutions in accordance with Goverment Policy and to maintainbuildings and equipment use in health institutions.10. 	 to purchase equipment and food to be used in health institutions. 

3. Zonal Health Boards: 

The 	 State Heal th Board ftmctions through five HealthZonal Boards:Abeokuta, Ijebu-Ode, llaro, Shagama, and Ota. Each Zonal Health Board is 
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comprised of the following membes: Host Senior Medical Officer (Chairman),Host Senior Nursing Officer, Host senior Pharmacist, and an Administrative 
Assistant appointed by the State Health Board.
 

4. Local Governments:
 

Health services are provided by the ten Local Governents in the State,which have health departments within their organizational structure(Appendix B). 
 The activities of the various Local Governments are monitored
and supervised by the State Ministry of Local government and CrnunityDevelopment. There is no direct and clear cut supervisory mechanii:ingnthe Ministry of Health and the MOLGCD. Local Govenments are responsiblefor enviro1exital sanitation in their areas of jurisdiction and also operateskeleton maternal and Ciild Health Services. Efforts are being directedtowards increasing the capacity and capability of Loca1l goverrnents to run 
the Primary Health Care Programs. 

5. University Teaching Hospital (UTH) Shaganmu: 

The Cgun State University Teaching Hospital has been established on the
site of a former State Hospital in Shagamu. the University TeachingHospital has established formal linkages with the State University Systembut is administrativaly the responsibility of the State Ministry of Health. 

The University Teaching Hospital curr.ently operate as a 96 bed facilitysupporting a full r-ange of tertiar, care departments. The institution isengaged in a phase of projected rapid expansion and anticipates the openingof another 62 bed ward later this year. ogun State U= is required toexpand its facilities in order to retain its accreditation and plars toacccrrmodate 265 beds by the end of 1986, 500 beds by 1988, and 1000 beds by1990. 
Seventy three Medical Students are registered in the various clinicaltraining programs and these are supported by the smll core of full-timefaculty suIplemented by the part-time involvement of faculty from Nigeria'sOther medical schools and participation by embers of the State Ministry ofHealth in the teaching program. As a part of this expansion, the University
Teaching Hospital plans to "upgrade and use existing state health centers"to augment its own facilities and "provide a base for community health
orientation in clinical training",.
 

6. Government Health Facilities 

The categorization of Health facilities in Ogun State is based on thereferral systeln flow pattern, the first levels of contact are the healthclinics followed by the Primary Health Centers and the Comprehensive Health
Cente-. these together form the Primary level of Health Care. 
Cases from
the primary health care levels are referred the districtto generalhospitals, and State hospitals in that order. the trio i.e. Community,District, and State Hospital together form the secondary level of healthcare. Difficult cases from the State Hospitals are referred to the teaching
hospitals which form the teaching level of health care. 
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The cha.acteristics of the planning of health institution are as indicated: 

A. Health Clirics:
 

These are makeup of dispensaries and maternity centers.
 

Dispensarips: These are health facilities that are manned bydispensary assistants. There ar no inpatient beds. Mir-railments aru seen and simple treatments such as wound dressings
are undertaken here.Maten ities: These are health facilities where maternity cases are handled. Midwives and ward maids are in attendance. Numbersof beds are limited to about seven, both dispensaries andmaternities are controlled by the Local Governments. A doctor isnot resident here but visits on appointment days only. 

(1) Primary Health Centers: 

General practice doctors are usually resident here. Numbers of bedslimited to fourteen. There are 	
are 

more 	 activities than at thedispensaries and maternities. Minor operations such 	as hernia repaircan be performed. Each 	 center is equipped to serve a population ofbetween 10-20,000, The Primary Health Center forms the baseCommunity Health workers - polyvalent workers who are trained for the
for 

delivery of Primary Health Care. 

(2) Canmrehensive Health Centers: 

Are similar to Primary Health Centers exzept that: 
(a) 	 bed nmbeer is increased to 30(b) 	 the services of a Public., Health/Cnmtunity Health Physician are 

available 
(c) 	 serve a larger population
(d) 	 are rural based. 

B. Referral health System (Secongary Health Care): 

(1) District Hospitals are located at Ijebu Ife, Odagbolu/Aiyepe
Ipokea, and Isaga. They have the following characteristics: 

(i) 
(ii) 

serve a population of up to 50,000 
beds are between 40 and 60 

(iii)
(iv) 

(v) 

serves peri-urban centers 
generalists doctors man these hospitals but they may be 
than one in -amber 
more complicated cases are referred here from
comprehensive health centers. 

more 

the 

(2)General Hospitals:
 

(i) serves a population of up to 100,000
 
(ii) beds are in the range of 50 - J.00 
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(iii) 	 serves semi-urban centers
(iv) facilities are usually large than comunity/district 

hospitals
(v) experienced generalists doctors are i attendance(vi) Better equipment is available in these kind of facilities. 

(3) State Hospitals 

(i) serves a population of up to 250,000
(ii) beds dre in the iange of 100 - 200 but may be more(iii) 	 services of specialist doctors, nurses and other health 

workers are available 
(iv) equipment is sophisticated
(v) serves as training centers for pre-registration house

officers (newly trained doctors) and for nurse and midwives. 

C. Tertiary Level Health Care: Teaching Hospitals 

(i) More specialized services are provided
(ii) Specialist doctors are in attendance

(iii) 	 Training centers for doctors nurses, midwives and other high
skilled health personnel. 

Ogun State is fortunate in having build up a fairly extensive networkof health facilities distributed 
Each 	

through the ten Local Government Areas.local Gcvernment Area has from 28 healthto 87 clinics totally 3,736beds. There are 1.3 Health Centers in each Local Government Area, totally450 bxrs. In addition, there are 4 Comprehensive Health Centers with 224beds, 65 hospitals with over 3,500 beds, and 39 non-governmental matenitieswith 301 beds There are also 19 private out-patient clinics. Distributionof these facilities and the range of services offered are shown in tables 7
& 8. 

7. Private Healtih Facilities: 

These consist of Mission health facilities, private hospitals, andclinics 	as well as Maternity Homes. This group of health care providers areinspected and registered by the Ministry of Health and their activitiesclosely monitored by the Inspectorate Unit of the Ministry 	
are 

of Health forstrict 	compliance with established standards of practice, equipment, andManpower. From the 10 care point of viw of particular interest are theonly two mission hospitals operating in the State. Sacred Heart Hospital isAbeokata is a 300 bed, general hospital which carries out fee for serviceMaternal and Child Primary Care ProrrTams (including 25,240 immunizationservices, 5,400 deliveries and 36,000 child welfare visits annually).Sacred 	Heart obtains much of its drugs and imunization via "Chanpharm" andoperates 2 mobile unit Satellite 10 care programs at Ayetoro and at Ajebo on 
a weekly basis. 

The hospital has recently opened a 250 bed auxiliary "chest hospital"which is desi%,ed to offer tuberuilosis treatment and control services tothe people of Cgun State. This facility is equipped with modern diagnostic 
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equipment a complete laboratory and is attended by a full-time specialist inchest diseases. St. Joseph's Hospital, Ijebu-Igbo, is a 120 bed, generalhospital that also carries out significant 10 care programs (Table 7). 

8. Traditional Health - Care Providers:
 

This group of practitioners consists of Herbalists, 
 Traditional BirthAttendants, Spiritual Healers of the various Religious Denominations, andother alternate sources of health care. An attempt has been made toidentify and register herbalist and traditional Birth Attendants and thereis a Camlttee made. up of members of this group o health practitioners andofficials of the Ministry of Health in the State, the purpose of which is toidentify, standardize, and coordinate this type of care into the Western
Medical Care System. 
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6: 

Cre f Health Institutions 

',beckuta - Primary Health Centre, 
Iberekodo. 

- Family Health Centre, 
Cke Ilewo. 

- School Heal'h Serviceclinics. 

LPI/ORT - Coverage 
above 82.1% 

MCH/FP 

Communicable DiseaseControl of Diarrhoea, 

ORTClinic 

- Family Planning Train-
ing School' 

- Health Posts 

Mal'iria, Tuberculos s/, 
Leprosy, Guineaworm, 

Schistosomiasis. 

fchool Health Services. 

- Health Clinics Health Education. 

Lnvironmental Sanitation 

simited curative 
services. 

lJebA-Cde - School of Health Tech-
nology. 

- Primary Health Centre, 
Ala ldowa. 

As above 

- Family Health Centre. 

- MCH Clinic, Italapo. 

- School Health Clinics. 

- Health Clinics. 

Health Posts. 

- Family Planning Clinics. 

Ijobu Remo - Comprehensive Health 
Centre, 1zhara. 

- Primary Health Centre, 
Ode Lemo and Ode Remo. 

- Family Health Centre, 
zagamu. 

- School Health Clinics. 

AS Above 

- Family Planning Clinics. 

- Health Clinics 

- ORT Clinics 

Lgbado South - Primary Health Centre, 
Idi-Iroko. 

- Family Health Centre, 
Ilaro. 

- Family Planning Clinics. 

- School Health Service 

Clinics 

- Health Posts 

Local Government Area 
for the State Model 
Primary Health Care 
Programmes. 

CPI/ORT coverage above82 *1% 

MCH/FP 

Communicable Disease 
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Local Covernment
 
Area 


j (c0n't)O 

IJebu North 


Ijebu Last 


Cwode/Obafemi 


Odeda 


Health Institutions 


- Comprehensive Health 
Centre, Ijebu-lcbo 

- Primary Health Centre 
Ago Iwoye. 

- Health Posts. 

- Health Clinics. 

- Family Planning Clinics. 

- School Health Service 
Clinics. 

- Comprehensive Health 

Centre, Iwopin.
 

- Primary Health Centre, 
Ogbere. 

- Health Clinics. 

- Health Posts. 
- Family Planning Clinics. 
- School Health Service
 
Clinics.
 

- Primary Health Centre,
 

Cwode.
 

- Health Clinics.
 

- Health Posts.
 

- Family Planning Clincs. 

- Zchcrol Health Service 
Clinics 

- Primary Hualth Centro,
 
Odeda. 


- Health Clinics. 

- Health Posts. 

- Family Planning Clinics 

- School Hcalth Service 
Clinics 

Activities
 

Control e.g. Diarrhoea,
 
Malaria, Tuberculosis,
 
Leprosy, Guineasworm,
 
Schistosomiazis.
 

School Health Services.
 

Health Education. 

Environmental Sanitqtion.
 

Limited Curative Services
 

EPI/ORT - coverage
 
above 82.t%
 

MCX/FP 
Communicable Diseasea.
 

Contrel of Diarrhoea,
 

Malaria, Tuberculosis,

Leprosy, guineaworm,

Schistosomisis.
 

School Health Services.
 
Health Education.
 

Envirownental Sanitation. 
Limited Curative Services.
 

AS above
 

AS Above 
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Local Government 

Lgbado North 


;fo/Ota 


Health nstitutions 


- Comprehensive Health
 
Centre, Imeko.
 

- Primary Health Centre,
 
Aiyetoro.
 

- Health Clinics.
 

- Health Posts.
 

•-.--amily Planning Clinics. 
- School Health Service.
 

Clinics.
 

- Primary licalth Centre, 

Ifo, 


- Health Clinics. 


- Health Posts. 

- Family Planning Clinics. 


- School Hcalth Service
 
Clincs. 


Activities
 

Model Practice Area
 
for the Institute
 
of Child Health,
Lagos University
 

Teaching Hospital's
 
Primary Health Cars
Programme.
 

EPI/ORT - coverate
 
above 82.1%
 

MCH/FP
 

Communicable Disease
 
control e.g.

Diarrhoea, malaria,
 
Tuberculosis,
 
Leprosy, guineaworm,
 
:Schistosomiasis°
 

bchool Health
 
Services.
 
Hcalth Education.
 

