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THE JOHNS iHOPKINS UNIVERSITY
SCHOOL OF HYGIENE AND PUBLIC HEALTH

Depurrront of Invaenationan Health

August 20, 1986

Ms. Daniele Grant
PRITECH

1655 N. Ft. Myer Drive
Arlington, Va. 22209

Dear Ms. Grant:

This trip report is a synopsis of my activities in Nigeria between
July 29, 1986 and August 13, 198G, as a PRITECH consultant for the Ogun
State Health Planning Exercise. I met very briefly with Larry Eicher,
USAID Nigeria, on the norning of July 30th and proceeded directly to
Abeokuta in Ogun State. There I met Dr. Bazak (WHO) and Mr. Richard
Olanyan (Nigerian MOH) and the staff of the Ogun State MOH. We began
the planning exercise in accordance with the terms of reference
prepared and agreed upon by the World Health Organization, Johns
Hopkins University, and the Federal Ministry of Health, Lagos, Nigeria
on July 2, 1986 (Attachment A). On August 5th, we were joined by Dr.
Cunningham whose éssistance 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 activilty was the first in a planned series of state level
health planning activities and was intended to serve as a model for
presentation at a National Workshop for State Health Planners. The
ultimate objectives included; the development of state level health
planning expertise; the preparation of a five-year health plan by each
State; and the eventual consolidation of these efforts as a part of
Nigeria's five year development planning process.

The Ogun State Planning Exercise was envisioned as involving the
coordinated support of the Nigerian Federal Ministry of Health,
Directorate of National Health Planning; the Johns Hopkins University
(through the USAID sponsored PRITECH project); the World Health
Organization; and the World Bank (representatives concu.rently involved
in a pre-identification mission in Ogun State). To some extent,
unforseen problems vith scheduling obviated this potentially beneficial
interaction.  Representatives of the World Bank had concluded their
pre-ide;tification mission and -ieparted prior to the initiation of
planning activities. Participants in the actual planning activity and
contributing external consultants are listed below:

Oqun State Ministry of Health
Dr. O. O. Adelcwa - Chief Health Officer, Ministry of Health
Dr. S. A. Onadeko - Chief Medical Officer, Ministry of Health
Mr. 5. O. Sabayo - State Chief Pharmacist, Ministry of Health
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Mr. O. O. Ogun - Acting Chief Planning Officer, Ministry of Health

Federal Ministry of Health

Richard 0. Olaniyan - Planning Officer, Direstor of Health
Planning

Charles O. Do/Regus - Senior Statistician, Director of Health
Plannin -

USAID (PRITECH)
Dr. Stella Goings - Johns Hopkins University

Dr. Nicholas Cunningham - Columbia University

World Heaith Organization
Dr. Bazak

Secretarial csupport for this activity was provided by Steven Ku
Obasi of the Fsderal Secretariat, Directorate of National Health
Planning, Lagos, Nigeria. We are indebted to the numerous individuals
in Ogun State representing the State Ministry of Health (MOH), the
State Ministry of Local Governments and Community Davelopment (MLGCD),
and the private sector who contributed to the health planning
activities. A list of those participants is included in Appendix C.

As a part of this exercise, site visits ware made to the Abeokuta
State Hospital, the Abeokuta Family Community Health Clinic, the
University Teaching Hospital at Shagamu, Sacred Heart Hospital in
Abeokuta, and St. Joseph's Hospital in Tfo/Ota (Dr. cCunningham). At
the conclusion of the consultancy, summary meetings were held with the
administrative staff of the Ogun State Ministry of Health; Lr.
Sulaiman, Directar, the National Health Planning Directorate, Federal
Ministry of Health, Lagos, Nigeria; Keys Macmanus, and Larry Eicher,
USAID Mission, Lagos, Nigeria.

Major Accomplishments of the Ogun _State Health Plann./ng Evercise

1. Orientation of the State Ministry of Health to a Health
Plannirg Approach.

Historically, projects within the state ministry of health
have keen developed as individual schemes which are presented
to the federal level with a one to two page written
description of the perceived need for the activity and a
budget reques:. Individual schemes have not previously been
consolidated into a comprehensive statewide plan and
accordingly 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-orientation was one of the principal
accompl ishments of this consul tancy.
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The Production of a Draft Health Plan and the Enhancement of
Skillc in Health Planning by Oqun 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 Federal Ministry of
Health and external consultants functioned as facilitators
and coworkers 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 health plan documant
with minimal modifications.

This evercise involved the introduction of health planning
(concepts and processes) to officials jn the State Ministry
of Health. Various approaches to the collection,
consolidation, analysis, and interpretation of pertinent data
at the state level, were presented and these 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 Ogun was generated in the
face of numerous significant olstacles which will be
discussed in this report,

2) the current health plan document (Attachment C)is
acknowledged to be an early draft. Section VIT 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.

Preparatior. of the draft materials for the Federal Workshop
for State Health Planners.

Assistance in the preparation for a planned Federal Workshop
was provided simultanecusly with work towards the development
of the Ogun State Health Plan. Efforts consisted of tipe
spent with Mr. Olaniyun developing recommendations for the
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curriculum and some teaching materials to be used in the
state workshop. It is anticipated that support for the
development 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.

Critical evaluation of constraints to help planning.

While an recognized as an intregal part of the health
pblanning process, the accomplishment of a systematic review
and analysis of administrative, managerial as well as
financial  constraints should be regarded a major
accomplishment during the Cgun State exercise.

Reinforcing ot the Federal Health Policy Guidelines.

The Ogun State planning exercise was conducted in compliance
with the Federal Health Folicy quidelines (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 philosophical reorientation from
"curative medicine" to "promotive & preventive health" within
the State Health Ministry. While individuals MOH staff
members 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
dmplementation and monitorina of primary health care programs
in Nigeria. Characteristics of the current aaninistrative
structure are presented in Appendix C. The result of
numerous, partial reorganizations and attempts at realignment
the resulting system is at once fragmented, duplicative, and
functionally inefficient. The administrative authority for
health activities, primary and curative, is shared by the
State Ministry of Health (MOH) and the State Health Board
(SHB) . MOH is responsible for primary health care activities
and receives approximately 10% of the State health budget
while the SHB is responsible for curative care medicine and
receives approximately 90% of the State health budget.
Numerous other administrative entities including, the Ogun
State Water Commission, the Federal Ministry of Local
Governments Comminity Development (MLGCD), and the State
Ministry of Education, all providing health services with no
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clear administrative links to the Ministry of Health.

Recent attempts to realign the SHB and bring it under the
jurisdiction of the MOH, seem to have been minimally
successful, 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 MLGCD are all carrying out primary
health care activities within specific areas and often in
close proximity to one another with little to no
coordination. There is no focal or coordinated mechanism for
assessing the needs in this system or for monitoring its
functioning or its outputs.

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

Inadequate data base.

A major recognized constraint to the process of health
planning in Ogun (and presumably in the rest of Nigeria) is
the 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 1is collected sporacically 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 are
projected forward from 1963. There are major political
sensitivities impeding acceptance of the results of the
interim census done in 1973 or the results from the world
fertility survey. Estimates or projections of the populaticrn
reducing the numbers dowrward are unacceptable as states
receive their Federal budget allocations on a per capita
basis.

As can be imagined, the problems in the administration of the
health sector are also problems affecting the collection of
data 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 procedures
in the receiving office. Reports are certainly not analyzed
or distributed in any systematic faskion. Similarly, there
are major difficulties with the collection of data on the
administration, maintenance, and management of health
facilities and health care personnel.

It should be noted that at many levels, there 1is the
tradition of collecting and preserving data in terms of "what

5



has been 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 Ogun. In actuality, these figures were
very misleading. After a week and a half laboricusly
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 the
government health sector may be projected at fewer than
3,000.

In addition, data which would be useful in establishing the
cost of a gprogram 1s neither routinely collected nor
maintained at the State Ministry level.

Limitations of Technical Capability 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, metheds
of data collection analysis and interpretation, they have
worked 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 the
requirement for external consultancy in Ogun and in the other
states, may have been significantly underestimated and that
there is a need for continued efforts towards development.

Absence of Community Private Sector Involvement

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

accomplishment of comprehensive planning.

The Significance of Current and Plans for the Future
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It cannot be overemphasized that the work conducted in Ogun State
represents the beginning of health planning at the state level in
Nigeria. The Ogun health planning team developed a significant
esprit decor and are anxious to continue planning activities and
to 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 be
divided into two separate work-~hops. First to address the federal
guidelines, the national reorientations toward 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 to
remain responsive to Nigeria's requirements for technical support,
but have stressed to him that our staff also have major global
commitments and that our ability to contribute meaningfully in
Nigeria 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
helpfil, it seems apparent that the current timstable for the
develomgment of the fifth national five-year development plan is
not subject to discussion or negotiation. With this in mind, T
have urged Dr. Sulaiman to trarsmit to us a projected schedule as
soon as possible.

Sincerely yours,

T,
e .

Stella A. J Goings, MD, MPH
Asst. Prcfessor
International Health

SG:1p
cc/Dr. Cunningham

Dr. Baker
Dr. Tayback



APPENDIX A

TERMS OF RUMEAENCE FOR SUPPORT 10 SP.TE-LEVEL H=ALTH
PLANNING ANO HELATED MANAGEMEND DEVELUPMENT IN NIGEHIA

JURY TO NOVEMBER, 1986

I. Introduction

These Tcrms of Reference are written in an effort to desoribe the
externally-provided technical support requested by the Nigerian Federal
Hinistry of Health for the purpose of sirengthening health planning and
management at the state level. puring the second half of 1986, the Federal
and State Yinistries of Health will ba engaged in the preparation of the
health portion of the Fifth Five-year Development Plan, This plan is to
begin implementation in Maroh, 1987,

While it is the responsibility of the Pederal Ministry of Health,
Directorate of Planning and Researoh to prepare the national health
development plan, the Minister of Health wishes the plan to incorporate
the health development intentions of each of the twenty states, and as well,
he wishes each State Kinistry of Héalth to have a clear plan describing the
heal th developaent objec tives, technital and managerial strategles, programmes,
TegowIce requirements, sources and mechanisms for financing for the next
five years, .Thiﬁlhuvy State involvemert in the plan preparation is the
initiation of a strategy to strengthen management at all levads of the h;alth
service system; federal, state and local government, Particular emphuasis 1s
being placed on improving policy and programme implementatian, Thus, the
purpose of f-h;ae activities extez.xda beyond the production of State Health
Plan documenta. A continuing process of management improvement is to Le
put in motion during this planning period which will expand into all health
development aotivities and include a practical system for monitoring and
evaluation.

It therefore is a condition for the success of these corlaborative

activities, that all participating foreign staff function as facilit.tors
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and co-workers, rather than teachers, axperts, or health plmem. The nationd
and state-level ataff must actually p.mduce the required analytical and .lanning
products, in order that such producis be national in character, and "belong
to the 3tates, Similarily, the nativnal workshop faculty must produce and
deliver the workshop programmes in order to b.e prepured to conduct such
leaming methods in the future. The foreign staff must function in the back-
ground, suggesting methods and tschaniques, and perhaps demonstrating their use,
but not actually performing the tasks, and producing the products. 41l issues
and deoisions of technical and administratiwm nature must be decided by Nigerian
staff, while being supported hy the foreigg consultants in understanding the
options available and their likely consequences,

The support to the State-level Five Year Planning is to be provided to
five specifioc activitiess : / .

[

1. Preparation of the Ogun sState Five Year Health Development pPlan
7 Z.Z/O&

(14 July to 10 August)
2, Preparmation of the Nalional Workshop for state Health Planners } A

" (about 10 .0 20 August) QS'\Q/;
3. Conduct of the Nationul 'JorksHop lor 5tate Heali.h Plannem]
(abot 1 to 12 September)
4. :tate Health planuing Efforts 2
o M e s0rt "
(about 15 September to 24 gc tober) /Mp Qz/ﬂ""

5. Preparation and counduct of a National Workshop for State Health =
Plan Review and Finalization (about 27 october to 7 November) )
While at;pport to the above activities is to be provided predominently hy
staff of the Joln Hopkins Univemi.q School of publio Health (JHU), stafrf
support will also be provided hy country, Regional 0ffice and Headquarter
staff or consultants of the World Health Orgmanization. (World Bank staff will
also participate in the first two weeks of the Ogun sState Nealth planning
effort as part of a project identification mission.) It is desireable that
all participating agenoies attempt to the extent posaible, to provide the

same staff for supporting all activitiea, in order to maximize continuety and
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unders tanding ol the Nigerian situation.