Lnuiromental Sanitati.
 
one
 

Limited curative
 

services.
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HIEALTH ZONE LOCAL U]OV'T 

AREA 

ABEOKUTA 

ABEOKUTA ODEDA 

OBAFEMI/OWODr 

IFO/OTA - IFO/OTA 

1 LitR O" EGBADO SOUTH 

FGBADO NORTH 

IJEBU-ODE 


IJEBU IJEBU-EAST 

IJEU-NORTH 

SAGA'U - I JEBU-REMO 

TOTALS 

* Estimated beds in 1986 

-- Uj
01% 

DISTR[IPUTIG; 

Table 7 

OGUW STATE, V IG(EFtIA ( ,(IC) 

OF EXISTING I[E., J.TH FACILITIFr; PY SOUiC- CF Ff'tIDTIIG 

GOVERP!HENT 
11 

IIC 

(FED, STATE, LGA) 
EERLRFRA 

REFERRAL 

IIIVATF 

pV1 l{E_i'7' i 
SFCTOR 

REFERRAL REFL.. 

. P'.-G.VIRUu. 

NO Beds 1Io Beds No Beds No Beds No Pcd:

hO 

35 

320 

289 

6 h17 

-

10 
106 

27 
11"98 

1 

31 2- 1 25 - - -

36 )88 1 100 5 57 1"3 290 -

86 

40 

69 

((6 "1 

394 

536 

1 

1 

238 

41 

80 

3 

2 

588___[ 

24 

7. 

-

-

56 h124 2 80 1 7- -

28 261 0 6 -- 41 9 360 - - -I 

2 1127 4 196 9 72 3 360 _ -

463 1Vb- 18 422. 52 1 



TAILE 8 

EXISTlr.G HEAITH FAC]I.TI1Eg ]: OGUN STA"E, :iGr.R]A (19116) 

t-A LTII ZONES LOCAL 
AREA 

GOVERr:.IrENTARAiLAS 
(LGAS) 

rRIMARY 

lealth 

HEAL.TH CARE 
eal thl Health 

C]ifiics Centers 
711-11rehP
rw:;ive Clinics Ifospi tals Tertiry 

Posts 11-al thCTRS ,. . CoreFacili,.jrs 
NO Beds No Beds t!e Beds flo Beds No Beds No IBeds 

ABEOKUTA 1 47 376 2 50 -

ABEOKUTA ODEDA 1 33 264 1 25 -
-3 - 15 6o 

OBAFEMI/OWCDE 
1 30 2)1O 1 25 - -

IFO/OTA - IFO/OTA - 0 320 1 25 " 
_ 

EGBADO SOUTH 
- - 1 238 

ILARO EGBADO NORTH 1 39 312 2 50 65 

_ 

IJEBU-ODE 1 67 536 3 75 -
_ 

JJEU IJEBU-EAST 

SIJEBU-NORTI 

5 

Ii 

49 

28 

392 

2224 

2 

1 

50 

25 

1 

1 

56 

56 E 

-

-

] 22 

9 

8:0'80. 

- -
SAGAHU IJEBE-REr.o i 6 368 3 75 1 56 1_ - 5 h6 1 . 

TOTAL 16 h67 3736 18 4 io 1 22) 65 3 2 V3 5 
' Estimated beds in 1986 



TABLE 9
 

REGISTRED F[{IVATE 1ff.d.T: IST]T'TIM'S, IN OcUr, STATE 
BY TYPE AND LCCAL GCV!:R, r!,TNT 

LOCAL HOSPITALS (With Inpatient)Facilities MAT-RNITY hO..ES(Usually operated by Midwives,

GOV' T [GrEA

GENERALGOVT DOCTORSUjES 11IDWIVES NO OF GENERAL. DBEDsjWVSOO EEA M*IDdiVE3 BLDSNOFNO CFGERADOCTORS 
 UTIO 5NINSTrrNURSES UI N5NURSESISTIT DOCTORS 
UTIWOh INSTITUTI OPS 

ABEOKUTA 30 81 58 552 14 5 33 96 12 8 

OBAFEMI/ 
N 

OWODE L 4 6 1 
IJEDU-ODE 16 29 10 114 9 - 5 23 4 3 

REI10 13 36 18 266 9 - 19 62 7 4 
IFO/OTA 13 36 7 120 9 1 6 28 3 2 
EGBADO SOUTH 1 7 - 30 1 1 12 42 5 

EGBADO NORTH N I L h 16 2 

IJEBU NORTH 9 26 10 239 3 - 10 28 5 2 

IJEBU EAST H I L N I L 

ODEDA N I L N I L 

TOTAL 82 261 103 1351 45 7 93 301 39 19 

Includes initial negotiation and annual fees paid to the State Ministry of Health 

7Lj 

OUT-PATIENT CLINICS 

GENERAL
NURSES 

MI DWIVES NO C'F 
IrlSTITU-TI ON; 

13 4 8 

L 

4 7 3 

6 4 4 

5 - 2 

NI L 

N I L 

2 1 2 

N I L 

N I 

31 18 19 



B. Drug Revolving Account 

1. At the inception of the Military Administration
1984, in Ogun State in January,there was much concern about the provision of adequate Health Care Deliveryas there was acute shortage
worsening economic 

of Drugs in the hospital units compounded by thesituation. The Coverrmient seeing the critical condition ofthe Health situation voted amountan of #4 million, for an equivalent amount inImport License and imported a good quantity of commonly used drugs, surgicaldressings, laboratory chemicals and reagents from the overseas manufacturers andset up a panel of seven (7) to review the Health Policy for the State. 

ADVISORY PANEL - TES OF REFERENCE 

2. The Panel which headed by Professor Ogunlesi,was a one time Professor ofMedicine at the University of ibadan had as its terns of reference, the following
guidelines: 

(I.) to review the 0gun State Health Care Policy in general and. 
treatmentthe free policy in particular, in the presentcircumstances of the State economy, and to advise Government on such steps as may be necessary to restore and maintain aneffective health care delivery system in the State. 

(ii) a. to advise Goverment on the formulation and implementation
of a realistic drug policy for 0gun State which will ensure asteady and progressive low of ESSENTIAL drugs, dressings, andother basic equipment within the Health Care Delivery System
of the State. 

b. to take into account, the formulation of such policy, therecent government investment of -#4 million on drugs etc andto advise on ways and means of developing such an investment
into a drug revolving fund. 

(iii) a. to examine the feasibility of a State Health InsuranceScheme as one of the methods of (couldn't read) deliverysystem in Ogun State having regard for: the needs and demandsof both the public and the private sectors of the populationo the state and the present state of the economy of the state
and to make appropriate recommendations. 

(iv) to make any other recommendations as may be relevant andnecessary with a view to ensuring that government objectivesof health for all are realized as quickly as possible. 

RECOMMENDATIONS 

3. The panel in the light of investigation carried out and representationsmade to it submitted the following recamnendations which were approved inprinciple and adopted by the Government. 

Health Care Policy:
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(i) 	 Greater attention than hitherto should be given to Primary HealthCare Services, especially in the area of 	Community Involvement andinter-Sectoral coordination. 

(ii) 	 Free treatment should be redefined to include all Primary Health CareFacilities and all Preventive Health* Care facilities but shouldEXCUDE drugs, must therefore be paid for. 

(iii) Demonstrable improvement in health Management process should bemandatory on the 	State Health Board. 

DRUG 	 POLTCY: 

(iv) The State list of Essential Drugs should be prepared for: 
(a) 	hospitals
(b) 	 Primary Health Care Units.

It is necessary- to mention here that since the setting up of thepanel the National Council on Health had met, approvedadopted a list of Essential drugs for both 	
and 

the 	 Primary andSecondary Health care Services. These lists have been adopted
for 	use throughout the Federation. 

(v) 	A State Drug formulary should be developed (An international one hasbeen adopted for the Country by the National Council on Health at itsmeeting in Ondo inAkure, State July, 1985). A state DrugManufacturing Copany, with the Manufacturing unit at Shagamu atpresent should start production very soon. 

(vi) 	The present #4 million investment should form the nucleus for:(a) 	 a bulk purchasing, self accounting Drug supply system.(b) 	 a drug revolving fund - initial capital of #10 million should be 
started. 

(vii) Ogun State Citizens who are given drugs should pay for them for the 
time being. 

viii) Ultimately, a contributory Health Insurance Scheme for all Ogun StateCitizens should be operated through an Insurance Company or a part of a National Insurance Scheme. 

(ix) State Health Insurance Company, In the light of the FederalGovernment intention to evolve a National Insurance Policy, -t hasbeen recmrended that the State Government should make "haste slowly"and while trying to study the possibilities of inviting a StateInsurance Health Copany, should wait and see what the Federalgoverment would do before taking a final plunge. 

ADOPIION OF RECOMMENDTIONS: 

4. 	 The Government while noting all the recomndations and findings,
accepted the following in principle: 
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(i) Drugs should be paid for in all the State Health Care Units. 

(ii) Every effort should be made to ensure that the recent #4 millioninvestment in drugs is a loan recoverable in due course based (i)on 
above.
 

(iii) The drug Revolving Fund scheme is accepted as a way out of the 
present drug scarcity problem.
 

(iv) Efforts would be made to make the State Health Care Delivery of more
preventive nature and touching more areas, in other words; thereshould be a shift of emphasis from Curative to Preventive Health aire
Delivery. 

(v) While efforts are made to do more preliminary work at evolving aState Health Insurance scheme whatever concrete step is finally taken
would be based on the outcome of the June meeting on the National.Council on Health which the panel had earlier mentioned.
 

(vi) The Conmissioner for Health should study the report in greater detail
and make further recommendations which should be in the interest ofthe overall 
 State Health Delivery arrangement, for urgent
implementation within the context of the present economic withdrawal.
 
(vii) Further to the effort of the Commissioner for Health, A DrugManagement Conmtittee was set up in the Ministry of Health. TheCcmittee which would be responsible to the Commissioner for Healthwas changed with the responsibility for the effective Management and
Distribution of Drugs in all the State's and Local Government'sHealth Institutions as well as Health Centers located in some of thestate's Institution of Higher learning.
 

(viii) The Ministry of Health alsowas appointed as the Government agencythat would purchase Drugs, Surgical dressings in bulk while the State
Health Board would take them on charge, store centrally and sell them
to the hospital patients and Stateother Government agencies. Inaddition to this, the proceeds form the Sale ef Drugs would betransferred to the Ministry of Health which would keep and operatethe Drug Revolving Account in any bank agreed to by the Government.
 

DRUG DISTRIBTION: 

5. The Central Medical Ftores at Abeokuta is the depot where all the drugs,
Surgical dressings, equipmert, etc. are kept. It is also the depot from wherethe medicaments are despatcled to all the hospitals and Health Centers in theState. The medicaments are ."ept at the Centers presently mainly for securityreasons, this was due to the fact that at the time the drugs started arrivingfrom the overseas countries in early 1985, most of the existing medical storeswere not considered safe enough fzor th:- items and with the acute shortage ofdrugs in the State as at that time, any sLkre located at aiy remote area could bea target for armed robbers. The present storage depot is not a warehouse built 
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for drugs storage, but office acccmmodation apartments for the temporary storageof the items pending the time that the State will be financially sound enough toconstruct a large warehouse at the center and the same time renovate the presentzonal stores and fit in necessary Security Systems. 

The Central Medical Stores presently supplies drugs, Surgical dressings, andhospital equipment to all the hospital units under the Government, the Teachinghospital at Shagamu, Local Government Councils, all other Government agenciesrequiring the use of drugs. The (couldn't read) grouped under five (5) zones as 
follows:
 

1. ABEOKTJTA HAlaH ZONE 

('.)
(ii) 

(iii) 
(iv) 
(v) 

(vi) 
(vii) 

(viii) 
(ix) 
(x) 

State Hospital, Sokenu, Abeokuta
State Hospital, 1diaba, Abeokuta 
Oba Adenola Maternity Hospital, Abeoku t-.
Primary Health Center, 
Primary Health Center, 
Primary health Center,
Family Health Center, 
Dental Center Abeckuta 

Iherekodo, Abeokita 
Odeda 
Owode 

Oke-lewo, Abeckuta 

Commnity Mental Health Center 
School Health Services Unit 

2. IJEBU HFALTH ZONE
 

(i) 
(ii) 

(iii) 
(iv) 
(v) 

(vi) 
(vii) 

(viii) 
(ix) 

(x) 
(xi) 

State Hospital, Ijebu-aie
General Hospital Ibiade 
Primary health Center Ijebu-Igbo
Primary Health Center Ala Idowa 
Primary health Center Ogbere
Family Health Center 
Cmprehensive Health Center Iwopin
District Hospital Ijebu-Ife 
Health Center Ago-Iwoye
Ccmunity Mental Health Clinic - Ijebude
School Health Services Unit 

3. SHAGAM HALTH ZONE
 

(i) 
(ii) 

(iii) 
(iv) 

(v) 
(vi) 

(vii) 
(viii) 

(ix) 

State Hospital Iperu
District Hospital Aiyepe/Odogbolu
Cmprehensive Health Center Ishara 
Family Health Center 
Primary health Center Ode-Rem 
Community Hospital Ikenne 
Community Health Center Ode-Remo 
Dental Center Sagamu
Scrfirl Health Services Unit 
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4. OT=A HEALIH ZONE 

(i) General Hospital Otta 
(ii) Family Health Center 

(iii) Prirary health Center Ifo 
(iv) Primary Health Center Idi-roko 
(v) District Hospital Ipokia

(vi) School Health Services Unit 

5. ILAR0 HEALTH ZONE 

(i) State Hospital Ilaro 
(ii) Family Health Center

(iii) Cnprehensive Healthi Center Imeko 
(iv) (couln't read)
(v) Family Health Center Ilaro 

(vi) Dental Clinic Ilaro 
(vii) School Health Services Unit 

ISSUE PROCEURE 

6. Supplies are made to all the Health Institutions through the StoresIssues Vouchers (S.I.V.) which are ccmipleted in quadruplicates. The S.I.V. sindicate the qantity of each item of drugs issued, the price per unit, and thetotal value of the drugs issued out. One copy of the S.I.V.s should be forwardedimmediately to the Higher Executive Officer (H.E.C.) (Accounts) in charge of thisDrug Revolving Fund at the headquarters who is required to open a ledger Accountfor each health Institution in the State. The ledger account thus opened by theH.E.O. (Accounts) would be debited with the quantity and total value of the drugsissued to the respective Health Institutions while the Stock Account alsomaintained by the H.E.0 (Accounts) at the headquarters would be correspondinglycredited. Original and copyone of the S.I.V. wold accompany the drugs issuedout to the Health Institutions. The Pharmacist and the Store keeper of eachhealth Institution are required to sign copiestwo of the S.L.V.s as havingreceived the items released, retain a copy of the S.I.V and return the Originalto the Store Section at the Headquarters, As a means of dual control, thePhaimacy Division in each Health Institution should monitor the movement of drugsby recordizg issues so as to facilitate accounting procedure for an accuratebalancing of stock of drugs at any point in time. 

OBSERVATION 

7. It has been observed that at times, the value of medicaments received byan institution may not be the same as the amount generated at the Institutioneven after the sale of the items might have been completed. This is because notall thae items are money yielding. Some of tne items received are not sold to thepublic, but go into the maintenance of the Service c.g. antiseptics used in thesanitation of the Hospital premises or i serving the patient e.g. the syringesand needles used in administering treatment as prescribed. There are also thelosses of revenue through the treatment of patients exempted from palment of feese.g. patients suffering from tuberculosis, leprosy, mental illness, also,
prisoners and paupers. 
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BANK LODGEMENTS 

8. Each Zonal Office is required to open a separate current account with thenominated bank at the Zonal Headquarters. the account is operated quitedistinctly frcm all other accounts. Each health Institution pays all proceedsaccruable from drugs into the Zonal Bank Account maintained by the Drug RevolvingFund. In stations where bakig facilities exist, a designated officer (revenuecollector) pays the drug proceeds into the bank daily. In the rural areas wheretheir facilities do not exist, payments are made into the zonal off:.ce at weekly 

accumulate 
intervals but 

to such 
such 

a 
designated 

huge sum that 
officers 

can attract 
are not the proceeds towarned to allow 

the attention of robbers who will
not mind killing i order to be able to steal the amount. 

BAN=IG AT HEADCUARrEPS
 

9. As mentioned earlier, the State Health Board sells the drugs through thehospital units and at the end of each month transfers all proceeds to theMinistry of Health which banks and controls the amount at the State headquarters.
The signatories to the amount are: 

(i) The Permanent Secretary, Ministry of Health
(ii) The Chief -bannacist in the Ministry of Health who is Chairman of the

Drug Managaeent Comittee and
(iii) The State Accountant General who represents the State's Ministry of 

Finance.
 

The Drug Revolving Account is kept in the bank acceptable to the State
Government. 

REPLNIS'HMT OF STOCK IN THE HOSPITAL UNITS 

10. As and when fresh supplies are required, each health Institutionrequired to acccpany its requisition paper with a copy each of all bank tellers
is 

in respect of monies lodged into the zonal bank account. Each bank teller rustbe duly stamped by the bank into which money is paid and must be accompanied bydetails of the amount thus paid into the zonal account. Each requisition must beduly signed by either the Pharmacist in charge of the Pharmacy or the MedicalOfficer in charge of the Institution. Each Health Institution has free handdetermining its ininm. stock level and reorder level. For accounting pirposes,each requisition paper must be supported with copies of proforma prepared by theAccounts division of the Ministry of Health. The proforma would show at a glance 

(i) The Opeing stock
(ii) Proceeds derived from the Sales of drugs and the value of the closingstocks of items of druqs on hand at the time of requisition for fresh 

supply. 

Copies of the above documents are submitted to the HBO (Accounts) who wouldscrutinize the account that the amount on the cheque tallies with the totalamount on Under nothe bank tellers submitted. circumstances would checks issuedby the Zonal office be returned as dishonored, officers who issue such checks 
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would apart from facing disciplinary measures be surcharged.
 

ACONTIG RECORDS REUIRED THE LEVEL
AT ZONAL HEALTH TNSTIhIIONS ANDHEADOUAR± RS 

11. The revenue Collecting Officer in each Health Institution is required tomaintain a Revenue Collector's Cash Book which would show 

(i) Particulars of receipts issued out to patients on daily basis.(ii) The amount collected4 on each recpipt showing the amount for drugsonly ara for the others (e.g. Lah _ees, bed fees, etc.)(iii) Total daily proceeds and lodgements. This cash book is expected tobe balanced up daily. The revenue collector of each institution isalso in addition, expected to maintain a Receipt Book Registershowing details of Receipt Books collected from the HEO (Accounts) atthe Headquarters and also details of the disposal of such receipt
books.
 

ACCJTTG RECORDS AT THE ZONAL LEVEL 

12. The HEO (Accounts) Higher Executive Officer in charge of accountsattached to each Zonal Office is also required to maintain Control Cash bookbased on the revenue returns received from the Health Institutions within eachZone such that at any point in tile, the HEO (Accounts) should be able to show ata glance, the position of the revolving fund maintained by him/her zone on behalf
of the Drug Management Comittee. 

The HEO (Accounts) of each zonal office is expected to effect necessaryreconciliation of zonal Bookthe Cash with the Bank Statements received inrespect of accountthe maintained for the Drug Revolving Fund. Suchreconciliation exercise should be carried out monthly and in any case, at least,quarterly with copies of the bank reconciliation statements submitted by hand tothe Heads of the Accounting divisions in both the Mistry of Health and -eState Health Board. (see Pro-forma Drug Revolvirg Fund From 2 attached) 

ACCONTING RECORDS AT THE 

(i) The HEO (accounts) in charge of the Drug Revolving Account will berequired to maintain a receipt Book register showing particulars ofthe stock of Receipt Books (Treasury Book GA) collected from theAccOuntant-General's office or printed mainly for the Drug Revolving
Account from the State's Printing Corporation. The register mustshow at a glance particulars of receipts issued to each HealthInstitution and the balance of stock on hand. 

(ii) The HEO (accounts) should maintain a ledger account as prescribedabove for each Health Institution (coildn't read). The ledgeraccount mist be balanced up monthly or at prescribed intervals andreconciled with the Control Cash book. 

(iii) At overall Control Cash Book should be maintained by the HBO(Accounts) in charge of the Revolving Funds. This should indicate at 
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a glance, the value of drugs and other medical material being issuedout to each health Institution on monthly basis vis-a-vis proceedspaid by each Health Institution into its zonal Bank Account
maintained b=for the Drug Revolving Fund. The Control Cash Book 
should 	be balanced up monthly.
 

(iv) The HBO (Accounts) in charge of the Drug Revolving Fund at theHeadquarters should also prepare monthly Bank Reconciliation
Statement and submit same through its Chief Accountant to thePermanent Secretary, Ministry of Health, and the Drug Management
Ccmmnittee. The Accountant General receives details of bank
lodgements made by the Ministry of Health and details of proceeds
received from the hospital units at the end of each month from the 
Head of Accounts Division in the Ministry. 

DRJG REVOLVING ACCOUNT 

14. The State Health Board-was the Goverment agent that was responsible formaintaining the account initially. It was in January, 1986 that the amount wastransferred to the Ministry of Health which is not the agency operating the 
account.
 

(i) Amount transferred by the State Health Board to the Ministry ofHealth as at (couldn't read). December 1985 (couln't read) #615, 
456.84
 

(ii) Balance of the amount in Bank as (?) Bank as at 30/6/86 (?)
$1,833,289.32
 

(iii) 	 Total amount withdrawn (?) form the Bank including (?) Bank charges
(?) $1,182,281.37 

15. Since an amount of about $4 million was spent in inporting the drugsinto the country late in 1984 (?) arriving into the country by the Middle of1985, one would have expected that between middle of 1985 and June 1986 (oneyear), 	 and amount of $4 million would have been realized from the Drug Sales.The amount realized during this period is actually, about $3 -million($3,015,570.69) judging from Balance as at 30/6/86 and the amount withdrawn sofar (ii) & (iii) above. Actually the proeeds have been made available from the
five Health Zonal Offices at the average of $200,000 per month. 

The proceeds are in respect of drugs, laboratory fees, bed fees, x - ray.fees, Dental fees, and Operation fees, these other areas apart from drugs aremaintained from the Drug Revolving Account e.g. x - ray films, Dressingsmaterials, laboratory reagents and Chemicals, and dental material. Below is aglance record of the proceeds generated in relation to the value of drugs andother materials supplied to the hospital units between january 1986 and June 
1986.
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There is no doubt that is the specimen formats for the Drug Revolving fundNos. 1 and 2 are caupleted by the respective Health Units and Zonal Officesrespectively strictly within the deadline specified, there should be nodifficulty in c=rendering monthly returns. The returns on Format No. 1 relatesto the mov.aent of stock of drugs while format No. 2 provides at a glance, theMonthly Statement of Inccme and expenditure in respect of each Health Zone. 

SUPPLY OF DRUGS TO TEACHG HOSPITALS AND THE LOCAL GOVEINMT CUNCTT 

16. As at present, drugs and other related items are sold to the TeachingHospital at Sagamu and other Local Government Councils at the rate at which theyare sold to the patients at the government hospitals. Arguments have been putforward for a reduction to be made to these Institutions on the cost prices sothat they too may be able pay forto their overheads. The argument is a
reasonable one. 

As at present, the Government sells the drugs to patients after 50% increasemight have been added to the cost prices. Serious consideration is being given.to the allowance of 10% - 15% discount on the selling prices thesetoInstitutions so that they too may be able to operate a drug revolving account
which will not be at a loss.
 

WORKING RELATIONSHIP B= THE PAMACST THE
= IN MINISTRY OF HEALTH AND TIE
STATE HEALTH BOARD 

17. It is the duty of the Health Management Board to control and managethe health Institutions taking charge of curative 
all 

and preventive services of theState Goverment. The Pharmacists in the State Health Board are therefore basedin the Health Institutions where services arethese being rendered. They giveout the drugs to the patients in these two sectors and, in addition, executeGeneral health Policies related tc their discipline provided such policies haveGoverm~ent approval. Those in the Ministry of health are concerned withpharmaceutical Inspection and Licensing Control. In other words, monitortheythe activities of the Pharmacies in the State Health board in order to ensurethat they c=ply with the General health Policies of the Government and keepwithin the acceptable limits of Standard Pharmaceutical practice. 

As there is presently shortage of pharmacists in the Government service andmost of the hospital pharmacies in the (?) technologists, the list of thoseactually operating the drug Revolving account shall comprise of Pharmacists,Pharmaceutical technologists, Pharmacy technicians and Stores Officers. (Seeattached list containing the list of these officers still in the governmentService and the total amunt of emolument of these Officers). 