II. Activities and Support [fasks
A. Ogun State Plananing effort (14.7 - 10.8)

1. To support Ogun State, local govermment, and Federal MoH planners
and national consultants in preparing a draft five year health pla
for the atate, (The entire planning process and product 1s lto be
completed in this 4.-week period, although Ogun State may develop
the plan further in ensuing weeks,)

2, To assist national siaff in applying Lhe Mational Heulth Policy and
the national health planning guidelines in the plan pr pa.mtion;
and in the use of available and necegsary data,

3. To adviso on the most appropriate planning steps tor effic.iently
producing a State plan in the time available,

4, ®#p progressively describe the pla.ning process used 1n a manner

which facilitates the preparation of the National Workshop for

State Health Pld.nnerg.

Be Preparation for the National Workshop for State Health Planners

(10 = 20 August)

1. To review the planning steps used in QOgun State and assist staff
of the Federal MoH Directorate of Health Planning in preparing
a description of tne planning process to be recommended to all
States, including the data to be analyzed, and the format and
content of plan d.ocux;xentation.

2, To help the national workshop fac.lty prepare the workshop programme,
session guides and background materials, (The workshop should

pro provide minimal lectiuring, and maximize learming through group

work, The participants mey be di¥ided# into four zonal working

groups. )
3.

/L/
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E.

3.

4.

-4~

To asuist national fa,cu?.‘ty in essuming responsibility tor,
preparing and c.nducting workshop Jesgions as assigned., jroreign
consultunts ahould minimize their role in presenting aad leading
workshop sessions,

To design a worksiaop evaluation method based on measuring the

achievement of individual workshop session objectives,

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

1.

To assist the national faculty in the oversll management and
daily administration of this 10-day workshop for 69 - 70 state and
Zone offioers. The objective of this workshop is to enable

State pla.ners to undertake an efficient analytical and planning
Process, and produce draft five-year plans by the end of gc tober,
1986, which address the National Health Policy and ita objectives,
and which follow the planning guidelines provided from the Federal
Ministry of Health,

To act as background facilitators .o the workshop, particularly,
within working groups, but to minimize their direct teaching
functions, so as to insure that national capabilities to conduct
such le_aming methods are generated,

To assiat in the description of the workshop and its evaluation

resul ts,

3tate Health Plan prepamiion (15.9 - 24, 10)

1.

To provide technical gupport to actual state level planning,
particularly in states which have less well-formed planning teams,

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

Prepamation and Conduct of a Workshop to Review and Pinalize 3tate

Health Plans (27.10 = 7. 11)

1-

To help prepars a fivo—day workshop which is intended to:
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~ enable a joint review of drnft State Health plans
- facilitate the consu.lidation of major 3tate proposals into the
Y Xatiunal Health Plan and Progrimmes
- discuss recommended implementation strategies
2, To act as backgruund fac litators in the conduct ot thi’ workshop,

3. To support the desoription and evaluation of the jworkshop,

III. Consultant Staffing Requirements
It ia anticipated that for the above activities iwo JHU and one WHO R
staff memberns will be required, |
Period 1 14 July to 20 August (5% weeks) for Ogun State planninga
and preparation for the National Workshop
Period 2 1 to 17 September (24 weeka) for supporting the conduct
of the national workshop and ita write-up.
Period 3} 2 to 3 weeks from mid-3eptember to bend oc toWer to support
State~level planning (to be confirmed)
Period 4 27 October to 12 November (2% weeks) to support the plan
review worksHop™
Period 1 and 2, and periods 3 and 4 my “in fact be linked to redue travel costs
if the assigned c:ins'ultants can remain on assignment for the coubined ‘periods,
Thus, the total consultaat requirement is;
JHU 6.5 man-months
WHO 3} man-months
All consultants provided should hgvo axtensive experience in actual national
health planning and in the detign and conduct of workshops for preparing
planning teams, Thay 3hould be fully familiar with public health technology
in developing countries wnd \n’..th practical methods for data analysis, programme
design and implementation olanning, Finapoial analysis and manpowsx planning
8killa will also be needed, Ti= most imjirtant akill required will be the abi}ity
> work at a low profile within national and state planning teams and workshop

faoulty,
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HEALTH PLANNING TIME-FRAME AND PRODUCTS

1.

WHO Preparatory Mission - 23.6-22.7
(sapirie 22.6-8.7, Janclos.26.6.12.7, Abel-Smith 8.7-22.7)
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 projectinns for the long-term plan
and estimates for the S5-year period
4, Financing options
S. A strategy for strengthening the managerial
process includinj guidelines for the State
Health planning preocess
6. A plan of work for the planning process and
its follow~-up managerial strengthening
activitieg.
First State Planning Effort (Ogun State 14.7-10.8)
(In conjunction with the World Bank Health Secgor Reconnajlsar
Mission, 14-28 July)
Participants: Ogun State Health Planners and decision-makers
FMOH Planning Directorate Staff
iIBRD - Radel, Deﬁh. 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)
Preparation of National Workshop for State Health Planning
(10-20 August)
Participants: FMOH Planning Directorate and national

/ consultants



Products_ 1.
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JHU - Bermen, | )

WHO - | ¢ )
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.
Preparation of national, international

facilitators for supporting the workshop.

National Workshop for State Health Planners (1-12.5)

Participants:

Products: 1.

(It is likely

State and Zone Office Planners (69)

FMOH Planning Directorate and national consul
JHU - 2 staff

WHO 1-2 staff

State and Zone Officers prepared for undertakt
two-month health planning efforts

State and Zone Officers understanding of

National Health Policy and planning guidelines

that the workshop participants would be

organized into 4 zonal groups)

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

Participants:

Product: 1.

State health planning teams supported by
2onal and Federal level staff and national
consultants

Draft State S-year Health Develgpmenc and
Implementation Plan. (LGA PHC projects are

to be included)

National Workshop for State Health Plan Review and finaliza

{27.10-7.11)

Participants:

State and Z7onal Planning Teams
Federal Minister of Health
FMOH Planning Directorate

JHU - 2 staff

WHO - 1-2 staff
ioHh


http:27.10-7.11
http:15.9-24.10

Products: 1. Review, finanization of State Health Plans
2. Consolidation of State portion of National
Health Plan
3. Implementation Strategy Guicelines
7. Finalization of Naticpal 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 Repor'ts
2. Identification of common implementation
difficulties

3, Strategies for implementation improvement
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A discussion on the abcve subject took place in the office

of the Federal Minister of Health at 1.30 p.m. 27th June, 1986,

l: ’ : _-L/;(’/f[,;/,

with the following:

Prof. Olikoye Ransome-Kuti -~ Hon. Federal Minister of Healtl
Dr. A. B, Sulaiman - Director, National Health Plant:
Mr. Coker - Assistant Director , FO%

Mr. R. O. Olaniyan - Planning Officer

Directorate of Health Planning

Dr. Michel Jancloes - WHO, Geneva

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

Prof. William Reinke - John Hopkirs University
Schocl of Public Health

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

Ma McManus - USAID, Lagos

The discussion was convened to clarify the process and timing
of the preparation cf the Fifth Five-Year Health Plan in Nigeria
fggthe nature of John Hopkins Uriversity collaboration. During
this discussion the Minister reiterated his expectations of the
S-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

devéloped within 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-going
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 strateqy 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 :n
the form of a number of JHU consultant missions car provide
support to the State health planning process during
this perind.

Professor Reinke outlined a possible approach for providina
such suppdrt utilizing a concentrated two-week workshop 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
Hear-term, July to September period.

After some discussion it was further agreed that:

1. the State-level planning process to be taught 1n the
workshop should be based on at least one actual state
planning experience.

An opportunity 59r such experience exists in Ogun

State (elther-izjyé July, or—-28—duty—to—i0—August) at
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

Q
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staff to actually develop the five year state plan at

this time. The process, which will extend beycnd 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 plarns 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 Statae level would
require follow-up activities focussed on che implementation
of thé plans and problem-solving. Federal staff and
collaborating agencies should be prepared to support such
*0llow-un.

A preliminary draft schedule of these activities and products
is attar~hed to this note. IBRD, USAID, JHU, and WHO are asked to
take the immediate steps necessary to confirm the availability of
appropriate rtaff 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 mace available.

attachment: Planning Time Frame and Products

1,0



APPENDIX B

DRAFT

NATIONAL HEALTE POLICY



PART I - HSALJE PGLICY

CHAPTER 1

HEALTH POLICY DECLAR.LTICIH OF THE
FEDERAL R=ZPULLIC OF NIGERTA

141 The Federal, State and Local Governrants of Nigeria Lereby
comnit themselves and.all the people ;I Higeria to intensive action

to attain the goal of‘gealth for all Higerians by the year 2000, that
is a level of health that will permit them to lead socially and
economically prcductive life at the hirhest posaible level.

142 Tpe Governmenta are convinced thit the promotion, the protection,
the maintenance and the restoration of the health of the Higerian
people not only. contribute to a better quality of their lives but are
also esaengial for the sustained economic and social development of
the country as a whole.

143 The people of Nigeria have the right to participate individually
and collectively in the planning and implementation of their health
care., However, this 13 not only their richt, it ls their solenn duty.
1.4 Primary health care is the key to attain the joal of he%?ﬂ for
all the people of Nigeria. Primary heulth cazre is essential health
care bused on practicai, solentifically sound and socially acceptable
mcthods and technology made universally accessible to individuals and
families in the community tarough their full involvement and a% 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 1£ is

the central function and main focus, and of the overall social and
eccnomic development of the community.

1.5 The Federal and State governments shall formmlate strategiles

ana plans of action, ania"ng action to uve taken by Local governemts,
to lawnca and sustain prsmlary health care in accordance witl, the
national health policy.

146 All governments shall cooperate among themselves in a spirit of
partnership and service to ensure primary health cure for all Kigerians,
since the attainment of health by people in any one State directly

concerns and benefiys every other St .e in the Federation.

.
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1¢7. “he rFederal Government shall provide policy guidance and
strategic support to States in their efforts at establishing health
syslems that are based pn primary health care and are accessible to
all their people, coordinate State efforts in order to ensure a
colierent,. nation~wide health system, provide incentives in selected
fields to the best of its economic ability to uromote this endeavour,
and in collaboration with the State Governments, undertake the overall
responsibility for mondtoring and evaluation of the implementation of
the strategy.

1.8 Tye Governments shall exercise political will to mobilize the

regources and to use all available resources rationally.
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2.2.1 The first attempt at planning ahead fcr the .¢velopment of

health services in Nigeria took place in 1946, us :.rt of the

exercise which produced the overall Ten-Year 'L n .»r Levelorment

and welfare (1946-56) covering all aspects of overnnental activities
in the country. Since Nigeria was still a coloni. ! territory, the
proponents of this plan were mainly expatriate officizls, It includel
24 major schemes designed to extend the work of e:ricting governuent
departments but it was not an integrated development jlan 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 purpo::
and it served as the basis for subsequent health rlons.

2.2.2 Since the country became lndependent in 1960, health policies
have been enunciated in various forms, either in the lMational Develop-
ment Plans or as Governﬁ%nt decisions on specific heclth problems.
2+2.3 The health component of the 2nd National Zevelopment 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 wus a deliberate
attempt to draw up a comprehensive National Hezlth Folicy dealing wit.
such issues as hezlth manpower development, the vrovision of comprehe.-
sive health care services based on the Basic ilealti: Cervices 3cheme,
disease control, efficient utilization of he.lth reuources, medical
research, health planning and management,

2.2.5 The health policy content of the 4th atlonil lLevelopment Plan
is being reflected in this draft proposal.

2.3 The State of the Health Services

The health services as currently organized :shew major defects
which are widely recognized:
2.3+.1 The coverage is inadequate. It is estim-.ted that no more than
35% of the povulation has access to modern hezltih cure services. Rural.
communities and the urban poor are not well cerved.
2.3+2 The orientation of the services is inapproiricte with a dispro--
portionately high investment on curative services of the detriment of
preventive services,
2.3+5 The management of the services often show rojer weuknesses
resulting in waste and ine.riciency, as shown by Lh failure to meet
argets and goals. With several different goverrnucniil, veluntary
organizations and other agencies providin.- he:l:» < r¢, the various

inputs are poorly co-ordinated.

/5.
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3e2 Primary Health Care as defined in the .li. ita Declaration
shwll be the key to the development of the Nuui.:.l lealth Policy:-
“Primary health care is essenti:. .. lth care
based on practical, scientifically sound =nd socially
acceptable methods and technology made aniverssally
acceptable t;'individuals and familiez in the community
and country can afford to maintzain &t cvelrr stage of their
development i{n the spirit of self-reli..ice und self-determinat .©
It forms an integral part both of the country's health
system, of which it is the centril functiun =nd main focus,
and of the overall social and econowic development of the
community. It i3 the first level of contict of ndividuals,
tnhe family and community with the nmtio:nil health system
bringing health care as close as pocsible Lo where people
live and work, and constitutes the firut clement of

a continuing health czcre process.”