PRIVATE vCFAIACTCAL PRESES 

18. The private Pharmaceutical shops operating in the State operate theirpremises as private concerns and the financial aspect of their businesses are notin any way controlled by Govenment and they receive no subvention from theGovernment. The only where Government controls their practice in theareas areLaws Governing the practice of the,'r trade. They must observe the Pharmacy Lawswith regard to dispensing of prescriptions, sale of poisons, dangerous drugs, and 
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psychotropic substances, and they 
no 

must renew their licenses annually. They havepatients/relationship ratio provided they may attend as many patients thatcall on them provided that the services rendered are within the law. The lawallows them to sell on-the-counter drugs to all categories of patients and giveprofessional advice where sought. all poisons sold must be recorded inaccordance with the prescription of a Licensed and registeredpractitioner, registered and licensed 
medical

dentist dnd registered and licensed
veterinary surgeon. 

Some of them carry out Manufacturing and wholesale activitiessmaller only while theones carry out only dispensing and retail activities. (See the list ofPrivate Pharmacies attached) 

ALL ATrACF-NT 

(i) Drug Revolving Fund Form No. 1
(ii) Drug Revolving Fund Form No. 2(iii) List of Private Pharmaceutical Premises
(iv) Inventory of Drugs at the Central Medical Stores(v) List of Pharmacists, Pharmacy technicians and store officersoperating the Drug Revolving (?) 
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C. Existing Health Resources and Facilities
 

1. Personnel Staffing level and distribution 

The total number of Government workers in the health sector has beendeclining since the imposition of economic au;terity measures including ahiring freeze in 1984. The general availability of health manpower has alsobeen negatively effected by the fact that many Government trained personneleventually join the private sector. In the professional categories thisattrition rate is 
in 

particularly high and may be accelerating. For example,the first six Months of 1986 287 of 1488 Government staff nurse and staff
midwives have left their position. 

Currently available data limits the ability to quantify the currentattrition rates to professional staff, however, there is the widely heldimpression that attrition rates for non-professional staff have beensignificantly lower. These trends contribute to a disproportionate amountof current salary expenses going to service, maintenance and support.personnel who are not engaged in the actual provision of health care. 

Unfortunately this trend is likely to continue and will contribute to ashort-fall in the public sector for some time to come. In addition, thedemand for health services in govenmnent hospitals has resulted in aconcentration of highly skilled workers in urban areas. As a result,progress in deploying high skilled workers to the areas of greatest needwhere they can support primary health care programs has been exceedingly
sl A. 

The distribution of doctors, dentists and nurses shows a concentrationin urban areas where only 23% of Ogun State's people live. It is likelythat the distribution for pharmacists, laboratory technician and other key
health providers follows the same pattern. 

An analysis of current staffing strengths confirms that in keycategories (ie. Doctors and Nurses) the State employs only a small fractionof the personnel who have been approved on the basis of anticipated need.
(Table 11) 

To counteract these problems of manpower distribution and short falls,the Ogun State Government has, in recent years, placed increasing priorityon expal-Ung and upgrading the availability of trained health workers. 
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2. Training Institutions 

(a) 	School of Health Technology, Ilese 

Established in 1976, the School of Technology was the first toprovide basic training in lHygiene and Public Health in Ogun State.The School was originally located at Itamogiri but since 1982 hasoccupied an expanded site at Ilese. In decade itsthe sinceinception, the school has offered a wide range of educational,research and health planning activities. The educational programsare 	designed to provide training which is relevant to the current and
future health problems of Nigeria. 

(1) 	 It is operated training byas 	 a unit the State MinistryHealth. rLlie school has graduated almost 1,200 	
of 

trainees in a wide range of professional categories, including:
Public Health Superintendents
 
Public Health Nurse
 
Parmacy Technicians
 
Medical laboratory Assistants 
Camunity Health Assistants
 
Conmunity Health Aides, and
 
Rural Health Assistants.
 

(2) 	 The curriculum emphasizes the practical skills needed to assessthe health status of ccnimmities and to 	 support diseasesprevention and health pronotion activities (Appendix E)After serving a period of bond to the State Government, graduatesfill a wide varie-ty of job positions in the State and LocalGovernment, private industry and individual private practices. 

The sare factors inracting on manpower throughout the healthsector are affecting the operations of the school. Staffshortages have recently become critical and threaten continuedavailability of this training resource. Several major programareas are without regular staff (i.e. Pharmacy, laboratoryTechnician) and the administrative section has been without *afunctional director for 	many months. thisIn 	part, erosion ofstaff support may be attributed to a general decline in theschool's physical plant, water and electric supplies whic havebeen curtailed, and transportation, laboratory equipment andsupplies are in poor condition or non-existent. 

-Rehabilitation of the 	State resource is considered by the State
Ministry of Health -tobe imperative. 

(b) 	Schools of Nursing, Ijebu-Ode and Abeokuta: 

(In 	preparation) 
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(c) In-Service Training Programs 

(In preparation) 

3. Physical Facilities by Level and Type 

It is generally acknowledged that health dare facilities in Ogun Stateale amon.g the most modern in Nigeria. These have been described accordingto type and distribution in a previous section. The 463 governmentsponsored primary care facilities are augmented to same extent by 42registered private maternity clinics and the outreach services of a single,'oluntary facility. However, the provision of comprehensive primary healthcare services to urban and rural populations is overto an whemiing extentbeing provided under Government sponsorship. It is these Primary HealthCare services which have been, and will continue, to form the backbone ofthe health delivery system. 

Currently, the system is providing one health clinicpopulation for every 6000(this includes maternity clinics), and one health center for 
every 130,000 population.
 

Efforts will be necessary to address the substantive rehabilitationrequirements and tour some proper maintenance of these facilities andequipment. A quantification of these rehabilitation and maintenance needswill be undertaken as a continuing part of the Ogun planning process. 
Local Goverment area hospitals will tocontinue function as referralpoints for health clinics and health centers, while playing a role in thecoordination of commuity based health services and serving as teachinghospitals and admiistr.ative foci for rural health activities. 

Currently there are referral71 facilities in Ogun State of which themajority (70%) are operated by non-government services. Collectively theseprovide one referral facility for every 40,000 population. 

During the plan, period emphasis will be given to strengthening andimproving the hospitals out-patient services while ensuring the provision of
standardized quality care 
on the wards. 

4. Financial Resources 

An attempt has been made to provide a rather comprehensive picture ofresource availability to healththe sector. Data that could be collectedand compiled at different expenditure sources were consolidated for the year1984 and 1985, as shown in table 2c.
 

The coverage of the table is extended to encompas3 the financialresources devoted to safe water sapply along side the sources that aretraditionally engaged in health services delivery, such as the SMOH, SHB andthe local governments. The argument justifying this approach rooted inisthe definition of primary health care, one element of which concerns thesupply of safe water to communities. It is, therefore, the function of 
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supplying safe water in sufficient quantity that is relevant, rather thanthe 	 affiliation of the performing agency to any one of the governmentdepartment specifically charged with health matters. 

This attempt at constructing a reasonably complete picture of financialresources flowing the sectorinto health is at present limited to theofficial health sector. It does not cover household expenditure on health,nor 	the establishments currently engaged in private medical practice. Thisis due to a variety of reasons one 	of which is the relatively high cost ofgenerating such 	information presently unavailable, while its bearing on thehealth sector planning at this time does not 	seem suffici-ant to justify thecost. It is, however, envisaged to develop within the 	improved managerialprocess for health development, over 	the plan period, adequate informationsystems which will readily enable a more comprehensive look in the future. 

It appears from table 3 that over the 	1984-1985 period, total officialresources available to health increased by 14.8%, due mainl.y to a nearlythree-fold increase in the capital expenditure devoted to safe water supply,while local govermant' s heLlth infrastructure development alsosubstantially 	 wasstepped up. Recurrent expenditures fell by an insignificant,mount with personnel emoluments absorbing, on the average, nearly 88% oftotal recurrent resources. The imbalance in favor of emoluments in thestructure of 	 healthrecurrent expenditure by the SMOH, SHB and localgovernments, which is presently in the order of 94% - 95% is dissimulated inthe 	 overall average, due to the relatively low share experienced by theState Water Corporation. The ofshare -laries in total recurrentexpenditure by the State Water Corporation indeed dropped from 60% in 1984 
to 55% in 1985.
 

Total official health resources related to population indicate that percapita official health expenditure reached 11.80 Naira in 1984 and increasedto 13 Naira in 1985. In terms of recurrent expenditure, this would be inthe order of 10 Naira which is a rather significant amount by all standardsand 	 in particular, in 	view of the low utilization rates currently
experienced in the sector. 

The distribution of official financial resources between recurrent andcapital expenditure shows currentthe concentration on 	 the former.Lxcluding the State Water Corporation, it appears that the SMOH, SHB andlocal governments taken together, devoted 95% and 93% 	 of the available resources to recurrent expenditures in 1984 and 1985, respectively. 

The bulk of financial resources originated from the SHB, followed bythe State Water Corporation, Local Goverrments, and 	 then by the State
Ministry of Health. 

5. 	 Material, Equipment, Drugs and Supplies 

A non-trivial proportion of 	 the Ministry of health vehicles andequipment are inoperable because of difficulties securing adequate
maintenance and repairs. 
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Quantitative information on generalthe availability of medicalsupplies and equipment throughout the system is currently under development,but was not available for inclusion in this document. Data available fromtwo of the Local government Areas (Ifo/Ota and Abeokuta) support thecontention that medical supplies and drugs are being adequately distriutedfor present levels of utilization throughout the Primary Health Care systemand that 20% buffer supplies are being maintained in inventories. Thissituation is directly attributable to the recent establishment of the OgunState Drug Revolving Fund. Through this system an adequate and securesupply of drugs and medical/surgical equipment is maintained at the CentralMedical Stores in Abeokuta. This depot, then, supplies the needs of healthCenters and clinics as well as the State hospitals monthly. 

Ogun State has placed emphasis on the timely and reliable distributionof Drugs and supplies through the Primary Health Care system. While stillin its infancy,
positive and 

the 
be 
impact of this recent innovation has been overwhelminglymay expected to contribute to a revitalized sense ofconfidence in the Primary Health Care system by the people cf Ogun. 

As previously discussed, the need for some strengthening of theaccounting aspects of this approach has been recognized and will beaddressed during the plan period. 

Currently, an estimated 50% of the State Primary Health Care facilitiesare operating without a reliable source of electricity and potable water.The provision of these essential utilities is seen as a requirement for thedelivery of high quality services and accordingly is to be incorporated intothe long term objectives for the State. 

IV. Service Performance 

A. Coverage and Utilization
 

0gn State has been diligent and aggressive in it's pursuit of improvedpopulation coverage with EPI, ORT and Family Planning services. These effortshave resulted in substantive gains statewide. Data available from six of theLGcal Covernments is presented in Table 12. The 554,843 reported vaccine dosesreported translate into estimatedan statewide delivery of 1nearly milliondoses. Coverage rates are as high as 100% in some areas, but selected pockets oflow and inadequate coverage are readily apparent. Efforts targeting improved
vaccine coverage are readily apparent. Efforts targeting 
 .iproved vaccinecoverage of these populations will be a priority during the current plan period. 
Underutilization of public health facilities is acknowledged and recognizedas an area where corrective action is indicated. Historically,k interruptions inthe provision of drugs and supplies to these facilities, chronic shortagestrained personnel and limitations in the range of services 

of 
provided haveundermined public confidence in the ability of sectorthe public to provide fortheir needs. It is anticipated that some period of demonstrably sustainedimprovement must occur before restored confidence in public facilities will beganpositively to influence utilization rates. 
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Tables 13 and 14 examine respectively the utilization of publicly fundedMaternal Child Health services and Referral level hospitals. While some problemwith under reporting may have occurred, the reporting of only 4277 deliveries byall of the 600 plus public health facilities during the first 6 months of 1986, atime when over 100,000 pregnancies should have occurred, suggests thatsignificant degree, available resourres are 
to a 

being undertilized. 

As a State poliay, family planiing has been fully integrated into thematernal and child health services. Initially, 90 family planning practitionerswere trained at the University of Ibadan In 1984, a family planning trainingcenter was established at the Primary Health Center, Iberekodo in Abeokuta LocalGovermmrent Area. of JuneAs 1986, a total of 258 family planning practitionerswere trained including 38 Nurse tutors. There are 43 reporting clinics and onaverage of 974 monthly new acceptors. 