3e3 Implications .

The adoption of the primary hezlt: c: ve :;roach his a nuaber
of implicationa:=
3.3.1 . The various governments of the Fuderuiici ".ave resgonsibilitie:
for the health of the people which shall be fulfilled by the prov{sion
of adequate health and social services. The citizens chall have the
rizht and duty to participate individually and collectively 1n the
planning and implementation of these services.
3e3e2 Eealth care shall be accorded hi. he- prioxrity in the
allocation ol the nation's resources than hith =to.
Te3e) Health resources shall be equitably di.ilrituted giving
preference to those at greater risk to their hLe 1ty and the under-

served communities as a means of social juwti-. = concern.
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3e3.4 Information on health shall be dicsseminate! o 2ll individuals
and comwunities to enable them to have 5reaier re. G.oibuility for
their health.
3¢345 Self-reliance 3iall be encouraged amonge individuwls and
communities as well as Jf a national scale.

3.3.6 Zmphasis shall be placed on preventive :nd :zoiotive measures
whicit shrll be integrated with treatment and rehclilii. tion in a
multi-disciplinary and multi-sectoral approuch.

3e3.7 all social and economic sectors shall coon-: te in the effort
to promote the health of the population.

3.3.8 'Thet primary health care shull be'scienti®ic 11y sound!
implies thct 21l health practices and technologie:, both orthodox

and traditional shall ge evalvated to determine :iwir efficacy,

safety and appropriateness.

D)



CHAPTER 4

THE GOAL OF THE NATIONAL HEALTH POLICY

The goal of the national health policy shall ve
level of health thast will enable all Nigerians achieve

socially and economically productive lives. The
—
national health system shall be based on primary

health care

4.1 "Health for all by year 2000" shall be aoccepted as a challenging
goal. As a long-term policy and within available resources, the
governments of the Federation shall provide a level of health care for all
c{tisons to enable them to schieve socially and economically productive
lives.

Within the overall fundamental obligation of the governments of the
Pederation and the nation's mocio-economic development, the goal of the
National Health Policy shall be to establish a eumprehensive health
care system, based on primary bealth care that is promotive, protective,
preventive, restorative and.rehabilitativa 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.

4,2 The health services, basasd cn primary health care shall include
at leasti~ | |
. §. education ooncerning prevailing health problems and
the methods of preventing and controlling them;
if. promotion of food supply and proper nutrition;
iii., an adequate supply of safe water and basic sanitationj

ivy. material and child health care, including family planningp
In this context, family planning refers to services offered to

couplea to educats them about family life and to encourage them

to achieve their wishes with regard to:

.»1)\



(a) Preventing unwanted pregmancies
(b) Securing desired pregnancies
(c¢) Spacing of pregnarcies, and
(d) Limitsng the size of the family in the interest of
the health of the family. éhe methods prescribed
shall be con;;tible with their culture and religious
beliefs.
Ve immunization against the major infectious diseases;
vi, prevention and coatrol of locally endemic diseises;
vii, appropriate treatment of common diseases an<” injuries; and

viii, provision of eessential drugs and supplies.

4.3 A Health System Based on Primary Health Care

The heulth aystem shalli-
4.%.1 roflect and evolve from the economic conditions and socio-
cultural and political chacteristics of thé communities and
shall be baged on the application of the relevant resul:is of social
biomedical and health asystems reaearch and public health experience;
4.3.2 addresa the main problems in the community, providing
promotive, proventive, cﬁrative and rehabilitative services
accordinglys
4.343 involve, in addition tc the health mector, all related sectors
and aspects of etate and community development, in particular
agriculture, animal husbandry, food, industry, education, housing,
public worka, communicationa, water supply and sanitation and oth;r
sectors; and demand the coordinated effrcis of all those aectors;
4.3.4 promote marimum community and individual self-reliance and
participation in tho planning, organization, operation and control
of primary health care, making fullest use of local, State, Federal
and other available resourcesj; ahd to.tbia end should develop through

appropriate education the ability of communities to participate;



4.3e5 be sustained by a referral system that emsures support to
primary health ocare level in communities by providing guidance and
nore complex health care, leading to the progressive provision of
comprehengive health care for all, and giving priority to those

pn>st in needj to thiam end full use shall be made of all public and
private health institutioas concerned, as well as the universities, i
including all relevant faculties in additien to health faculties;
4.3.6 rely, at local and referral levels, on health workers,
including physicians, nurses, midwives, augiliaries and community
workers as applicable, as well as traditional practitlioners as needed,
suitably trained socially and technically to work as a health team
and to respond to the exﬁ;eesed health need of the community.

4.4 An Integrated System

The primary heaitb care activities with the support of the
refarral syatem shall bé co-ordinated cx so as to provide effective
mechnisme for tackling priority health probleas and for ensuring
steady and asystematic promotion in the health of Nigerians.

The health system shall provide the appropriate base {ori-

4.4.1 Meeting the needs of high risk groups such as pregnant

women, mothers and childrenj

4.4.2 Providing care for special groups such as school childrer

the bandicapped, industrial and agricultural vorkers and the
elderlys

4.4.3 Controlling major endemic and epidemic diseases like

malaria, Tuberculosis and Leprosy, diarrhoeal diseases,
onchocerciasias, and diseases associated with poor environmental

sanitation.

ot



CEAPTER S

NATIONAL HEALTH CARE SYSTEM

Pederal, State and Local Governments shall support in a coordinated manner
a three-tier system of health care. Essential features of the system shall be
1ts multisectoral inputs, community involvement and collaboration with noa-
governmentel providers of health care. ’

=

5,1 Constitutional Background

In the constitution of 1679, Health is on the concurrent 1iat of reaponasi-
bility exeept the external health relations, quaratine and the control of drugs
and polsons which are exclusively the responsibility of the Federal Government.
The constitution also assigna npecific responsibilities to Local Governments,

The national health care syatem is built on the basis of the three tier
responsibilitien of the Federal, State and Local Governments.

Annex 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 botb curative and preventive services.

5.2.2. Private practitioners also provide care although their services are
mainly concentrated in urban areas.

5.2.3 Health care is alaso provided by private companies to stafl{ members and
their families.

5.3 A Co-ordinated System

5.3.1 In discharging the responsibilities assigned under the .emm~constitution,
the Pederal, State and Local Governments shall co-ordinate their efforts in order
to provide the citirens with effactive gervices at all levels,

5.3.2 The goverrments of the Federation shall work closely with voluntary
agencies, private practitioners and other non-goverrmental agencles which provide
health care to ensure that the services provided by theees other agenclies are
co~ortinated with those of the governments and are in line with the overall
national health policy.

5.3.3 Mechanisms shall be established to epnsure that all sectors related to
health and all aspects of national and community development, in particular,
agriculture, animal husbandry, rural developaent, food, industry, education,
social development, housing, water supply and sanitation and communications
are incolved and their actlvities which are relevant to health are co—ordinated.



5.4, Comamunity Involvement

5.4.1 The governments of the Federation stall deviee appropriate machanisma
for involving the communities in the planning and implementation of health
services,

5.4.2 Such mechanisms shall provide for appropriate ccnstitutions at the
community level with regard to local health servicea on the basis of
increasing self-reliance. The traditionsl nystem and community organizatiocns
(cultural and religious aseoGlations) shall be fully utilized in reaching
the people.

5.L.3. The State and Federal Ministries ghall consult accredited groups and
asgociations which represent the various interests within society., Apart

from cultural and religious bodiee, the varioua profesaional associatione shall
be involved,

5.5 Levels of Care

Hational Health Care System shall be developed at three levels vizt

5.5.1 Primary health care

5.5.1.1 Primary Health Care shall provide general health services of
praventive, curative, promotive and rehabilitative nature, to the

population as the entry point of the health care system., The proviaion
of care at this level is largely the responsibility of local govern-

_Eggzijifﬁ;—iggjsugzggt of State Ministries of Health and within the
averall national health policy. Private medical practitioners also

"provide health care at this level.

5.5.1.2 Nothing that traditionsl medicine is widely used in Nigeria, that
there is no uniform system of traditional medicine in the country
but that there are wide variations with each variant belng strongly
bound to the local culture and-deliefa, the local health authorities
shall where applicable seek the collaboration of the traditional practi-
tioners in promoting their health programmes such as nutrition, environ-
mantal sanitation, personal hygiene, family planning and immunization.
PTraditional birth attendants shall be trained to ilmprove their akills
.and to ensure Zhelr co-operation in making use of the referral system
in dealing witn 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
technologies of proven value shall be adapted into the health care-
system and those that are harmful shall be discouraged.

5.5.2 Secondary health care

Secondary health care level shall provide specialized services to
patients referred from the Primary Health Care level through out-patient and
in-patient services at hospital centres for general mesical, surgical and
paediatric patients, It shall also serve as adminietrative headquarters
overseeing the activities of the peripheral units. 3Such level of care shall
be available at the intermediate level of the district, divisional, zonal
or sta*e. Adequate supportive servicea such as laboratory, diagnostic blood
bank and physiotherepy 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 specifioc disease, conditions of gpecific groups of persons
e.g8. Orthopaedic, Eye, Psychiatric, Maternity and paediatric hospitals. Care
should be taken tc ensures tha* these are evenly distributed geographically.
Appropriate cupporting services shall be incorporated into the development of
these tertiary facilitios tv piovide effcciive referral services, selected cen~
tres shall be encouraged to develop special expertise 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 appropriately
supported by an efficient referral system, Ministries of Health shall review

the resources allocated to and the facilities available at the secondary aad
tertiary levels, Whilast high priority shall be accorded to primary health care,
within available resources, the secondary and tertiary levels shall be strengtheii
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
cnd isolated communities which have special logistic problems in providing

access to the referral system.

Wb



CHAPTER 6

NATIONAL HEALTH STRATEGY

The implementation of the national
health policy and progress towards the achieve-
ment of the goals require the elaboration of
strategies aebfhe local, state and national levels
The roles and responsibili‘ies of the different
‘arms of government shall be defined as in Annex II.
A managerial process for health development shall
be esiablished,

6.1 The governments of the Federation shall translate the national
health policy into strategies to achieve clearly atated objectivea and,

whenever posaible, specific targets.

6.2 Roles and Punctions of the Federal Ministry of Health

The Federal Miniat;y of Health shall:

6.2.1.1 take the necessary action to have the national
health policy reviewed and adopted by the Federal
Government;

6e2.1.2 devise a bread stracegy for giving effect to the
naticnal health policy through the implementation by
Federal, State.and Local go;ernments in accordance
with provisions of the Constitution;

6e2+1.3 s8ubmit for the approval of the Federal Governgent
a broad financial plan for giving effect to t.e
Federal component of the health strategy;

6.2.1.4 formulate national health legislation as required,
for the consideration of the Government;

6e2.1.5 aot as coordinating authority on all health work
in Nigeria on behalf of the Federal Govern,ent,
vith a view to ensuring the implementation of the
country'!s health policf;

6e2.1.6 assess the country's hezlth 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 Governgents of the Federation;

6.2.1.9 allocate Pederal resources in order to forster
selected activities to be undertaken by Jtites aid
local governments in implementing their nealth
gstrategiess

6.2.1.10 issue guidelines and guiding principles to help
States prepsre, manage, monitor and ensure compliance
with them by all concermed: health technology
including =squipment, supplies, drugs, biological
products and vaccines, in conformity with national angd
international standards; the human environment; and the
education, training, licensing and ethiccl practices cof
different chtegoriea of health workers;

€.2.1.11 promote research that is relevant to the implementation
of Federzl health policy and State heali:x strateging,

-and, to this end, to estublish suitable mechanisnms to

ehsure adquate coordination among the research
institutions and scientists concerned;

6+2.1.12 promote cooperation among scientirfic and professional
groups as well as non-governmental or;anizitions in
order to aftain the goals of the Federzl health policys

6.2.1.1) .monitor and evaluate the implementation of tiie Federal

health policy on behalf of the Government and Teport to

it on the findingsi
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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
policy objectives, the national health policy shall be directed towards:..
6e24241 ensuring technical cooperation on health with other

nations of the region and the world at large;
6424242 ensuring the sharing of relevant information on
health for improvement of international health and;
6.2.243 ensuring cooperation in international control of
narcotic drugs, -and psychotropic substances;
6.242.4 oollaborating with United Nations agencies, organization
of African Unit, West Afficun Health Community, and
‘ other international ggencies on regional or global
health care improvement strategies without macTifi-
cing the initiatives of national community and existing
institional and other infrastzruotwral arrangements.
6.2.2.5. working closely with other developing countries
especially the neighbouring atates within the region
which have similar health problems in the spirit of
fechﬁical cooperation smong developing countries
especially with regard to the exchange of technical
and epidemiological information, the sharing of
training and research facilities and the coordination
of major intervention programmes for the control of
communicable diseases.

6e3 Roles and Punctions of State Ministries of Health

The State Minitries of health shall be strengthened so that
they become the directing and cobrdinating autherity on health
work within the State.

6.3.1 Bnsuring political commitment

6edelel The Ministriea of Health shall channel activities into the

atrategy for health and coordinate them on behalf of the governmente.



be3.1.2 The Miniutries of Health shall take initiatives to ensure
the commitment of their governments as a whele to the realization of
the national health policy as adopted by all.the Governments, of the
Federation. In addition, on behalf of the State Government, they
ahall make efforts to ensure the support of public figures and bodies
as appropriate, such as p511t;cal, religious, trade union and civic leacel
and influential non=-governmental organisations. They shall mobilize
popular support by involving individuals adnd families in their own
health care and by involving them collectively in technical, supportive
and financial community action for primary health care.

beselel The HiniPtries of Health shall propose to their guvernments
appropriate mechanisms fo; ensuring the action required in all
relevant social and ecopomic sectors, such as inter-ministerial
committees and multisectoral State Health Committees., They shall
deploy all means for ensuring the redistribution of resources for
health so they become progressively equitable for all segments of

the population throughtout the state.

6e3.1.4 The Ministries of Health shall advise on the introduction

of health reforms, and enabling legislation as necessary - for
example, to define the rights and obligations of people concerning
their healtﬁ, as well as those of various categoriea of health werkers
and institufionu, to protect people from environmental hazards; and

to pcrmi® communities to develop and manage their health and related
social programmes and services. Care should be taken to avold
protracted deliberations on legistration as a substitute for action,
and t ensure that people understand the nature of the legislation and
approve of it.

66342 Ensuring economic support

6e3:2.1 Ministries of Ueal%h shall seize all opportunities of
gaining the support of economic planﬁers on institutions by convincin;
them that health is easential for development and it contributes to
production and by refuting the contention that the pursuit of hezlth
consists merely in the consumption of saarce resiurces for marginally

useful medical Tare that bas no impact on the health of the people.



6032242 Ministries of Health shall also display vigilance,
employing speciali,ed bersonnel if necesgary, in order to ensure
that health needs and protective measures are muade integral parts
of development projects, taking account of cost-effectiveness -
for example in irrigation schemes, dams, and industrial developmeni
projecta.

6343 Winning over professional zroups

To'enaure the support of the health professions, Ministrieai
of Health shall conaider ways of involving them in practice of
primary health care and in providing support and guidance to
communitiea and community health workers. To this end they
shall approach the heaith and health-related preofessional,
professional organizations providing them with information,
holding dialogues wi£b them, impreasing upon them their social
profesaional organizaiiona providing them with information,
holding dialogues with them, impressing upon them their social
reaponsibilities and ipdicating how they can best discharge these
responsiblilities. They shall also consider ways of providing
tangible incentives,

6.3.4 Establishing a managerial process

Ministries of Health shall establigh aystematic permanent
managerial processeas for heilth development as outline in 7.7.

6+35 Public information and education

663e51 Miniatries 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 reports on its implementation, shall be disseminated

to the'public.

6¢345¢2 Ministries of Health in collaboration with Local
Government shall promote hezlth educational activities through

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

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



on good health maintenance, the prevailing health problem~ in trneir
state and community and on the most appropriate methods of preventimg
and controlling them.

6.3.6 Pinancial and material resources

Just as the succesful implementation of the State strategy
shall mean mobilizing all possible human resources, it shall alco
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 lMinistries of Health ochall:

6e3+6.1 review the distribution of the State resources from

all sources, with particular reference to primary health
care vig-a-vis Iintermediate and central levels, urban
versus rural areas, and to specific underserved groups;

63,62 reallocate these resources as euitably as poasible or,
if this proves impossible, at least allocate any additional
resources - (or 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 maintenanee of the health infrastructure;

6.3.64 oconsider 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;

6e3.6.5 entimate the order of magnitude of the total financial
needs to implement the State health atrategy;

6.3.6.¢ attempt to secure additional resources [or the strategy
if necessary having shown they have made the best possible
uvse of existing funds;

6e3.6.7 didentify activities that might attract external support
and Federal Gevermment assistance;

6.3.,6.8 present to their government a master plan for *he use

of all financial and material resoursges,

~



including for example govgrnment direct and indircct

financing; social security and health insurance schemes

local community solutions in terms of energy, labour,

materials and cash;

{ndividual payments for service; and the use of external
-

loang and grantsa,

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:n
concerned with State and community development, in particular agricultuin:
~animal husbandry, food, induastry, educaticn housing, water supply

and sanitation, communication, social development and non-governmental
sgencies,

6e3eT0l Ministries of health shall approach other sectors with a view
to motivating them to take action in specific fields. Ministries of
planning, finance and agriculture shall be approached, as aprropriate,
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 apnroached

to ensure .that proper attention is given to healtn aspects of developmel:*:
schemes, auéh as the prevention of certain parasitic diseazes. The
educational and cultural sectors shall be asked to participcte in wide-
ranging health educational activities in communities, schools, aéd

other educational activities in communities, schools, and other
education, training and cultural institutions, These responsible

for public works and communications shall be r:quasted to f.silitate

the provision of primary health care, through improved communications,
particulﬁrly for dispersed populations. Access to the mas: media shall
be facilitated through Ministries of.Iﬁfcrmation and the liiie., The
igdustrial sector shall be made aware of the measures required to

protect the environment from pollution and to prevent occupational
diseases and injuries. The industrial sector shall uluo be¢ requested,

as the need arises, ;o consider the poassibility of establishiing

industries for emsential 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
responaibilities 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 1 sector,
and women's and youth organizations;

be3e802 collaboration between the various levels of the health
Eyatéﬁ following agreement on the distribution of functions
and resources;

8e34843 collaboration within and among the various categories of
health workers following agreement on the division of lahome.

8.349 Organizing primarv health care in communities

In order to facilitate intersectoral collaboration, primary
health care shall be organized taking account of administrative boundari.
Communities shall be helped to organize themselves; and responsibility.
authority and appropriate budgets shall be delegated to them. The
Ministries »f Health shall provide guidelines and practicali sypport
aa‘neceﬁsar& to those communities that organise their own primary
health care.

6.3.10 Referral system

6¢3410.1 Miniatries of Health shall review the functions of the
mechanisms end institutions in the health and related sectors
particularly at the first referral level, and shall motivaﬁe staff
and retrain them as necessary to provide support and guidance to
communities and community health workers.

643410,2 Ministries of HealtL sha'll.develop a system of referral of
patients and problems so that the lirst referral level is not over-

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

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

M



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

taken and guidance for further action.

6¢3.410.3 Ministries of Bealth shall review transport and communication
facilities together with local authorities and representatives of the o:iht
ministries concerned, to permit the referral system to function efficiert.

5.3.11 logistic system

Ministries of Health shall review their logistic system to
ensure reéﬁlar and timely distribution of supplies and equipment,
ag well as the availability of transport and its maintenance, starting
with facilities in cuommunities and working centrally through inter=-
mediate and central levels,

6.3.12 Health manpove;

State Ministries of Health, in collaboration with the Federal
Ministry of Health and-other ministries and educational bodies
cohoerned shall ensure éhe education and training of health manpower
to perform functions that are relevant to the country's pricrity
health problems along th? guidelines shown in chapter 10,

Ministries of Health and other ministries concerned, for example
for education, culture,. labour, finance, and public administration,
shall take stepp to ensure that health workers are socially motivated
and provi@ed with the necessary incentives to serve rural communities,

6+3.13  Health care facilities

6e3¢13.1 Ministries of Health, together with Minisiries of Local
Government and Public Works, 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 continually
update State master plans of requirements for health centres and clinics
and for first-referral hospitals. Accessibility to those most in need
shall be the foundation of the ?aater plans,

6.%.13,2 Ministries of Health shall’ review the functions staffing,
planning, design, equipment, organization, and managewment of health
centees and clinics and first-referral hospitals, in order tc prepare

them for their wider function in support of primary health care,
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Before investing in buildings, the cost of running them shall be
carefully considered.

6.3.14 Priority hezlth programmes

Ministries of Hezlth shall identify priority health programmes
in fhe light of the essentizl programme elements of primary care and
the epidemiological situation in the State, and shall ensure tiLat the

A d

deli/ery of those programmes is given top priority by all concerned.

6e3e15 Health Technolosy

Ministries of Health shall make a systematic assesasment of the
health technology being considered for use in each priority prograine,
aimed at applying technology that is appropriate for the country or
part of the country concerned (See chapter 11).

6.4 Roles and Punctions of Local Covernment

The conatitution assigns 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 eaducntion,

With the general ‘guidance, support and supervision of State
Health Ministries, and in collaboration with the Ministries of Local
Covernment, local goverhmcnz shall design and implement strate_ics to
discharge the responsibilities assigned to them under the constitution
and to negt the health needs of the local community.

6ede1. Motivation of the Community

The Local Government shall elici® the support of formzal 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 heulth

The Local Government Hezlth Authorities shall;
6e4.2.1 determine how best to proyide the essential
elements of primary health éare;
6.4.2.2 identify for each priority programme the activities to be
carried out by the individuals and families, by the comuunit:c¢

by the health service and by the other sectors;

NG



6-4.203

6.4.2.4

6.442.5

6-402.6

6.40207

6.4.2.8

identify the support action required for each component of

the programme;

provide rulevant health information to the people on such
matters as personal hygiene, environmental sanitation,
prevention and control of communicable diseases and such
matters where a Ehange o in the life style of the people can
have slgnificant impact on their health status;

design and operate machanisms for involving the communities

in the crtitical decisions about the health services;

mobilize rescurces to support the health programme. This
shall include the use of voluntary effort and c¢ther iraditional
methoda of achiewing community goals;

ensure that the sssential infrastructure for the health
programme is available and well maintainad. With regurd to
phyaical facilities the emphasis shculd be on making sure that
they moet the requirements fox pfoviding services but are not
ovel elaborate to the point where their maintenance constitutes
a‘drain on the rusources.

collect relevan; data about the health resources, the hezlth
atatus of the community and about their health behaviour
including the utilization of health services. Such duta chall
form ihe basis of the information for the managewent ol 1ilue

local health services.



PART I1I - PROGRAMME OF ACTION AND STRATEGY OF IMPLEMENTATION

CHAPTER 7

¥ATIONAL BEALTH SYSTEM MANAGEMENT

It is generally recognized that a
more effective delivery of health care
can be achieved in this country by a more
efficient nanagement of the health resources.
Experience has shown repeadtedly that many
well comoefved 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 ccatinuity of the managerial process
from design to application.

7.1 The National Managerial Processes

A national managerial proceass shall be established to include
the fol'owing elementai-

7.1.1. The national health policy comprising the goals, priorities,
main directions towards priority goals, that are suited to the social
needs and economic conditions in the different Btates of Nigeria and
form part of national, sncial and economic development apolicies.

T.1.2 Programming - tLe translation of these policies through
various stages of s.: planning at the local, state and national levels
into strategies to achieve clearly state objectives.

T-1.3 Programme budgeting - the allocation of health resources by
the goverinments of the Federation for the implemetation of these
strategies,

Te1ed Plan of action - degcribing strategies to be followed and the

main lines »f action to be taken in the health and other sectors to
implement chese astritegies.

Te1¢5 Detailed programming - the conversion of strategies and plans
of action into detailed programmes that specify objectives and targets,
and the technology, manpower, infrastructure, financial resov ces, and
time required for their implsmentation through the bhealth system.

T.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 programmesa and the services
and institutions for delivering them, and the continuing follow-up

of activities to ensure that they are proceeling as planned .uil ave

on schedule. .




Telel Evaluation, of developmental health strategies and
operational programmes for their implementation, in order progressively
to improve their effectiveness and increaae their efficinecy.

7.1.8 Repregrammiag, as necessary, with a view to improving the
master plan of action or some of its components, Or preparing new

ones as required, az part of a continuous managerial processes f{or
national health developaent.

Te1.9 Helevant and sensitive information, to support all these
components at all astagesw

7.2 National Health Planning System

7.2;1 Stope and Purpose

The national health planning aystem shall form an integral
part of the National Health Policy and any ensuing legislation. It
will be an imporant adminiatrative f{ramework for easigning duties and
responsibilitiea as well as determining the working relationships
between different levels of health management.

T.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,
but only with determining their priority and timing and the resources

to be allocated to them.,

7¢2.3.1 The research, analytical and gconsiderative pracesses
which result in strategic policy choices and long term o
objectives shall be a continuous proceas vihich cannot
appropriately be fitted into an annual cycle, though
an annual summary of long term aims and objectives shall
be produced as background to programming decisions;

7¢2+3.2 the programaing and budgetiing procesa shall result in
decisions to put into effect specific cources of action
within a definite timescale as a means of achieving the
long term aima, and to allocate resources to them.
This prooesa vhich gives rise to the preparstiom of
financial estimates, budgets and operating targets, shall be
subject to annual revision and up-dating in a formal
planning cycle.