B. Progress toward Primary Health Care objectives, and obstacles to continued
performance. 

The primary objectives of the Ogun State health care services are theprevention of premature death, the protection of the population from the hazardsof avoidable and communicable diseases and the protion of an increasedawareness of health among the population through basic health education and theprovision of curative care when needed. 

The main thrust of health services delivery policy has beenestablishment of a country-wide primary health care 
the 

delivery system based anonassessment of community needs and at minimal cost to the government.
 

Historically, 
 it has been difficult and has been achieved at the cost.
During the Third and Fourth Five-year Development Plan pericd, Ogun 
 Stateexperienced a relatively rapid development of health facilities and manpower.Although both plans gave strong suipport to the development of basic healthservices, particularly in favor of peripheral rural communities, actualimplementation data indicate the persistance of a bias in the distribution ofresource favoring both urban communities and curative care. It is estimated thatthe share of preventive and pranotive services total expenditures was and hasremained in the order of 20%. 

The onset of increasingly stringent economicprevailing in the country, 
and financial conditionsard- the ensuing reduction (in real terms) in budgetaryallocations, inevitably led to the severe shortage of finance for the procurementand maintenance of necessary equipnent and supplies. The rigidity commonlyattached to payroll left no room for resource reallocation on this count.consequently, over the recent past, personnel emoluments consistently representedaround 95% of the recurrent health expenditure. This situation adverselyaffected the operation of the system, as the absence of certain categories ofstaff resulted in the gradual erosion of service quality, and subsequently led tothe under-utilization of existing facilities, particularly at the primary care

level. 
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It is in the face of these major obstacles that the Ogun State Governmenthas worked in concert with and participated in the Federal Government initiativestoward Primary Health Care. Implementation so far has been substantial and it isnow clear that the range of Primary Health Care programs are to an everincreasing extent, available state-wide.
 

The infrastzuctural 
 support for these program is well advanced although itis far from complete. Funds for the rehabilitation and maintenance of existingresources, when available, have been used. This has allowed Ogunleadership role in to assume athe numbers and distribution of primary health care facilities
throughout the nation. 

Ogun has also aggressively pursued the establishment of training facilitiesfor health care professionals at every level.productive of trained workers, 
These facilities have beenthe majority of whom continue to serve the healthneeds of the population through Government or Private sector service. Despitethese programs, any assessment of staffing reqlirements suggests that incategories (i.e. dentists, selectedlaboratory technicians) there are still significant

manpower shortfalls. 

Recent performance evaluations have emphasized Maternal and Child(MCH) and the Expanded Program for Immunization (EPI). 
Health 

currently provide In Ogun these programsservice 
including health posts, 

in all of the levels of primary health care facilities,in very rural areas. These effortsaugmented by Ogun have been greatlyState's creative and dm-onstrably successfully approach to theproblems of drug acquisition and distribute on through the State's Revolving DrugFund. The EPI program now covers a considerable proportion of its targetpopulations and there is every reason to believe the trend towards everyincreasing immunization levels will continue. 

Despite an impressive track record in Ogun State and the development ofrealistic formulation for health planning both during the current 
a 

five year planperiod and into the future, it should be recognized that constraints toaccomplishing Ri C objectives are not entirely historical. Major problemsbeen recognized naveand until resolved will continue to represent a threat to theintegrity of programs essential to the well being of the State's people. 

These problems may be conceptualized in several areas. First, aconcern maj oris the rapid increase in population growth which results from thecombined effects of increased birth rate and a decreased crude deathpopulation in Ogun is expected to double in 
rate. The 

projected growth rate of 
less than 30 years with a current3.2%. This population growth will have a significantimpact on the rate of increase in demand for health services and willincreasingly limit the resources available provideto health services for the

people of Ogun. 

Secondly, there numerousare administrative issues resulting as a by-productof Nigeria' s stepwise progression towards stable servicea and orientedGovernment. Numerous partial reorganizations while clearly designed to improvethe structure of the health delivery system have unfortunately allowed for somefragmentation and duplication of administrative authority. 
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Thus, the consolidation of primary health care administration and theestablishment of clear cut lines of authority at every level is currentlyrecognized as needa and is being addressed. It is recognized that evolving aconsistent nomenclature with clearly defined job descriptions andresponsibilities will greatly augment these efforts. For exmmple, the termHealth Center implies a pre-established bed size and the provision of certainservices. Facilities not possessing these attributes should not be referredas Health Centers, but by a more appropriate term. These 
to 

same principles applyto job descriptions and titles which, if uniformly, applied state-wide willfacilitate management and administrative decision, making for uniformity in"terms of service", and coordination of the central planning processes. 
A third area of significant concern has been highlighted as a direct resultof the planning process. It has becme clear that effective planning,implementation and evaluation have been hampered byorganized an insufficient, or poorlyflow of information to the Ministry and others with a "need to know".With the increasing complexities inherent in the administration of a growinghealth delivery system, the need for the establishment of an efficient system of.Health Information has never been more acute. This System should emphasize thecollection of pertinent data on the health of the population, the delivery ofservices, manpower theand condition of facilities. These data should then besubject to p corsolidation and analysis with a timely flow of analyzed andinterpreted information to those participating in planning or administering

health care. 

Manpower represents another area of potential limitation, and it should beemphasized that the multifactorial character of this issue will complicate thesearch for reasonable solutions. In selectr-I categories, the Gover has longmenthad difficulty recruiting and/or retaining
sector, ,.-)rkers. Ccaoetition from the private
eroded conr-itions in the work place, unattractive remuneration and
benefits policies, combined with a generalized deficiency
adequately skilled individuals have created a 

in numbers of
real problem of manpower shortagesthat may be expected to play a role in primary health care delivery potential forsome time to come. Additionally, those workers who remain, confronted with lessthan optimal working conditions, interruption in the flow of drugs and supplies,and the subtle message from the community that there is reduced confidence in theservices they are providing, may understandably be experiencing a lessening ofmorale and a concomitant reduction in individual productivity. 

Finance and resource constraints must also be acknowledged. The objectives,policy, and strategy contained in the National Health Policy document dulyreflect the major concerns of the Ogun State officials. The present State healthPlan, based on the Primary Health Care strategy, will thus provide the essentialinstrument for restructuring and consolidating the health system with a view todelivering primary care mainly to the population at the periphery, and to thosewho still remain unserved and underserved. 

Thus, the main thrust of the present plan will be to consolidate the healthsystem, and to enhance its effectiveness by increasing the avexage utilizationrates of the official facilities from their critically low present levels. Thiswill be achieved primarily by restoring the credibility of the system throughimproved serice quality, adequate manpqer/equilnent and materials balance, and 
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by assigning the highest priority to primary health care services. 

Ensuring the endowment of the primary health care framework with appropriateskills equipment and supplies will be the majcr thrust of the development projectduring this fifth five-year plan. This activity will be complimented, wherepossible, with rehabilitation of primary health care facilities. 

In so far as the financial requirements of the plan exceed the projectedresource availability to the health sector, the State will consider mobilizr.additional resources through World Bank loans. It is envisaged, in this context,that the debt servicj-ng and repayment capacity of the State will significantlyimprove when the credibility of the health system will be restored, andsubsequently when the system will be in a position to generate resources throughvarious cost recovery and/or health insurance schemes. Evidence with respect tothe preliminary evaluation of the recently initiated Drug Revolving Fund clearlyindicates the preparedness of conities to pay for services and suppliesprovided that the charge remains reasonable and affordable, and above all, thereexists a perception of tangible benefit in return of payment. This innovativeexperience of Ogun State indeed contains invaluable lessons for, and shedssubstantial light on the design of future action aiming at fostering commnity
participation in Nigeria. 
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V. Objectives, Tarfets and Stratey 

A. Primary health Care Based Strategy and General Objectives (intersectoral,
integrated approach) 

The main thrust of the Ogun State Health Development Plan, which, asrequired, derives fra the National Health Policy, would be on the concept ofPrimary Health Care in establishing a comprehensive and well integrated threetier health care delivery system which would aim at a level of health care thatwould make it possible for all the citizens of the State to achieve socially andeconcmically productive Levels. '1it health care sy-tem will address the mainproblems in the ccmmunity, pro;iding promotive, preventive, curative, and
rehabilitative services. 

The broad objective of the State Health Development Plan therefore, will beto extend essential primary health care to the total population, with extensivecomunity, intersectoral, financial and activity involvement. 

The overail implerentation strategy of the State Health Plan during the planperiod will thus concentrate on the improvement of the utilization of existingfacilities and staff, curtailing the further expansion of governmentresources (especially in those areas already identified as having an overconcentration of health care facilities), and expanding the role andparticipation of individuals and families in self-care, communities, nongoveziainent organizations, other governmentrelevant sectors, and the private
sector. 

The provision of essential primary health care services will utilize allavailable human resources (community health otherworkers, health personnelappropriate, traditional birth attendants, voluntary village health workers that
as 

can be paid in cash or kind by, or with the help of the comunities themselves.A combination of methods, techniques and equipment that are socially andculturally acceptable, inexpensive and of high technical relevance will be used
in the provision of primary health care. 

C=unication systems that will minimize the unnecessary dissipation ofhuman effort and the general rundown of the limited transportation facilities
will command active consideration. 

All appropriate steps will be taken to ensure an adequate supply ofessential drugs at affordable prices to the throughout the State byconsumer
sustaining the efficient and effective operation of the recently established drugrevolving fund. (It will be desirable to align the operation of the drugrevolving fund to the management of drug procurement and distribution). 

The State Health Plan, in consonance with the overall national objectivesfor the Fifth National Development Plan, will ensure that all development effortsduring the plan period aimedare at limiting additional provision of resources.Rather, steps will be taken to increase efficiency in the utilization of existingresources - making appropriate use of highly skilled staff at the secondary andtertiary levels, primarily for referral services and improving the standard ofcase management and quality control ensuring effective supervision and support, 
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and also providing adequate supplies, equipment and logistic support. 

It is now self-evident that for the Ogun State health care system basedprimary health care onto function optimally in the delivery of health care programsto all sections of the population, the followi-ng points require seriousconsideration and constant vigilance: the appropriateness of the existing healthinfrastructure, the correct balance and mix of different categories of healthmarloower needed level system,to each of the health very clear specification ofthe technical content of programs for implementation, the appropriateness of theexisting technology, institutional support and management. 

In the plan period, necessary steps will be taken to ensure that actionstaken at different levels of the State Health Care System are coherent andmutually supportive as such autions may relate to geographical spread and anylevel of imbalance as may be evident in the State, the quantity and quality ofavailable manpower, definition of the function, scope and degree ofsophistication of work to be undertaken at different levels, clear delineation ofthe role and responsibility coupled with accountability, within the State healthinfrastructure of the different levels of care-primary, secondary and tertiarybearing in mind that primary health care is the main thrust of the State health 
care system. 

In order to operate an effective ccuprehensive health care system asenvisaged in the National Health Policy, against the back cloth of which theState Health Plan is being developed for Ogun State, the support needed atvarious levels of primary health care will embrace planning of health caredelivery in its multiple diens ions. This means that there is a need for theredefinition of appropriate curricula for the training and in-service training ofcategories of hea'..th personnel with a view to aligning their orientation to theimportance of implementing the primary health care as integralan part of theState health care system; a clear articulation of health activities together withappropriate job descriptions for the various cadres of health personnel,particularly the community health workers; the establishment of a carefullyplanned schedule for the provision of supplies and equipment, and the provisionand maintenance of the right type of logistic support. 

Guidance, support and supervision which would have to come from eitherGeneral Hospital/Cmprehensive a
Health Center to the Primary/Family HealthCenters, Health Clinics or Health Posts, and fram the latter to the community andhome levels should include the right type of human interaction between the healthprofessional and the voluntary village health workers. 

In keeping with the national health care strategy, as enunciated in the newNational Health Policy, it is universally acknowledged in Ogun State that health.development is not the preserve of the Ministry of Health and its agencies only.Other governmental agencies like agriculture, education, water corporation, localgovernment and commnity development, information and culture, etc, also makesome significant contributions to the improvement of the health status of thecitizens of the State. Mhis is the multi-sectoral concept implicit in theprimary health care a :proac±, and which calls for a continuing dialogue betweenthe health sector and other relevant agencies within the State. 
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Concerted efforts will be made in this plan period to increase the awarenessof all health workers and those concerned in other sectors, as well as publicopinion leaders in the State, of the importance of intersectoral collaboration insupport of primary health care. Steps will be taken to establish, as necessary,mechanisms for better co-operation between health an related sectors, such as aState Health Advisory Council and Local Government Health Committees. 