T3 National Health Planning and Development Guidelines

T7.3.2 The Federal Ministry of Health shall by regulations iasue
guidelines concerning national health polices, plana and programmes,
and shall, as it deems appropriate,rby regulartion revise such
guidelines.

Te3.2 The FPederal Ministry of Health ehall include in the guidelines
iasueds

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
of the priorities, stated above, The goala, objectives
and target to the maximum extent practicable, shall
be expressed in quantitative terms.



7.6.631 The structure of a state health planning and development
unit;

7.6.6.,2 the conduct of the planning and development processessj

7.6.64.3 the performance of state health planning and development
functiona; and

7.6.6.4 the planning performance of Local Government Health
authorxity.

T7 Managerial Process at State Level

TeTe1 To permit them to develop and implerent 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 end, vherever possible, specifio targets. They aball
facilitate the preferential allocation of health resources for

the implementation of the State strategy, and shall indicate the
main lines of action to be taken in the health other asectors

to implement it. They ghall specify the detailed measures required
to build up or strength3n 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 detailsd
programmes beoome operational as integral parts of the health of
the health system, as woll as tho day-to-day management of prograszmen
and the services and institutions delivery them, Pinally, it shall
speoify the process of evsluation to be applied with a viev to
improving 4ffectiveness and increesing efficiency, leading to
modification or updating of the State strategy as necessary.

Hsalth manpower planning and management shall be an inseparable
feature of the process. sor all the above, the support of relevant
and sensitive information will be organized as an integral part

of the health aysteam.

TeT2 Ministries of Health shall establish permanent mechnisms
to develop and apply their managerial process and to provide
adequate training to all those vho need it. These may include
mechanisms in ministries themselves, as well as all networks of
individuals and institutions, to share the manugerial res-z:arch,
developement and training efforts required for health developmént.

T.8 State Hemlth Advisory Committee

T.8.1 Thers shall be established an advisory committee in each
State known as the State Health Advisory Comuittee. The Committee
shall advise the S8tate Government on health policy and programmes
and be chaired by the Commissioner of Health.

T.8.2 The State Health Advisory Committee shall comaiat of
representatives ofs .

i. State Miniatry of Healthj
ii, State Eospital Management Board;

iii, State Ministry of Local Government;
iv. State Ministry of Education (for school health);
v, MNon-governmental orgamizations;

vi. Pederal Health Institutions;

vii, Health related ministries;

viii. Professional bodier,

T.8.3 A State Health Advisory Council shall perform the following
functionss

Te8e301 ;eviov annually and co-ordinate the long~term health
_plan/;nd annual health plan of the State;
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ii, Hational Institution of Medical Research

iii. Medical Schools

iv. Schools of allied health professionals
v. MNon-governmental organisation

vi. Professional associations

7.6. Planning Pugnction By The Federal Ministry of Health

7.6.1 The Pederal Ministry of Health shall service the National
Council on Health and harve multidisciplinary staff with expertise
in at least the following:

i. health administrationj
ii, health statisticsjy
iii, health planning;
iv. epidemiology;
v. development and use of health resources
(bealtn economica)

T.6.2 The Federal Ministry of Health shall prepare and subait
annual review, health yas 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
and implementation and evaluation procedures of solving the health
problems and meeting the health needa of the country.

7.6.3 Each plan shall be made up of the State health plans
gubriitted by eu#ery State Ministry of Bealth. Such plans shall
contain such revisions of the Stats health plans to achieve the
appropriate coordination or to deal more effectively with the
national health needs.

T.6.4 The Federal Hinistry of Health shall assemble and analyse
the following data and indicate how their quality can be improved:

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

7.6.4.2 the state of the health care delivery system in the
count=y and the use of the services by the public;

Tebeded the éffact, the health care delivery has on the health
of the general publioe;

7.6.4.4 the number, type and location of the health resources
including health service manpower and facilitles;

Te6e4.5 the pattern of utilization of the health resources; and

7.6.4.6 the environmental zand occupational exposure factors
affecting immediate and long-term health condition;

7.6.5. The Pederal Ministry of Health shall also provide guidelines
on planning approaches, methodologies, policies and standards
appropriate planning and devslopment of health resources.

7.6.6 The Federal Ministry of Health shall also provide guidelines
for the organisation and operatiom of state health planning and
development unita including:

N



Te3.3 In issuing guidelines, the Federal Ministry of Health shall
consult with and solicit for recommendations and comments

from the National Council on Health, State Miniastries of Edication anc

Local Government, professional aseociation and special societies
representing health organisations.

T.4 Mational Council on Health

Tedet The National Council on Health shall advise the Governments
of the Federation with respect toi

Tedolel the development of national guidelines;

Tedoatle2 the implementation and administration of the
National Health Policy and

Tedele3 varioua technical matters on the organisation,
delivery, and distribution of health services.

Tede2 The Council shall be composed of the following members:
Teda2.1 tha linint:r of Health (Chairman);

Te4.2.2 the Commissioners for Health

Tede3 The Council shall be advised by the Technical

: Coamittea,

Te5 Technical Committee of the National Council on Health

7¢5.1 The Technical Committees shall be composed of:

i.
14,
ii4.
iv,

Ve

The Permanent Secretaries
The Directors of Federal Ministry of Health
The Professional Heads in the Statc Ministries
of Health
A Representative of Armed Forces Medical
Services
Director of Health Services, Faderal Captfal
Territory, Abuja.

Te5.2 Expert Panels

The Tachnical Committee shall set up as required
appropriate programme expert pannels including the repregtatives

ofs

i.

Health related Ministries of:

a. Agriculture, Rural Development and
Water Resources

b. Education, Science and Technology

6. Labour, Social Development, Youth
o and Sports

d. VWorks and Housing

e. National Planning.

f. Piﬂﬂ%{ﬂ

[
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7.8¢3.2 review and revise as necessary (but at least annually),
the state health piam vhich shall include the health plana of the
local government health authorities within the State;

Te8e3e3 review annually the budget of euoh such local government
hexlth authority;

T.8.344 advise the Health Planning Unit of the State generally on
the performance of its functionaj

Te9e1 State Health Planning Function

Te9e1el Each Ministry of Health sk-ll eatablishe an appropriate
nechaniam for the implemeatition and planning of ita
development functions.

Te9.142 The State Ministry of Health shall subxit an anaual
health plan that shall outline the health problems, needs,
goals and objectives, implementatiou and evaluation
procedures for the State, It also shall submit a long term
health plan to tha Federal Ministry of Health after the
approval of the state Executive Council.

T¢9.13 Each State Ministrs of Health shall perform within the
State the following functiqnat

i. conduct the health planning activities
of the State and help in implementing
and coordinating the various components of
the State Health Planj

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;

114, 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 hasis but not leass often
than every three yecars), all institutionai
health services being offered in the State.

Te9e2 Pechnical assistance for State Health Services

7.9+2.1 The Federal Ministry of Hwalth shall provide to the State
Ministry of Health:

i. aspistance in developing their health palns
and approches to planning of various typea
of health services;

ii. technical materials, including methodologies,
policies and astandards appropriate for use in
health planning;

iii. other tedhnical assistance as msay be necegctary
in order that such institutions may properly
perform their functionms.

Te9¢2.2 The Federal Minister shall include in the materials



i.

ii.

iii,

T.1C State Hospitals

specification of the minimum data needed
to determine the health status of the
nation and the determinamts of such status;

specification of the minimum data needed
to determine the atatus of the health
resources and services of the country;

gpecification, of the minimum data needed
to describe the use of health resources and
gervices within the country;

Guidelines for the organisation and operation
of State Health Planning Units, Local
Government Health Committee.

Management Board

The State Hospitals Management Board shall function under
the general superviasion of and policies established by the State
Ministry of Health which shall maintain overall respousibility for the
health services .of the State.

715191 The Board shall be respcnsible for the management of
hospitals which come under the jurisdiction of the State Ministry of

Health.

71042 The Board shall collaborate with the Local Health duthorities
and their respective health committees to ensure close integration and
continuity of services from peripheral umits (under the Local Health
Authority) to the referral units which are administered by the Board.

- 7.10.3 The functions assigned to the Ministry, to +he Board and
to the Local Health Authorisies aball be clearly demarcated with
unambiguous delineation of responsibilities and powvers.

7.10.4 The composition of the Board shall include representa-

tives of thes

i.
i1,
114,
iv.

Ve
vi.

T7.10.5 The officials

Ministry of Health;

Community leaders;

Profeassional associations;

Staff members of hospitals and institutions
managed by the Board;

Pederal Health institutions, where appropriate;
Non-governmental organisations.

of the Board shall be selected with great

care to ensure dynamic and efficient management of the programmes.

§
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7.11 Local Government Healtn Committee

Tella1 The Local Governments in consultation with the State
Ministry of Health shall establish their Local Governments
hAdvisory Committee covering each Local Goverpment Area {for the
purpose of delivergng health services to the communities,

T.11.2 The composition of each Local Government Bealth Committee
shall include representatives of:

i. Local Govermment Council;

ii. State Health Management Board;

1id, Leaders of the Local Communityj

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 heallh services within
the specified Local Gevermment Area. The State Commissioners for
Local Government and Health shall review t' > membership and
activities of the Local Government Health .mmittee once every three
years and replace any mae member who may leave the committee any time
during the tenure of office.

T.11.3 The functions of Local Government Health Committee shall
include the f{ollowing:
i. foraulate project propssals;
ii. deliver directly health services within
the area with community participation;

1id. colloct b;sic data of services and resources.

iv, iobilise resources for health proframme
implementation in the spiri: of self-reliance



CEAPTER 8

The Federal and State Governments shall
review their allocation of resources to the
health sector, Within available resources,
high priuvrity snall be acccrded to primary
health care with particular reference to
under-served areas and groupas. Community
rasources shall be mobilized in the spirit of
self~help and self-reliance.

8.1 In the light of the importance of health in socio-economic
development, all governments of the Federation shall review their
finakcial allocation to health,; High pricrity programmes for
primary health care shall have the first call on any additional
resources that may be available.

8,2 Within the héalth czre system, efforts shall be made to
redistribute financial allocation among promotive, preventive
and curative health care services to enaure that more emphasis
shall be placed on promotive and preventive services.

8.3 The governments of the Federation ghall explore avenues
for financiag the health care system through health insurance schemes.

8.4 As a general policy, users shall pay for curative services
but preventive services shall generally be subsidized; public
assistance shall be provided to the socially and economically
disadvantaged segments of the population.

8.5 The governments of the Federal shall encourage employers
of labour to participate in and {inance health care delivery (o
employees.

B.6 Within the right of individuala to participate in the econony
of the pation private individuals shall be encouraged to establish and
finance private health care services in under-served areas.

8.7 With the concept of self relianoe, compunities shall be
encouraged to bear directly financing of health care or find local
community solutions %o health problems through contribution of
labour and materials.

8.8 Mechanisms shall be established to undertake continuing
studies on:

i the benefit of various health programmes in relation
to the cost as well as the effectiveness of different
technologies and ways of organising the health system
in relation tc the cost; and

ii. the inclusion of an analysis of needs in terms of
cost, material and pexsomnel in all consideration of
health technology and of the eatablishment and main-
tenance of the health infrastructure.

e
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CHAPTER 9

NATIONAL HEALTH INFORMATION SYSTEM

The effective manugement of the health
pervices demands the establishment of a national
health information system, DBasic demographic data
are essential for planning and monitoring cf the
heulth service:s, Bimple 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 thec 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 aimplest indicators like the
crude birth rate, crude death rate, and infant mortality rate. The
state of health of the population ic ansessed on the basis of acanty
information which has been collected in a few limited surveys and
research atudiea. 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 aystem shall be established by
the governmenta of the Pederation. It shall be used as a management
tools~

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 thetr 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 Systenm

9.3.1 The information system shall be developed in a phased marner
atarting with the asimplext data which can be collected at the
periraeral ipastitutions. Efforts shall be made to implement community
based systems for the collection of vital health statisticas =~ births
and deaths. Such data shall be used for planning and monitoring of
health services at the local level.

9.3.2 The Btate Ministry of Health shall promote and suppert the
collection of data by the Local E-alth Authorities to improve the
quality and quantity of the information. The methods of collection
and recording shall be standardized as far as posaible to facilitate
their collation and compar.essss



9.,3,3 As and vhen feasible, State Health Authorities shall use
simple electronic data processing equipment for storage, retrieval
and analysis of the data.