There will be the need for the health sector, through sustained advocacy atthe highest policy-making level to ensure a continuing recognition of health as 
one of the priorities of governmeent. 

Alongside this effort, attempts will be made to ensure the most effective,equitable and efficient use of all resources available to the health sectorwithin the development (capital inrvestment) and recurrent budgets. There is theneed for proper managent of human resources, facilities and equipment, as well as control and accountability in the use of these resources. 

It is also realized that there are often untapped sources of financing andsupport from within the community, the business and private sectors, and nongovernmental organizations in the State. These offer real possibilities for,absorbing certain financial or executinq responsibilities in partnership with thegovernment. Alternative approaches to the funding of health care costs,including fee-for-service and the feasibility of a state health insurance scheme,will be explored; all these to be in line with the national guidelines that mayemerge from the Federal Government. 

64
 



PROGRAM AREA TARGETS/GOALS INSTITUTIONAL REQUIREMENTS COSTS 

Immunization (EPI) *Establishment and maintenance *Immunization materials (vaccines, 

of an 80X rate of immunization syringes, swabs, etc) 

for target groups: *Cold Chain Equipment 
Children (aged 0-4) - maintenance of existing cold chain 
Pregnant Women materials 

-replacement of cold chain centers 

at 1 annually, 

*Evaluating of EPI activities by 

field survey teams 

Water supply and *Providing access to a safe *Ogun Water Corporation support 
Sanitation drinking water supply for 80% -Salaries, allocation, equipment, 

of the population and supplies. 
*Development of at least 200 -Physical plan maintenance and 

public latrines by 1991 rehabilitation 
*Control of water borne -Capital development (pumps, 

diseases plumbing, tanks, boreholes) 

*Construction by Local Government 

Areas of Public Latrines 

-maintenance and rehabilitation 

latrine facilities 

*Control activities for 

Schistosomiasis, Onchocerciasis, 

Dracunculosis and water borne acute 

diarrheal diseases 

Rehydration Therapy Ensuring that 80% of Ogun *ORT Demonstration units and clinics 
for control of Acute Mothers are -Materials, Staff salaries and 
Diarrheal Diseases knowledgeable in the maintenance 

Preparation and use of ORT -ORT supplies for demonstration 

solution purposes 
*Increasing private sector *Increased training of nurse 

participation in the ORT educators 

program *workshop in ORT for the private 

sector (physicians, midwives and 

pharmacists) 

*Integration of ORT into daily 

Sactivities of at 10 care health 

facilities (see H/M) 



PROGRAM AREA 


Child Spacing/Family 


Planning 


Health Maintenance 


TARGETS/GOALS 


*Achieve birth spacing of at 


least 2 years in 50% of married 


women of child bearing age by 


1990 

*Decrease the rate of 


population growth to at least 


2.5% by 1985 


*Reduce high risk pregnancies 


and the associate maternal and 


fetal nortality: 


-High risk pregn3ncies shall 

includes: 

1)Eirths to mothers - 18 years 

or older than 35 years 


2)Births of over fourth order 


3)Births less than two years 


after last birth 


4)Births to mothers with a
 

history of complications of
 

pregnancy
 

*To maintain a hilh quality of
 

Family Planning and Child
 

spacing information and
 

services
 

*Reduce child 0-5 mortality to 


80/1000 LB 


*Reduce maternal mortality to 


5/1000 LB 

*Extend growth monitoring to 


80% of children 0-5 years old 


*Extend prenatal coverage to 


80% of pregnant women 

*Preserve Breastfeeding for 18 


months or longer for 80% of 


infants 


INSTITUTIONAL REQUIREMENTS 
 COSTS
 

*External MCH/FP service (and
 

supplies) from 43 functioning
 

clinics to (40% coverage of existing
 

10 care clinics and centres.
 
*In-service training for doctors,
 

nurses, midwives and primary health
 

care workers at 100 trainees
 

annually
 

*Maintenance u. the Ogun State
 

Family Planning 1, aining Centre at
 

Iberekodo
 

*Community educational and
 

communication programs
 

*Coordination of manpower planning
 

and training
 

*Monitoring and evaluation (salaries
 

and equipment)
 

*80% population coverage by 10 level
 

facilities (health clinics and
 
centres)
 

*100% provision of minimal levels of
 
(trained) staffing for the above:
 

increase training capacity for TBAs
 

and community health aides and
 

assistants as needed
 
*Year round stockage of all 10 care
 

Essential Drugs (see AF endix F) 
to
 

the above
 

*Provision of 10 care
 

equipment/supplies (scales, growth
 

charts, simp.le screening tools and
 

health education materials 
to all
 

the above facilities)
 



PROGRAM AREA 


Availability of 


Essential Drugs 


TARGETS/GOALS 


*Maintenance and enhancement 
of 

Ogun State Revolving Drugs Fund 

*Establishment of a pharmacy 


education program 

*Organization and coordina-


tionof revolving drug funds in 

the Local Goverment Areas to 


support primary care activities 


(see above) 


INSTITUTIONAL REQUIREMENTS 
 COSTS
 

*Regular immunization clinics (at
 
least weekly) in EPI to all of the
 

above
 
*Daily (6 x Weekly) crovision at all
 

the above facilities of antenatal
 
care, child welfare clinics and
 

curative 
care for co.rmon ailments,
 

including integrated nutrition
 
counseling (including breast feeding
 
promotion), malaria prophylaxis,
 
growth monitoring, ORT, and simple
 

screening tests (e.g. anema) are
 
offered and recorded using growth
 

charts.
 
*Systematic sample morbidity/mortal

ity monitoring via home visiting by
 

staff and via collaboration with
 
school teachers and students.
 
'Referral of serious cases
 

(including tuberculosis) and family
 
planning candidates to appropriate
 
facilities with reimbursement of
 

travel expense as needed
 

*Regular supervision by level 2
 
personnel
 

*Procurement of adequate annual
 
supply of drugs
 
'Maintenance of drug buffer stock
 

*Administration and 
management of
 
drug revolving fund with emphasis in
 

10 care essential drug list
 
*Development of a program in
 
Pharmacy management and accounting
 

tracing
 

*Establishment of a Pharmacy
 
Education Program State,
for Local
 
Government and Private Pharmacists
 



PROGRAM AREA 


Public Awareness 


(Health Education 


Program) 


Mental Health Program 


Eye Care Program 


(OpthaLmology) 


Mental Health Program 


TARGETS/GOALS 


*To increase the level of 


public awareness in health 


matters 


*To provide an educational base 


from which the people of Ogun 


State and their health care 


provider can make enformed 


choices in health matters 


*To improve the level of oral 


health in Ogun State and to 


increase the provision for 


services 


*To provide adequate eye care 


services for Ogun State 


*The prevention, therapy and 


rehabilitation of cases of 


mental illnesses in Ogun State 


INSTITUTIONAL REQUIREMENTS 
 COSTS
 

-Establishment of a Health Library
 

for health professionals
 

-The development, procurement and
 
distribution of primary health care
 

education matetrials for publiL
 

consumption
 

-The organization of a Statewise
 

Mass Media effort involving the
 

input of public relations and
 

advertising experts
 

-Continuation of the School Health
 

Education program in Oral Health
 

-Establishment of 
water flouridation
 

program at Ogun Water Corporation
 

-Solicitation of voluntary
 

orgainzation participation in a
 
program of oral health 
education
 

-Increased development of trained
 

personnel
 

*Development of trained eye care
 

specialist
 

*Provision of special materials and
 

supplies
 
*Epidemiology research to better
 

define the prevalence nature and
 

causes of eye diseases and blindness
 

in Ogun State
 

*Maintenance and rehabilitation of
 

existing hospital mental health
 

c~inics
 
*Increased training of CtW and
 

referral staff in community mental
 

health
 

'Organization and administration of
 
a community mental health outreach
 

program
 

0,
 



PROGRAM AREA 


State Health Advisory 


Committee 


Logistic Support 


Program 


Nutrition Program 


TARGETS/GOALS" 


*Administrative consolidation 


of all primary Health Care 


activities 


*Provide assistance in the 


Administrative and policy 


making processes of the
 
Ministry of Health
 

*The provision of adequate 

Logistic and communications 


supports for Ogun State Primary 

Health Care activities 


*To provide adequate education 


in nutrition 

*To provide for nutritional 


supplementation needs 


INSTITUTIONAL REQUIREMENTS 
 COSTS
 

Development of an occupational
 

hazards program including regular
 

inspections of industrial sites an
 

education in occupational medicine
 

- Organization and maintenance of a 
State Health Advisory Committee 

- Secretariat supports, 

administrative fees entertainment 

fees
 

- Vehicles (including Ambulance and 
motorcycles for Primary Health Care) 

procurement and maintenance (include 
spare parts) dirver pool (salaries 

and allowances) operating costs 

(gasoline, insureance, fees) (or 

equivalent contracts or allowances) 
- Telecommunication, radio receivers
 
for Community Health Workers 
and
 

Voluntary Workers. Improve
 
communication (telephone utilities).
 

with health zones and Local
 
Government Area health providers
 

. Establishment and maintenance 
of a 

nutrition rehabilitation unit at the 
State Hospital in Abeokuta 

- Establishment and maintenance of 

nutri:ion clinics
 
- Perpetuation 
and expansion of the
 

Ogun State School Heals Program
 

-Development of a program in
 
nutrition research
 
. Evaluation of 
nutrition content in
 
native foods 
- Epidemiologic surveys 
to identify
 

nutritional problems and the
 
population
 



PROGRAM AREA 


Injury prevention and 


Case Management 


Preventive and 


Endemic Disease 


Control 


TARGETS/GOALS 


*Reduction of injury related 


death and disability 


*Identification of High Risk 


Groups and the introduction of 


interventions targeting those 

at high isk 


*Emergency Medical Services 


throughout the HeaLth Systems 


*A reduction in overall 


morbidity and mortality in Ogun 


State 


*The development and 


maintenance of adequate 


professional staffing for the 

provision of the above 

*Prevention/controL of 


unnecessary serious infections 


(malaria, hepatitis) 

*Arrested Transmission/control 


of diseases of public health 


concern (TBC, Leprosy, 


Parasitic) 

*Continuing Education for 10 


care workers in specific 


disease control methods 


INSTITUTIONAL REQUIREMENTS 
 COSTS
 

*Vigorous pursuit of legislation and
 
political measures to increase 
the
 
use of vehicle seat-belts,
 

motorcycle helmets and motor
 

vehicle/road safety
 

*Epidemiologic research to identify
 
high risk populatiorns
 

*Establishment of a program of
 

Emergency Medical Management for
 

health care providers taw
 
enforcement agencies and ambulance
 

drivers
 

*Establishment and maintenance of a
 

State-wide blood banking system
 

*Establishment and/or maintenance of
 
specific disease program:
 

1)MaLaria Control Unit:
 
Provision of laboratory supplies
 

insecticides and Larvicides for 5
 
health zones
 

Staff salaries and allowances
 
Provision of antimalaria drugs
 

2) Sexually Transmitted Diseases
 

(STD)
 
- Establishment and maintenance of 

"special treatment clinics" 

Obtaining drug supplies and 

equipment
 
Training of STD workers
 

State STD Workshops
 

Epidemiologic studies and
 

evaluation, "contact" tracing 
- Establishment of a "network" of
 
STD clinics with an STD reference
 

center at the State Hospital in
 

Abeokuta
 



PROGRAM AREA TARGETS/GOALS 
 INSTITUTIONAL REQUIREMENTS 
 COSTS
 

3)Leprosy Control Program
 
. Maintenance of 
Ogun State 56
 

Leprosy treatment centers
 
Medical Supplies and Equipment
 

Improved case funding efforts
 
Community health education program
 

Development of rehabilitation
 

facilities
 

Training of Medical Officers
 
Seminar and Workshops
 

4)Tuberculois Control Program 
- Maintenance of Ogun State Chest 

Clinics at Abeokuta and Ijebu-Ode 
Maintain BCG immunization program 

Establishment of a separate chest 

diseases treatment facility 

Obtaining drugs and equipment 

Improvement of Laboratory diagnos

tic services 
- Direct smePr Microscopy 
- DeveLopmenL of case finding and 

'contact tracing system"
 
-Epidemiotogic studies TB
of 


prevalence 
- Initiate, encourage, ana 
coordinate research program in TB 
5)Hepatitis Control Program 

-Establishing a Hepatitis prevention
 

program
 



VI. Implications of the Plan 

A. Program Implications 

The overall goal of the planning process is to assess and redesign healthservices so that they more nearly fit the health needs of each Local GovernmentArea population, reorganize management so as to promote effectiveness andefficiency, eliminate waste and maximize cost andrecovery to mobilize Federal,State and non-government and local initiatives in order to extend primary careservices to the vast majority and thereby promote andhealth substantiallydecrease mortality and morbidity from common preventable conditions. 