9.%.4 At the Pederal level, in collaboration with the Pederal
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 basia.

The unit shall support the -tate Health.Authorities ir the develop-
ment of their information systems,

9.4 Yor comprehensive monitoring and evaluation of health

care minimum categories of indicators ghall be as follows:

{. Health Policy Indicators
{{. Health Status Indicators
i1i. Soclo-economic ir.dicators related
tc health and living estandard
iv. Proviaslon and utilisation of health care
indicators.

The indicators that have been pelected are based on the
available resources, relevance to the health policy and availability
of the infornation required.

The four main indicators shall be as d=fined below:

9.4.1. Health Policy Indicators ghall include:

9.,4.1.1 political conmitomnt of "Health for all™ especially enactoent
of any necessary legislation to efflect the commitment;

9.4.1.,2 financial resources allocation in terms of the proportion
of the GNP spenf on health; the proportion of the total
governments' 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,
physical facilities to reflect the degree of e\&ity by geogra-
phy and by the urban/rural ratios; .

9.4.1.4 degree of community involvement as indicated by the
establishment of health development comnuitieea, community
participation in health and health-related programmes and
contribution towards health carej

9.,4.1.5 organizational fraumework and managerial brocess.

9.,4.,2 Health Status Indicators shall i :ludd:

1 nutritional status as indicated by birth
weight of babies, weight and height measurement
of infants and children for age:

ii. infant mortality rate
{1{. child (1-4 years) mortality rate
iv. Maternal Mogtality rate
Y. Crude death rate,
vi. Crude birth rate .
vii. Life expectancy at buth  and at 5 years of age

o
P



9¢4.3 Social and Economic Indicators skall include

1.
iil
1ii.
iv.
\L
vi.
vii.
viii.
ix.

rate of population inciease

gross national or demestic product
income distribution

work conditiona

adult literacy rate by sex

food availability

housing

basic sanitation

school enrolment by sex

9.,4.4 Provision and Utilization of Realth Care Indicators

shall include:

Coverage by PHC:

1.

ii.
iid,

iv.

\ K

vi.

viig

viii.

Information and education concerning health;
proportion of population with access to mass
media outlets and measurement of health literacy
activities to the community;

Pood ahd nutrition (see 9.4.2(1);
Water Supply and Sanitation as above;

Pamily Health indicators imcluding proportion

of chilcren receiving child health services;
proportion of pregnant women receiving ante-
natal, postnatal care and proportion of eligible
wvomen receiving family planaing advice;

Immunization indicators shall include the per-
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 Bix
diseases in children under 5 yeais age gIOup.

Prevention and Control of Eddemic Diseases
indicators to specify disease specific incidencae
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

Treatment of Common Disease and Injuries indi-~
cators including proportion of cases of diarrhoea
in children under 5 years, proportion of fevers
troated with chloroquine, proportion of reapiratory
infections treated with common antibiotic,
proportion of malputrition treated with supple-
mentary feeds and proportion of injuries or ’
accidents treated by first-eid or simple treatment;

Provision of easential drugs-indicator of provision
of essential, drugs, vaccinea and gupplies,
standard drug list and availability of such items;



ix.

Coverage by referral system-indicator

of proportion of population in a given area
with access to the services within 5
xilometers or 1 hour travel time, the
proportion of referred cases who made usge
of tne service and availability of referral
services e.g. paediatric, obstetric,
surgical, medical etc.

9.5 The Principal Sources of Health Indicator Data

The prinéipal data sources for proposed indicators skall

be as follows:

1.

i1,

ii4.

iv.

Ye

vi.

vii.

viii.

Population and household censuses: aa
prepared and projected by the National
population Commission and Federal Office
of Statiatics; household census will
produce data on health related services

‘such as housing, water supply, tollet faci=-

lities, overcrowding;

VYital Rvents -Register - Legal registration
atafistical recording and reporting of vital
events such as births, deaths, marriages,
divorces, ‘There registration of vital events
are availabie at approptliate state authority;

Routine health service data dealing with
morbidity and mortality data; immunigation,
dipease treatment, out-patient attendances,
admissions etc. Theae records should be
obtalned from the records of health services in
health inatitutions;

Epidemiological Surveillance data to cover
immunization record, notifiable diseases and
indication of dianase incidence and prevalencej

Disease Registers for specific morbidity and
mortality shall be kept such as fer cancer, sickle
cell disease, handicapped persons, etc.j

Budgettary Allocation data to be obtained from
the Federal and State Ministries of Finance,
and Planning; as well as the Local Government
Authority;

Community Surveyc shall be undertaken in
collaboratlon with the Nationzl Popul«tion
Commission, Federal Office of Statistica or
with appropriate Univeraity Departments;

Other health data sources including registers
of health institutions and of health personnel.



9,6 Level of Punctions

9.6.1 Local Level:-

The Local Government Bealth Authority shall be responsible
.for collection of data in its area of Jjurisdiction.

9,6.2 State level:

State Ministry of Health will be responsible for
collating health information from the Local Government Areas
and preparing H8tate Health Information data.

9.6.3- National Level:
The Federal Ministry of Health will be responsible fors

- 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
neceassary information required both for national
hea'th planning and for monitoring the utilization
of resources in accordance with national priorities
and objectives.



GUAPTER 10

MATIONAL HEALTH MANPOWER DEVELOPMENT

Miniatries of Health shall ensure that medical,
nursing, public health and other schools of health
sciences under theilr jurisdiction include in their
education programmes the philosophy of 'Health for all',
the principles of primary health care, and the essentials
of the managerial process for national health development,
and to provide appropriate practical training in these areas,
In 2 similar manner, efforts shall be made to involve
technical workers 'in orther sectors having a bearing on
health, The selection, training a«nd deployment of health
manpower shall reflect the national objectives with
particular emphasias on the priuary health care approach.
Appropriate policies shall be evolved to source a more
equitable distribution of health personnel throughout the
country.

1041, Ministries of health, in collaboration with other Ministries and
educational bodies concerned, in particular Miniatries of Education and
the Universitiea, shall :.: take steps at the highest government level to

introduce the policy of educating and training healtn 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.

10e2. Ministries of Health, together with other Ministriea concerned
such as the Ministries of lLabout, Employment and Productivity, National
Planning, and Education, Science and Technology shall plan nealth

manpower in specific responae 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 cther 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 ths team approach to the delivery of health care. They
shall make all efforta to introduce the necessary reforms in relevant

training institutions so that in additicn to their technical training healtt

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

In view of their scarcity, emphasis shall be given to the training 6f 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 themj who can bring together to these ends
the specialiged 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,



10.4 Efforts shall be made to secure a more equitable distri-
bution of health personnel throughout the country. Needs of
the underserved areas shall be given particular attention. To
this end, appropriate personnel policies will be developed
which shall take into account terms of appointment, -alary
structures and incentives to induce health personnsl t. serve
in rural and underserved areas in any part of the country.

10.5 Traditional birth attendants shall be retrained in order to
increase their skills and effectiveness and to promote their
intergration with the primary health care systea.

As judged appropriate, training programmes (coursea, seminaras,
and workshopa) 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
systea of orthodox medical care.



- Lé =
CHAPTER 11

NATIONAL HEALTH TECENOLOGY

The most appropriate health technologies shall be
gelected for use at all levels of the health care system.
Particular care shall be taken to iden*tify 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.

11.1 The policy on national health technology shall be directed to easuring
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 tt.

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,.disease _prevention, disgnosis, therapy and rehabilitatien.

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 communict:-
behaviou. or by specific technical measures, Measures to be taken by the

health service at primary, secondary and tertiary levels, as well as those to

be taken by sectors, shall be specified.

11,4 To arrive at appropriate technologies mechanisms for consuitations with
other relevant government departments, inatitutions as well as coamunities
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 technc.ogies

for the promotion of healthy practices and behaviour. Such technologies
shall be made compatible with local cultures,

W4
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11,6  Drugs, Vaccines, Dressings and Qu-lity Control

National drug policies will be formulated to ensure the quantification
of needs, procurement, production as necessary and feasible, dlstribution
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
system,

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 [irma which arc 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
gide effects.

11,6.4 Intensify the control of drug sbuse including efforts to regulate the
sale of drugs.

11.6.56 Estcblish efficient systems for the procurement, storage and distri-
bution of drugs and vaccinesa 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 Equipment

11,7.1. The selection, ordering and maintenance of equipment (e.g. x~ray machine:,
anaesthetic equipment; refrigeratorsj; transportation), will be rationalised so

a8 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
standardisation of specificationu and by the sharing of facilities for the
maintenance of equipment.

11.8 Health Care Facilities

Ministries of Health, together with Ministries of works & Housing
shall review the distribution and types of existing health care facilities
and theilr status and shall work out a master plan of requirements for health
centres, diapensariea and first referral hospitals. These plans will Iinclude
repalr, 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.



12,1

CHAPTTR 12

-

RESEARCH

Priorities for health rervice 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 emable them to undertake
these essential tasks.

In collaboration with the Pederal Ministry of Education,

Science and Technclogy, the Ministry of Health shall review:-

12.1.1

12.1.2

12,13

12.1.4

12145

12.1.6

12.2

The priorities for health services and biomedical
ressarch 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.

The acope and content of activities in the field of
biomedical and health services reaearch at academic
and other institutions,

Mechanisms for promoting and financimg research
activities that are judged to be of high priority,
and co-ordinating the activities of the various
scientists and institutions involved.

Mechanisms for the evaluation and disseaination of
research findings and transfering the results into
practical health action.

The training of research scientists, technicians
aad other support staff especially in priority
disciplines where there are marked shortages e.g.
epidemiology, medical biologiatas, etc.

The strengthening of Ministwies of Health and
other institutions to enhance titeir capabilities
to undertake relevant research.

Biomedical and health services research shall cover the

following arcas:

12.261

12.2.2

Epidemiological research: to identify the major health

problems and their determinants in different parts of
the country and in different segments of the population;

Operational research: to test the ef{icacy of health
technologies and varioua asthoda of applying them in
the local situation;

M//



124243 Developmental Research: to develop nev and improved
: tools for the prevention, treatment and control of
diseases of local importance. This will include tradi-

tional medical practices 80 that useful ones can be
incorporated into the health care systen and the
practitioners can be persuaded to abandon the use of
any agents oOr procedures (including traditional
surgical operationa) which are shown toO be unacceptably

dangerous.

12.2.4 Baslic biomedical research: to broaden fundamental
knowledge of the biclogical and other sciences relevant
to healih.

The higheut priority gshall be accorded to epidemiological
and operational research in support of primary health care
programmes.

12.3 The Role of the Ministries of Health

In order to ensure that the priority problems in health shall
be identifled and addressed, and that the research results shall be
adapted and applied, the Ministries of Health shall be closely
involved in the planning, exacution and avaluation of the
research activities. '



ANNEX I

MOBBIDITY PATTERN

The oommon causes of uorbidity in Nigeria are still
ble infectious digeases, The common cause o attendance at
clinica and outpatienta departiment of hospitals are shown in the
table below:-

1.
1b.
2.
3.
4.
5e
6.
7.
8.
9.
10.
11.

Infective and parasitic diseases
Hutritional and metabolic diseases
Respiratory diseases

Diseases of nervous system and
Wldefined conditionsa

Skin diseasea

Digeative Systen

Accidenta

Muxcles and skeletal diseases
Genito urinary diseases

Blood diseases ~ anmemia e¢to.
Others '
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The causes ol admiosions into hospitals are also shown below:
for oomparison:

1.
1b.
2.
3
4.
Se
6.
T
8.
9.
10.
11,

Infective and parasitic diseases
Hutritional and metabolic diseases
Pregnancy and child birth
Respiratory diseases

Genito urinary diseases
Accidents

Dizeztive system diseases
Digeases of nervous system
3lood diseases .

Ittdefined conditions

Skin digeases

Others
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per
per
per
per
per
per
per
per
per
per
per
per

cent
cant
cent
cent
cent
cent
cent
cent
cent
cent
cent
cent

Common types of infective and parasitic diseases in order of
occurence arei-—

1.
2,

e
4.

Malaria 6. Whooping Cough
Dysentery and Diarchoeal T, Sohistosomiaais
Diseanesn a. Chicken Pox
Hoa$54l 9. Tuberculosis
Pnesumonia 10, Meningitis

THE MORTALITY RATE

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

are vary

i.
ii.
{14,
iv,
Yo

Infective and parasitic diseases
Diseases of respirdatory aystem
Accident, poisons and violence
Diseases of circulatory system
Dineases of digestiwe s, atem



ANNEX II

FEDERAL MINISTRY OF HEALTH

The Federal Ministry of Health shall be responsible for heal:h
care services and for training institutions or other gervices of comazon
useges among the States or of national concern or character.

Such services include:

1.

i1,
ii4,
iv,

Y.
vi.

vii,
Yiiio
ix,
X
xi,

Specialist Hospitals (Orthopaedic, Eye, Yeuro-
paychiatric)

Teaching Hospitals
Mational Laboratories
Conmumicadle and Endemic Diseases Control

‘(Designated as National Programme )

International Health and Quarantine

Regulation and Surveillance of standard of training
of health personnel

Regulation, Control and Surveillance of health care
External Health Helationg

Drugs and Poison Control

Rational Interqpctoral Health Care Linkages

Primary Health Care Support (national pPlanning,
training, technical assistance, programme nupport)

State Miniatry of Health

The State Ministry of Health shall be responaible for the
bealth care system and training institutions as required for the
vell being of the people of the State,

o avoid overlapping of responsibilities, the State Government
8hall provide:

i,

ii.
iii,
iv.
Yo
vi,

vii.

Specialist care in words of general hospitals
for acute servioes

General hospitals cars services including out-
patient care

Training inatitutions especially for sub-
professional level such technologists,
technicians, assistant and aide levels

Public health programmes

Interssctoral health care, linkages at State
level; State public health laboratories

dny health programmes of particular relevance
to the Stata.

Primary health care support (Stata planning,
training, financial programaing and operational
support),

Local Covernmentg

With the asupport of the State Ministry of Health, the Local
Government shall be responaible fors

i.
i1,

114,

Coamunity organised health and health related services

The provision ang maintenance of infrastructure
to prowide health services.

The involvement of the local community in support of
primary health care,
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I. Introduction

A. Executive Summary

In campliance with the National health Policy adopted by the Federal
Goverrment, and Guidelines prepared by the Federal Ministry of Health for the
State level planning of the health sector, the officials of the State of Ogun
prepared this draft State Health Development Plan covering the 1987 - 1991
period. The planning process relied largely on the participation and
contribution not only of those who are directly responsible for health care
delivery at state and .local government levels, but also of those who are
indirectly irvolved in the improvement of the general health status of the
population.

It has mainly been an intersectoral, participatory process which benefited
from the views, experience, and criticisms of a wide variety of professiocnals.
An extensive information and data campilation effort provided the common

analytical basis for problem identification and will be the foundation for the-

development and adoption of feasible and affordable solutions in line with the
Federal guidelines and the national health policy and strategy.

The new planning process requires the active participation of all states in
drawing up the National Health Plan for the next five-year period. State
involvement during the preparation of previocus plans, however, was limited to the
submission of proposals for development projects. In carrying out this task,
states were not offered the benefit of a nation-wide nealth policy and strategy
statement providing a consistent reference framework throughout the planning
process.  The present attempt, reversing this practice is likely to be more
conductive to increased efficiency in resources utilization, both at state and
national levels. This document expresses the belief by the Ogun State Goverrment
that a common understanding of present and prospective resource constraints, and
basic national policy priorities, is the strategy most likely to fulfil the
nation'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 prevailing
economic and financial difficulties which severely 1linit the possibility of
expanding the scope of its health interventions, programmes and activities. It
is dbvious that there is a growing need for the rational and efficacious use of
the resources currently available to the health sector.

The Ogun State Health Development Plan (1987-1991) starts with a description

nf the present socio-econamic, demographic background. Section ITI contains an .

.analysis of health problems facing the population followed by section III which

organization and financing of the services, health resources (manpower, physical,
financial, material) presently available, and levels of services output by
facility. This review of the current system concludes with an analysis of major
constraints reducing the effectiveness of the system. Section IV is devoted to a
discussion of the service performance of the health system and Section V to the
objectives, targets, and strategy adopted for the plan period. Resource
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requirements of specific targets are ar.lyzed in terms of institutional,
manpowel/training, physical/material, and managerial inputs. Section VI provides
an analysis of the implications of the set targets, and attempts at indicating
the financial resources which will have to be mabilized in order to match the
requirements. Finally, Section VII sets forth some thoughts for plan monitoring
ard evaluation.

C. Geography/Climate

Climatically, Ogun State is of tropical pattern with the rainy season
starting about March and ending in November, followed by a dry season.

D. Socio-Econamic Background
1. Administrative Structure

The highest policy making body in the State is the State Executive
Council urder the Chairmanship of the Military Governor. The Military
Governor is the executive head of the State Govermment. He is assisted by
ten Civil Commissioners. A civil Camissioner is the political head of a
goverrment ministry, while the Permanent Secretary (who is a civil servant)
is the administrative head and the accounting officer for the ministry.

The town of Abeockuta is the capital of Ogun State. The State is
divided into ten Iocal Goverrment Areas (listed with the local goverrment
headquarters in brackets):

Abeokuta Local Govermment Area (Abeckuta)
Egbado South Local Govermment Area (Ilaro)
Ijebu - ode Local Goverrment Area (Ijebu-Ode)
Ijebu - Remo Local goverrment Area (Shagamu)
Ifo/Ota Local Goverrment Area (Ota)
Obafemi/Owode Iocal Govertment Area (Cwode)
Egbado North Local Goverrment Area (Aiyetoro)
Cdeda Local Goverrment Area (Cdeda)
Ijebu East Local Goverrment Area (Cgbere)
Ijebu North ILocal Goverrment Area (Ijebu-Igbo)

Each Iocal Goverrment has a Chairman (who is a public servant) and the
Chief Executive of the Iocal Govermment Area. He is assisted in the
performance of his duties by four part-time members. Health Administration

Abeokuta HZ (LGAs: Abeokuta, Cdeda, Obafemi/Owcde)
Ifo/Ota HZ (LGAs: Ifo/Ota)
Ilaro Z (LGAs: Egbado North, Egbado South)
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Ijebu HZ (LGAs: Ijebu-Ode, Tjebu Ease, Ijebu North)
Shagamu HZ (ILGAs: Ijebu~-Remo)

2. Demographic Characteristics:

The pecple of any state serve as jts most valuable asset and resource.
Ocun State has an estimated 1986 poptlation of 2,847,521. (Table 1) About
two-thirds of this population live in the four local govermment areas of
Abeckuta, Egbado south, Ijebu Ode, ard Ijebu-Remo. It is reckoned that 68%
of the population live in the rural area. According to the Ogun State
Official Gazette No.21 Vol. IT published cn 22nd may, 1986, fifteen major
towns were classified as urban, ard twenty as semi-urban. All the remaining
villages ard hamlets are classified as rural.

The State is a homogenous one, inhabited predaminantly by the Egbas,
~ Egbados, Ijebus, Ijebu~Remos, Aworis, and Equns, all belonging in the main

to the Yoruba ethnic group. cCitizens from other parts of Nigeria as well as

expatriates also reside in the state in fairly large mmbers.

Languages: Yoruba is the lanquage of the predominant majority of the
citizens of the State. English (the country's official
language) is also widely spoken.

3. Econamic Resources:
Agriculture
Agriculture is the principal occupation of the people of Ogun State.

The major food crops include rice, maize, cassava, yam, plantain, ard
‘bananas, while the main cash Crops are cocoa, kolarut, rubber, palm oil, ard

Cqun State is fairly developed industrially, because of its rich and
diversified agricultural and mineral resources. The latter include
limestone, chalk, phosphate, clay, and stcne. Among the industries
opgrati.nginthestatearecementmaking, food canning, rubber foam and

10

¢\



Date Begun

Table 1A

<
CC’\OK) TATE

) 19830 fee® Dimrniaurien . by Feena vy Neg

N IR : a 4 5 s 7 " e Is |10 fu
LY TSR L VST PR ool el Rl RSB e O e - e
0-42] g duLn _iﬁ_‘l'sq 21496 | 32310 S3S1Y] 4705 | 230y, 2315L | 3274y
3 ’_} _FHouL | 345856 21190 22114 | %0521 | SoL:y | H4uor | 27022 | 271LY [ 243543
et wore | audsy | 2onqy | 29563 | 23zes | 3870 | 29us | zowes | 20774, 2T
P.LS_J <1:Td f 18779 | 14Tt | J747 | w57z | 27489 | 29207 | 4Lz | 14748 | 1937)
za-‘\l‘i He 120 2906 | 23147 21349 | 2wosq | 49, 38651 23054 | 237 L | L2
b_‘-zi’ 4120 2950¢ | 273191 27348 2Lo3a | 4314 R CES 2v0s8Y | 23172 | il
soad  2eaas [ z2eas L 790y | 21025 | 19922 | 23045 | 29200 | 17w | 17782 | 2v90e
3:;--:" 3172 eiod | 12wt | 1448d | J4212 | 29573 | 207LR | 12582 | 12 wdT | 1704y
'40._.}4° 22133 LT Hey 13,24 | 11148 214771 119900 4Ly | nszL | 15529
| AL toos) | 7oz | 433y | 2370 1970y | e | 795y | 7844 | oLl
sl 1vure | ador | 7392 3731 5249 137ed | 12120 7347 | 7334 | 9495e
2330 0en | war | 30 A 4187 7278 | Ldu 3235 | 3904 | T i
sege ltzoy | w019 | 4779 [ seqs | <dus | 3299 | 7840 | 4150 | 4174 | pyao
es 22 s 1083 | R0y 10o06) | 95612 15360 | 13472 8464 2509 Hees
tovhy | €o2 2 { 270000 fLiayas | 15089 | 21140 | 399 [ adgdso | vy 212G 0| 22490

17

18 | . ] Grang | Toral 234 1520 o

19 | 2§ty

20|

21l U sul femod .

2 Foeosgrn R | 88506
T 1te Inin R = | 270104

24 [\reol = |us3a7) .

* oty &= 1771769

“i Sheofiy Koo | 285917

27'

28 |

291! -

30 *

n 7

11

‘g__b



Date Begun

. Table 1B
Oauvn svave

Mo et {ufd hisrRworion

(P cat  |* accr |7 0aTE ¢ Ex/pep 3 841. 76 Fump Tck e “MenJ" 10 u
L R8c cxord 16o/org oveoa | RS | Eahsoleviavo ‘L‘)‘i’i“")‘f"cj 080 ) WNesd o0 |
Oﬂzlizm‘l_ qiBS1 32302 | 38860 ) 3uq2d | Li2ez | Taq7i | 32700 328L7 144286 §
s-1’i L1717, ] 295351 21081 [ 3L | 3aukq 27871 | 50984 | 30700 | 3todg AL P I B
et il 472049 | 20238 V_z_s-;n 28077 |2Li8s | 9dze2 38995 232 | 22747 éj?jj__
Ftl 3vssy Joidue [owsre [ 9532 [ 19999 | 3922 27683 1b772 |ILgsy | 22713
Pl 52219 ) 33720 | 2esie | 3iave | cvres |wannr [ dsug | zenss| 2evig AN
sn 7| 'v2719 | 33728 | 2esie [21318 29763 4737) | Hid9u) 26358| 2¢988| 2509,
seuy ) Hods 7| 25228 20398 | Luorw |229uz 3;3«37 33377 | 20223 | 20327 | 271%9
$530° )] 28774 | sgvoe | sqar2 17093 | Je2Ys | 20 949 23739 | 14383 | 14957 /9479
2wl 20215 Jru17s | 43185 5573 | 1990, 245562128 | 13.104| 430941 1774y
Swt 07959 | 11990 %033 | sowed]| 1040 g1 | /4817 | £977 | o2 | /2158
fegi- | 16801 | 10947 | 29454| 995/ | 9425 /5734 | /386y ) §3%g| 44 | 1137¢
gl $288 | vess| 4vee | s217 | sors| 3349 2329 | d4do | 4 | &oid
el joger | 4949 | 5463 wysa ©s33 | 70173 §162 | 5910 | 5458 | 70 9¢
5.0 /9359 | s2385 | 9937 | 1isas /0930 | J8130 | /X2 e77| 9727 |11 i0q,
fzrnf_’ Y327179) 30830 ¢] 292522 250 1421272 572] 452118 | 398313| 241325 owisez] 320233
17
18
19
20
22
" 22
- 23
24
25[
:s;
27!
Zl‘
29
0|
Jll
12