Ogun State is not only blessed with a comparatively fertile physical,economic, and social environment from which to launch such an effort, but hasalready developed a variety of innovative approaches and programs related to thisgoal. The plan outlined above has been and will be further developed to explorethese particular approaches. After all, while much has been learned aboutoverall strategies towards implementation of truly effective primary careservices, much remains to be discovered concerning what types of delivery systemwill prove to be practical in different environments. Areas still requiring
further resolution include issues such as: 

1. Integration of 10 care services (MCH, Child welfare, treatment ofcommon conditions) which can only be developed over coursethe of time 
vs rapid categorical programs such as EPI. 

2. Prioritization of budgeting between extensions of already costlyand 3rd level mostly urban facilities (which 
2nd 

are needed as referralfacilities) and more cost-beneficial 10 care efforts which are so
needed in the rural areas. 

3. Development of areas of respornsibility and mutally advantageousrelationships between governmeint, missionary, private for profit and
traditional practitioners.
 

4. Design of combined curative-preventive 10 care services in such anaccessible and acceptable manner that utilization by the populationbecomes sufficient to impact on State mortality and morbiditystatistics and to justify the inivestments, local and state, of money
and manpower. 

5. Determination of most 
 cost-beneficial transportation methods
(governmental vs fee for service) for patient referral, drugdistribution, supervision, evaluation and continuing education. 

6. Balancing local initiatives and responsibility for health services(construction and maintenance of facilities, co-payment for drugs andpersonnel) with governmental inputs (training, drug supply, management)so that 10 care facilities are viewed as "belonging" to the cammnity,
yet services meet government and federal standards. 

7. Preservation of local health customs, such as breast-feeding while 
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introducing new 10 care methods such as child spacing and ORT. 
To understand these issues and develop ways of resolving them, it seemsuseful to build ofcn some the innovative approaches developed in Ogun State sothat, within the overall Federal and State Ministry of Health guidelines andobjectives, a ofvariety experiences and methods are practiced and evaluated.The following are examples of specific approaches tlhat have been pioneered in the
State, but require further experience and assessment for maximal usefulness

further planning: 
to 

1. Drug and Supply Resolving Fund:
 

Now that this program has been successfully launched, it andcan mustbe extended for the benefit of the 10 care initiative. Thus, theessential 10 care drug list will be taken to each Local C-avernment Area
where individual revolving funds can be set up to ensure consistent 365
day/year supply of the most basic drugs and supplies at each Lnd everygovernment health center. Close collaboration with the "dianphaxm"drug distribution system used by missionary hospitals could promotemaximal learning, provide relief in emergency situations for bothsystems and effect potential cost savings in situation cf over stockage

or radical price differentials.
 

2. EPI is already in operation and providing r jular immunization in anumber of rural areas via Federal, S-: ce and voluntary (not-forprofit) facilities. Further deve!t: emt of an overall plan to
integrate EPI into the regular weekly (or daily)even Maternal ChildHealth Services of al., of these providers will need to be developed andcarefully monitored with resp -ut to cost-benefit, cold chain assuranceand aximum coverage withaxt duplication of services.
 

3. 
The Lagos University Institute of Child Health is conducting a -.
ajor 10health care cum r-sezrch demonstration project in Ifo/Ota. Methods ofintegrated care, assessment of individual 10 care ccmzoonents, use ofgrowth charts (home based health records) and methods of data gathering
and outcome assessment using a sample community based system, will allneed to be studied for relevance to the State-wide 10 care program.The potential of such demonstration projects for training will also be

investigated.
 

4. 
An ambitious collaborative Ministry of Health/Voluntary non-profithospital tuberculosis control program has been launched at Sacred HeartHospital in MethodsAbeokuta. developed for case-finding, referral,contact tracing, initial hospitalization and 
follow up trearment
constitute not aonly needed opportunity for the development of newcooperative links between governmental and non-governmental efforts inthis vital endemic/epidemic disease area, but will provide essentialdata for future chest disease and other endemic disease area efforts.
 

5. 
The nascent Ogun State University Teaching Hospital has as one of itsobjectives, to collaborate in the training of community health officers
and assistants with the Ilese Institute of Technology. Provided the 
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necessary financing can be fourxI, a collaboration of this kind shouldgreatly strengthen the quality and output of this 	needed component of
10 care per-,cnnel training for the state. 

6. 	 Historically, traditional health practitioners have played a role inthe development of primary care in Ogun State. T'wo examples require
mention: 

a) 	 Traditional birth attendants (TBAs), continue awho to perform
significant proportion of deliveries especially for a 	 60% ruralpopulation, are now generally practicing sterile umbilical cord 
care. This has reduced the incidence of neonatal tetanus toalmost nil. Continued close monitoring and step-wise in service
education of this large group of practitioners will need to bedeveloped so as to improve their pre-and peri-natal assessment
skills, their delivery technique, and to help them acquire smoothreferral patterns (until such time as health center deliveries 
are extended to cover the entire rural population). 

b) 	 Since Prof. Lambo's early revoluLionary work, Aro has stood as abeacon of successful cross-cultural delivery of indigenous andwestern oriented mental health care. The Ministry of Health hasextended the concept in its 	development of conity-oriented
therapeutic approach such as at the Mentalthe one 	 health Clinicat Abeokuta. Such efforts need further evaluation so that 10 care preventive and follow-up psychiatric services can be 
extended state-wide. 

Apart from some of these initi atives with primary care implication orpotential, there are several other 	significant implications of this health plan.Change invariably implies re-evaluation of existing structure and emphasis.Redirecting health services in the 	 direction of prevention, total populationcoverage and cost-benefit in termsoutcome (mortality/morbidity), means 	 taking afresh look at existing services. Some of the issues that will need to be
addressed in this process include: 

1. 	 Clarification of 10 care management authority and responsibility.
T"'he 	 authc.ity and responsibility for 10 care appears to bedivided among the Ministry of Health, the State Health Board, a d
the Local Government Areas. While the precise redefinition offunctions and responsibility will 	 have to be discussed,
negotiated and ultimately determined by the executivestate
council and military governor, it seems clear that more effective
admi.-.istration and cost-saving will require some 	 definitive
clarification. For example, while hospitals will remain under
the State Board of Health, it might be appropriate for primary
care profezsional staff (above grade level 6) to report theState Ministry of Health while staff below 

to 
this 	level report tothe Local Government Area. Alternatively, all primary staffcare

could 	report in a matrix fashion: administratively to the localgovernment area, professionally to the State Ministry of Health. 
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However, a 10 care health committee designated by the respective permanentsecretaries (and by other relevant Ministries: Education, Information, etc)would meet monthly to assess, trouble shoot and plan. 

B. Data Gathering 

Informtion at all levels of government tend to be collected long after itsusefulness has expired. Contrariwise, information needed for planning is oftenlacking. Also, comprehesive data is often gathered at great expense, anddiminishi g accuracy, when sampling at periodic intervals at a fraction of thecost and far greater validity, would do the job. 

For primary care purposes, it is essential that data be collected on atarget-population basis. For exaanle, it is vital to know what % of each healthzone's population is protected against each immunizable disease but much lessuseful to know how many doses of this and that have been used. The demographicand health-related rates necessary for good 10 care planning and delivery have
been defined. 

Obtaining the data will be facilitated by close collaboration betweenMinistry of health statistical personnel and the Institute of Child Health teamthat has been collecting this kind of data (using home-based records, sample homevisiting, population surveys and the like). Of utmosL importance, will be anongoing assessment of the essential drug revolving fund distribution system sothat deficiencies can expeditious andbe detected corrected. Spot checking ofall 10 care facility inventory on a monthly or bimonthly basis will be initiallynecessary and a system will be worked out to do this. 

C. Drug Supply Distribution System 

Overcoming the drug and immnization supply constraint is one of thequintessential requirements for success of the plan. Adequate personnel, travelbudget and accounting systems will be ensured so that the revolving drag systemcan be extended to provide consistent inventory of all essential dras at eachhealth center and that cost recovery is efficient and can effectively maintainthe revolving fund at each level. The question of how much of the cost ofdelivering the EPI services (excluding the vaccines which are free) will becovered by a fee-for-service, remains to be resolved. Costs of healthmaintenance need to be supported (e.g. by registration fees and/or sale of growthcharts) so that health education materials, maintenance of equipment andincidental costs can be assumed. Experience in Mission hospitals suggests thatminimal fees are acceptable by the population and may enhance awareness and
appreciation for services offered.
 

D. Personnel 

It has been established that the overall number of 10 care levelprofessional personnel closeis to, if not adequate to, meet the designatedgoals. It is difficult assess existing careto the 10 capacity of Ministry ofHealth personnel since specific levels of training (Ccmnuity Health Officers,supervisors, assistants, and aides) is superimposed on nursing titles (staffnurse, staff midwife, etc). Nevertheless, it seems clear that while ultimately 
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certain cadres will have to be substantially increased, the 	 more pressingproblems are those related to: (a) distribution (Ilaro Health zone being the mostdeprived; (b) training (practicing 10 care in an integrated fashion requires bothtraining and in-service exparience in an appropriate demonstration unit) (c) jobsatisfaction (related livingto conditions, adequate anddrugs suppliesappropriate supervision and continuing education) (d) effective referral to 26 
care 	facilities as needed.
 

Until demonstration pr is have 
 been developed where all of thesefunctions can be witnessed, appreciated and ultimately duplicated, 10 caretrainees will be in the position of trying to initiate change without trulybelieving in its possibility, i.e. 	pulling themselves up by their own bootstraps.Therefore the 	health plan will, in years 1 and 2, concentrate training in thosesites where the appropriate model already exists with minim=or, 	 input of theabove elements, can easily be instituted. Expansion to other areas will thenproceed rapidly based on these models and the successful training that they willfoster. It should be recalled that 10 care in this environment is a laborintensive effQrt, since it involves approximately 6000 deliveries and 200,000.visits (figuring 12 health maintenance and sick visits per 0-5 year old child)per annum for each 100,000 population. 

E. 	 Managerial Implications
 

In compliance with the constitutional mandate, 
 Local Goverrmients will assumeprimary responsibility for the implementation of the Primary Health Care strategywhich so far. has been partly shared with the SMH and 	the SHB. In assuming thistask, 	 b, toLG's will entitled a f'L..ancial contribution from the relevantorganization, e.g. SMDH and SHB, equivalent to the actual annual incurredamount
during the preceding year. 

At the LG level, there is need to consolidate the management of all healthservices run by the local government under a single management and administrativeauthority which would be 	 held accountable and would undertake appropriatemonitoring of efficiency and service quality control. 

However, in professional, technical and 	 health matters, the healthmanagement authority will be responsible to the SDH. In such matters, the SMOHwill 	carry supervisory authority, and will provide adequate support.
 

Thus, a form of matrix management will be 
 instituted whereby professionalresponsibility is theto SMIH but day-to-day administration is under theauthority of the LGA. The 	details of the managerial and administrative setup willbe worked out at the State Government level possibly requesting expert advicefrom competent academic institutions and/or external agencies. 

F. 	 Financial Implications 

The Position Paper on the Planning Programming and Budgeting for HealthDevelopment in the Fifth National Development Plan (1987 - 1991) contains a cleardescription of the economic and financial backdrop against which plan forecastsneed 	 to be elaborated. This 	 is to convey a strong sense of realism to thoseresponsible for planning ral activityse. over 	the 1987 - 1991 period. In order 
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to provide common ground to state planners, the Position Paper also contains aglobal assessment financial resourcesof the which are likely to be available to
the Federal Government. 

Projections regarding the utilization of Federal funds provide the ceilingfor the maximum statutory allocations to State Governments from the FederalAccount. State Governments are, therefore, expected to forecast activity levelsin each and every sector, so that the financial implications of such forecastsremain within the boundaries of their total Financialrevenue. projections atthe federal level are based on an annual nominal (cash) growth rate of 5%, which,in real terms, might well imply a decline in resources available so far.Moreover, caution needs to be exercised in view of the prevailing economic andfinancial conditions, as a downward revision of the projected ceiling over the
plan period could not be totally ruled out. 

On the basis of the projected statutory allocations to state governmentsfrom the Federation Account estimated at 17.6 billion naira for the entire planperiod, the share of Ogun State .Goverrnmnt would be in the order of 616.6 millionnaira, or 123.3 million Niara per annum, assuming 3.5% of the total will be
devoted to Ogun State as in the recent past. 

Using the same assumption of constant share in total (3.8%) the statutoryallocation of the 10 LGA's of the Ogun State from a Federal total of 5.4 billionNaira might reach 41.2 million Naira per annum. 

Although no official estimates at State level indicating the likely coursefor internal revenue generation have been attempted so far, a conservativeassumption might be to estimate an annual nominal growth of 5% of conformity with 
the Federal estimate. 

As regards, the health sector, in paiticular, it would be realistic assume that the sector will not be in a position 
to 

to generate any substantialincremental revenue over the major part of the period, primarily due to thepresent poor 3ervice quality. It is, however, conceivable that once th-emanagerial requirements and the equipment and supplies needed for appropriatefunctioning of the system are fully met, part of the financial burden currentlylying on the State and local goverments will be adequately shared by thecmunity. This, however, notis likely to happen until the credibility of theofficial health i ssystem restored with effective rehabilitation andconsolidation of the system, which might take more than half of the plan period. 

It is worth noting at this point that in view of the high priority attachedto the promotion of preventive service-s during the Fifth plan period, the amountof cost recovery from service payments accruing from such activity remains to be 
determined.
 

This, however, does not exclude the possibility of relatively high costrecovery on family planning supplies provided the charge remains affordable.Based on the above arguments, it would be unrealistic to expect the health sectorto generate substmtial incremental revenue before the two final years of theplan period. Given the growth ceiling, set for financial resources, and therather extensive discussion on Ogun State's financial situation, resource 
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prospects over the next five-year period would dictate extreme caution. Activityin the health sector will mainly focus on rehabilitating the Primary Health Carebased system, carefully avoiding the creation of supplementary recurrent financerequirements. It will have to be assumed therefore that change of policy puttingemhasis on Primary Health Care strategy will be mainly implemented by using thepresently available manpower. and physical, financial isresources. Theredefinite need for improvir the managerial capabilities available to the systemso as to increase the efficiency with which current resources are being used. 

The major affordable financial implication of the plan will be to mobilizeadditional resources to finance the rehabilitation of facilities, equipment and
materials including strngthening of adequate managerial 
 capabilities. Theamount, which for the next plan period, might reach 10-15 million Naira, on thebasis of 1986 prices, will have to be bridged possibly by a World Bank loan tothe sector. At the same time, measures to increase the cost-effectiveness of thesystem will contribute towards narrowing the resource gap. 

VII. Implementation, Monitorinq and Evaluation 

The Ogun State Health Planning Process has been productive of a documentelaborating a working plan which is consistent with the Nigerian national healthpolicy. Efforts have been made to identify priority health problems andenumerate them. The basic justification for the selection 
to 

of goals and specifictarget and the relevance of these goals to the overall objectives of Primary
Health Care have also been explored.
 

Obstacles to the development of cost estimates for the proposed program and
the time constraints imposed on the planning process have had, as a effect,
limiting both cost net

and resource assessments. As a result, the Ogun Plandescribes the health system which is desired and identifies, in a broad sense,the essential institutional requirements, bat presents only gross budgetaryestimates which have not been factored into the analysis of specific programs


components and implications.
 

The draft document is now ready for coment and revision within the Ministryof Health and at higher Government levels. Efforts should be directed at
securing input which will assist in: 

1) a better elucidation of the data on which the plan is based;2) a more detailed current estimate for costs and available 
resources for individual programs, areas, and;3) a consolidation of alternative approaches from different branches
of Goverment and from the private sector. 

Planning, now begun, at Ogun is expected to continue as a dynamic processinvolving the political, organizational, and technical components of the Healthdelivery system and evolving to an ordering of programs through a rational systemof prioritization. Numerous methodologic approaches may be brought to bear, butin Ogun, it is likely that consensus development techniques coupled someelements of cost benefit analysis will continuz to work well. 
with 

What now remains is afor the strengthening of plan of implementation. This 
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is to begin with a critical examination of identified constraints. Political,social, cultural , and institutional constraints like the financial limitationsneed to be very clearly stated. will theThis form basis for developingproposals for the removal, solution or circumventing of corntraints and theidentification of program areas which while attractive, may not be feasible. 

For example, in Ogun, given a realistic assessment of the financialrequirements of the planned primary health care activities, and the concurrentlydecelerating level of financial inputs, the feasibility of continued supportthe University Teaching Hospital will for
be brourht into question, and the overallstrategy for continued development of physicianu personnel reviewed. 

This ongoing process, the analysis of constraints, and program areas, wil.be used to selectively pair down 
those which 

the current long list of planned activities toare both relevant and practical. This consolidated list, along withan assessment of the managerial and support activities needed to accplish them(detailed list of institutional requirements) will become in effect a blue printfor program management. Finally, program budgets must be compruted with as muchprecision as possible. Program activities may, then, be placed into a timesequence and examined for time constraints which might otherwise have remained
obscure.
 

Throughout the PlaimingOgun process emphasis has been placed on settingpolicy goals and specific targets. The next step will be to establish prioritiesand decide on the health objectives and operational goals. This step is reallythe setting of a schedule with identified milestones and intermediate targets fordevelopment activities. This will form the basis for short term monitoring andassessing the state of "development" of the program.
 

By developmental milestones, mean
we the accomplishment of activitiesthe rkiabilitation of the School of Technology Ilese 
like 

or the expansion ofcurricuLn at the University Teaching Hospital to include primary health carepractirims or the training of additional primary health care nurse educators.These milestones are separate from the assessment of the programs "lealthintervention" such as the numbers of vaccines given, or numbers of mothers usingOPT and the numbers of the Family Planning acceptors. 

Ogun State already recognizes the assessing the impact of these healthactivities on the health status of the comminity requires, by its nature,larger time frame aand a set of predetermined epidemiologic and health statusindicators, such as targeted infant mortality rates or life expectancy at birth.It seems that for consistency, it will be advisable to specify the indicators tobe used in evaluating the program health impacts at the time when targets andobjectives are smehat better defined. 

Regardless of 'when they are specified, it has becme clear that the kind ofHealth Information and Planning systen which will be required does not yet existand will have to be built up. This means that reporting forms will have to beexamined for the relevance of the data they collect and whenever necessaryredesigned. The mechanisms for collecting, tabulating, andanalyzing thismust be carefully examined and streamlined. This will be done to 
data 

facilitate themonitoring of health intervention and their impact. 

79
 



Additionally, there seems to be a role for an "operations research" approachto monitoring the program activities both in terms of process (how things arebeing done) and performance or adherence to the schedule (i.e. are we right onschiedule). To be effective, we know that the monitoring and evaluation tools wedecide to use must be applied regularly and that the collection of healthinformation data must be considered as important efforts toward these objectiveswhich are fundamental to the success of Ogun Primary Health Care activities. 

While thought in this area is still very much in a state of evolution, werealize the selected interventions may, by their nature, be facilitated throughthe involvement of outside consultants. For example, we have heard of ccputermodels being used in Primary Health Care operations research, and feel that thesemay at same point be useful to Ogun State. Certainly the input of statisticalepertise and expertise in Cnmiunty Medicine fram highly skilled Nigerians who are a part of the University system should be planned. 
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Anesthetics, local 
Analgesics 

Anti-Allergic 

Antidote 
Anti-convulsant drug 
Anti-infective drugs 


Drugs affecting blood 

Dermatological dinigs 
powder. 

ointment, cream. 
Gastrointestinal drugs 

ointent, cream, suppository. 

Hormones 
Ophthalmological drug 
Oxytocic 
Respiratory tract drug 
theophylline, tablet.
Water/electrolyte balance 
Imminologicals 

Antiseptics 

THE ESSENTIAL 
-

-

-

-
-
- Chloroquine, tablet, syrup, injection. 

Metronidazole, tablet. 
Piperazine, tablet syrup.
Pyrantel, tablet, syrup

Sulphadinidine, tablet, syrup.


- Iron, tablets, mixtures.
 
Folic acid, tablet.
 

- Neomycin plus bacitracin, dusting
Calamine, lotion. 
Benzoic acid plus Salicylic acid, 

- Magnesium t 'silicate ccmp'oun, tablet, 
mixture. 
Lignocaine plus Betamethasone, 

Hyoscine N-butylbrcmide, tablet. 
- Oral. contraceptives. 
- Chlortetracycline, eye ointment. 
- Ergmerine, tablet, injection. 
- Ephedrine plus hydroxyzine plus 

- Oral rehydration salts. 
- Anti-snake venom, injection. 

Tetanus Antitoxin, (ATS), injection. 
- Chlorhexidine, solution. 

Iodine, solution. 

DRUG LIST 
Lignocaine, topical, injections

Acetylsalicylic acid, tablet.
 
Paracetamol, tablet.
 
Chlorpheniramine, tablet, syrup.
 
Pronethazine, tablet.
 
Charcoal, activated, powder.
 
Diazepam, injection.
 

*The types of oral contraceptivesdistributed under the primary health care program will be determined by theprevailing National Family Planning Policy. 
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Local Govern.ent 

Lgbado North 


Ifo/Ota 


j Health Iristitutions 

- Comprehensive Health 
Centre, Imeko. 

- Primary Health Centre, 

Aiyetoro. 

- Health Clinics. 

- Health Posts. 

--- mily Plcnning Clinics. 
- Lchool Health ±Service. 

Clinics. 

- Primary licalth Centre, 

Ifo. 

- Health Clinics. 


- Health Posts. 


- Family Planning Clinics. 


- School Hcalth lervice
 
Clincs. 


Activities 

YodGl Practice Area
 
for the Institute 
of Child Health,
Lagos University
 

Teaching Hospital's
 

Primary Health Care
Pro gre zme.
 

EPI/ORT - coverage
 
above 82.1%
 

MCH/FP 

Communicable Disease 
control e.g. 
Diarrhoea, malaria,
 
Tuberculosis,
 
Leprosy, guineaworm,
 
:chistoSOmiasi3.
 

bchool Health
 
Services.
 

Health Education.
 

Lnuiromental 5anitati
 
on,
 

Limited curative
 
services.
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Table 7 

OG'UN STATE, NICERIA (1(4'I",) 
DISTPI!IuT1U; CF EXI5TING IIEAI.TV! FACILITIF; BY SCU, CF Fl'tllh[IIG 

HEALTH 	 GOVER'!ENT (FED, STATE, LGA) I RIVATE SECTnR lCI;-GCVI-RJir.:J" (1;';.ZONE LOCAL 	 EfOV'T FCRFRA 
EFRA 

AREA PIIC REFERRAL RFEFi'.[; 

NO Beds* No Beds No Beds No Beds 1'o 2cPC 
106 l9
 

110 	 27
ABEOKUTA 	 40 320 6 417 

ABEOKUTA 	 ODEDA 35 289 .
 

OBAFEMI/O'WODE 31 240  1 25 ....
 

IFO/OTA - IFO/OTA 36 288 1 
 100 5 57 13 296 _ _
 

ILARO EGBADO SOUTH 86 696 1 238 5 58___
 

ECBADO NORTH 40 394 1 41 3 24 - -


IJEBU-ODE 69 536 3 80 
 2 75
 

IJEBLI IJEBIJ-EAST 56 I24 2 80 1 71  -


IJEBU-NORTH 	 28 264 0 _ 6 I41 9 360 - -


SAGAMU - IJEBU-RE O 42 1127 4 196 9 72 3 360 


TOTALS 463 -76 18 1i17 ? - 52 1 2l () 1 

Estimated beds 	in 1986
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