oL
v



Date Begun

Table

1C

D(‘;on Srare Pow,;-sz gSWA_
(A3 1985 -1 990

e 1980 19K s
| . 1 \ \
e o e vV e e ¢ Y em 2 T
e 2 3 4 Iy 6 7 8 le f10 fin
_ ‘i O~ 103263 | 10899 | 2101Lg | 15L200 | w2STL] D18777] 182Fd |190208 | 373152 _}
2l s-9 43¥497 1 9894|1831 | 1Sozue | tapsuy | 20113 [1Teaq | 17299 222992 ___l
’! to-14_ | %0LZ29 [ 71097 1 1S178L | 122004 | 108250 23% 39,1 142341 [ 126718 | 2LTLal i
___:_.}_Li:-'_‘l_ 39U 83 | 48174 | 107857 | 29428 | 1357% [ 1uvZot]oszuy | FLazs 1S ———{
N 20 24 TS5 | 9336 1LTd29 | o | 1Ni297 | 22Lded 1t 20| ler 399 | 100 728 :
il 25-29 TiobY | 48370 | L9433 | 167900 | 199004]| 250004 ] 12020y | 179421 | 100725 '
Tl 3em3g | g8%0 | g | 2943t Ey17 | dosdar | 192198 | 103R4q | 126927 [ 230976
- A
S 3s.3g | dsoar | 4rvis | 9240y | prrer | 1050 | 1deriw] Ba<2s| 22707 [1dine
| 4o-ud 43231 | dinds | 84281 | e31se | Laste | 279de] TLaga] 7327y |49 cac
Olds-44 | 2ozl 27399 | SR | 45509 | Y2008 | 87517 | 3271 | 44174 | s0244s
Bllse-sy ] 2772y Jreviz | sdeys | 91954 | 4o | 8vt70] Y287 duasa| 95ars
215 5-59 Were | 15196 | 284l | 23510 | 2077¢ | 43288 | ze3da] 293in| zewrr| A
-
Pllecwy | 19334 | 1esis | 3980q] 2805u | 24%79 | 52933 | 229490 | 29, 22 | wrag | -
1l s 2154 | 30742 [62197 | W8y | qu2z2e | 99239 Zesz0f £9 | voau E|
Bilreran [ 7rquwis] raiiai[iszoacd] neor3y]e181L |28 s2000] 124707 1900 310 17545889 }
T TTE. | 3
10 e | T | e )
17 . Z, ia
o-4 8906t [ 19u2727 [ iRe sy iy | 12491¢] ddioy 3 <
ERR
0 5-9 §igyade | ugzavy] deddpa] 208319 | 203319] 4iLu8 3 33
. o Qe 7
Bl 0-d [ 91744 | avioan (278775 | 1wekan | 99772 ] 215 Lun =2 y P
mu‘
200) ,5-14 1103347 | Gq0<e 19790y | 129422 | 10799 | 220221 » v 6 = 4
zx[ ~ M -
20-24 | 134927 | 171022 | 310949 [ 159956 19544 | 355 4uy o I I e
. » £ d "4 ‘ﬂ -~ —
Bl 252 | 130598 | 190351 | 316949 | 149250 | 20052 3wy - § o3 ¥ 4
23| 3p-3d | 107366 | 130242 | 230622 122790 | 150022 | 272708 R
1 T . )
M aw-w ognisa | gusss| awsrie | dvesa| 28938 | /93997 -, .
23 -4 | 7 5 q M1 233 LT
40 985Sk | 75764 | 154 2o | Fot1d6] BuGot] 1767Y¢ Q- Ml e w A
- . . o< ~Npa
O 45-40 | ceox2 | 5084¢ | 105528 | (290d | S5t | 121088 “ W ul 7.
- " e
7l sp-sq | 50538 | qsse | Aa0a9 | £7770 ) S5504 | 113279 K w ol 0 e
3 we
Wlisc-gn | 27245 | 25949 | 2 394 | 30949 | 28748 | 59890 g 9 Sz
20 | ) 3 =T,
I co- 1y 13427 | zovr | bdowq| 38816 | 34421 73237 3 DN
| . 3 Tl
00 ks S8237 | <9acCl | M4IBL | 6LSE8 ] L3957 | a0 i <F : Z|=Z
| . ’
Bt ioran | 13a8rs| WsqLds] 2847501 1w92)9d jLL279%] 3159 s

13




Infrastructure
(a) Roads

The State is serviced by a network of good motorable roads. The Express
way from Lagos to Ibadan passes through Ogun State with access at Shagamu.
Two major roads linking to the Northern States, two others linking to the
Eastern States of Nigeria, make Ogun State easily accessible by road to all
parts of the countrv.

The Idi-Troko border which falls within the State serves as the gateway
for thousands of foreigners caming into Nigeria by land through the Republic
of Benin. The Iafenwa Railway Station in Abeokuta has also grown to become
an important market center as all train services from lagos to other parts
of the country pass through it.

(b) Water Supply

(c) Electricity

Most of the wrban towns are provided with electricity. the rural
electrification scheme of the State goverrment will provide other areas with
electricity within the next few years.

‘4, Education:

Besides expanding the base of primary, secondary and tertiary
education, the State Goverrment is giving great priority to vocational and
technical education. The State Governmant has established a Polytechnic at
Abeckirta which will provide the middle-level manpower needed for the
industrial development of the State, There are about eight technical
colleges, offering among them twenty-two different courses. There is algo
the Ogun State University which has been established at Ago-Lwoye.

5. Tourist Attractions:

Tourist attractions in the State include the Olumo rock, Oba's Palace
at Ake, the Centenary hall, all in Abeckuta and the Obanta Cenotaph at
Ijebu-0de. The Olumo rock, according to history, served as a refuge for .
early Egha settlers. It is regarded as a protective shrine, and yearly
sacrifices are made to its deity.

The Oba's Palace at Ake, built in 1854 as the official residence of the

Alake, the traditional ruler of Egba land, is noted for its heavy
concentration of antiquities and relics.
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6. Financial Situation: State Reverme and Expenditure

The analysis of the financial situation of Ogun State is carried out
below on the basis of the two-tier administrative system e.q. the State
Goverrment and the local govermments. The following tables 2 and 3 depict
respectively the total actual experditure and revemue of the State
Goverrment for the 1981-1985 pericd. Tables 4 and 5 contain revenue alxd
expenditure data for the 10 local goverrments of the Ogun State.

(a). State Goverrment Revenue and Expenditure

Total revenue of the State Govermment, as is the case in all other
states in Nigeria, is composed of two main camponents:  internally generated
reverne, and the statutory allocation frem the Federal Account. The latter
has so far been the more irportant companent, thus pPresently accountirg for

Of 48.4% in 1984. 't remained samewhat stable in 1985 at 48%. Against this
ascerding trend, Federal Goverrment statutory allocations experienced a
consistent decline from 1981 through 1984, before a substantial increase
occurred im 1985. In view of the considerably high share of the statutory
allocations, State Goverrment total revenue was adversely affected fram this
decline until 1984 when internally generated revenue had already reached a
critical proportion of the total, It, thus, became possible not only to
campenséte for the shortfall, but also to raise the overall financial
availability to the state by 193. The rise in 1985 which reached 46% was
accountad for equally by internal and statutory revenues.

It will be noted that taxation has been the predominant source of
state-generated income until 1984 wien efforts to diversify revemue became
effective. Fiscal reveme represented 51% and 59% respectively in 1984 and
1985, and this compares with an average of 80% during the previcus years of
the pericd. ‘

Although a significant reveme-generating development does not appear
from the state Ministry of health (SMOH) cost recovery practice, the State
Health Board (SHB) has experienced a major progress in this area. In 1983,
'its incame increased by nearly 20-fold from a rather insignificant base
level, but the rise continued six-fold in 1984 and doubled again in 1985,
The share of SMOH and SHB in total internally generated revermue thus reached
2.8% in 1985 as against 0.3% in 1982.

A significant outcomn arising from a comparison of total revenue with
actual expenditure is the major shift to improved financial managament
practices which began in 1984. The former part of the pericd was
characterized by constant deficit financing and international borrowing.
Actual revenue as percent of actual experditure fluctuated between 63% and
81%, the deficit reaching as high as 80 million Naira in 1981. A more
piudent and cautious financial management practice has been operating since
1984 and is generating an annual budget surplus.
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The experditure pattern of the State Goverrment has two predominant
features:

(1) the consistently eroding ratio of capital to total
expenditure which dropped to 14% in 1984 from 362 in 1981.
In absolute terms, the drop was even more dramatic as the
1984 figure is bearly one-fourth that of 1981. The
Department of Lands and Housing seems to be the only case to
have improved its position both in absolute ard relative

- termms. As a consequence of the sharp drop in investment
funds, and the decr2ase, however smooth, of recurrent
finance, the share of personnel emoluments in total recurrent
experditure 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 delivery
system, as the share of salaries in recurrent exrenditure
reached as high as 98% in 1984. Procurement of expendable
materials and supplies were greatly curtailed leading to a
deteriorate services directly related to the emerging
imbalance in the experditure pattern.

(2) The breakdown of actual recurrent expenditure by selected
- departments is shown in table 2B. It will be noted that
expenditure through the SMOH and the SHE was sustained at an
increasing level from 1981 through 1983. A decrease of only
7% occurred in 1984 when total recurrent financing fell by
17.5%. In terms of percentage share in total recurrent
expenditure, 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 same period the share of edu ation declined from
5.8% to 2.6%. Agriculture experienced a decline until. 1984
when its share suddenly moved upwards to 5.4% the highest
during the pericd.

(b) ILocal Govérrments' Financial Situation

Tables 3 though 5 give the details concerning the finances of each of
the 10 Iocal Goverrments in Ogun State. Unlike the data on the State
Goverrment, information on local goverrments in presently available only for
1984 and 1985. There has been, in each of the Years reviewed, a project-tisd
contribution fram the State Goverrment.

Local Govermments like the State govermment, have recently practiced a .

cautious and prudent financial management. Indeed, the coverage of
expenditure by revenues was 116.1% in 1984 and 105.2% in 1985.

Table 5 shows the distribution of actual expenditure by selected
sectors. It will be noted that nearly one-third of total recurrent
experditure has been devoted to health, while the share of education
remained constant at 2.8%. Agriculture represented 3.7% in 1984 and 4.5% in
1985,
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goverrments' total recurrent expenditure absorbed nearly 94%, leaving

The distribution of total expenditutre, however, indicates no
significant characteristic feature, as capital expenditure amounted to 30%
in 1984, but jumped to 60% in 1985. Agriculture has been the main sector

receiving investment funds followed by health in 1984. Health was preceded
by education in 198s.
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OGUN STATE GOVERNMENT:

ESTIMATED AND ACTUAL REVENUZ

Table 2A

1981 - 1985

E: Estimated

A:  Actual
(THOUSAND NAIRA)

; 1981 1982 1983 198, 1985

EVENUE SOURCE

E A E A E A E A E A

i INALLY GENERATED 37u63.8 | 10891.1 | 58117.3 | 10486.0 [74,090.5 |25573.1 | 98113.7 20797.6 13290116, [ 7hok1.8
|
| Finance 15650.0 | 8861.0 | 20000.0 | 15566.9 |280:6.0 | 200240 35272.3 |'26010.6 (L9667 .9 | LL030.5
' Local Government 68.7 89.1 73.6 10.5 5.2 31.5 18027.5 119.7 18003.0 16533.3
I Land & Housing 12000.0 | L72. 9 | 30500.0 | 1248 .8 | 6550.0 | 2219.0 | 10840.0 | 2939.1 8060.0 | 3913.2
! Fisheries/Forest/ . :
| "ater Resource 3766.0 L35.4 2450;0 521.4 3132.5 783.7 1606.0 168.6 2926.0 1337.8
! State Health Board| 281.1 - 250.0 7.7 261.0 150.5 260.0 [  915.9 | 1000.0 1836.5
1
| earen 1532 78.9 3L9.0 53.3 278.8 132.5 261.8 350.6 300.0 252.6
[ Other 55uh.8 | 953.7 Wdh-7 | 1077.4 [ 35617.0 | 2231.9 | 32046.1 | 20293.1 | 52017 6137.9
3 RY ALLOCATION 140721.5 (1268327.8 | 159307.L [190572.1  [100339.6 [105356.8 | 109117.7 | 104941, 9 111187.0 1154140.9
|
WLL3TATE COV!TREVENUR176185.3 [139218.9 | 217,247 133058.7  [1744,30.1 [130931.9 | 207231.1 | 155739.5 [244086.6 | 228182.7
£ af internally
A 7.8 13.9 19.5 32.6 2.4
r lgevenue (%)
T I SMOH & SHB in
£ illy generated 0.7 0-3 b 25 Ea
€ e (%) |

‘"Actual Revenué as

+*atal actual ) ' ‘ 3.

gtal o 63,0 81,2 739 HRAER: 143 2
- " —4

Source: SMOF & EP
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Table 2C

OGUN STATE -GOVERNMENT: ACTUAL EXPENDITQRE BY CATBGORY ANB. SELECTEP DEPARTMENT-

(Continued)
1981 1982 1983 1984
EXPENDITURE A A A A
ITI.  OVERALL TOTAL 221133.6 163891.7 177225.7 136720.1
Salaries as % total
Recurrent 69.5 .2 69.6 81.6
Share of salaries in
;hiegsgizgtsZ;;g;diiure 73.5 89.8 - 92.7 8.0
1
Source: SMOF & EP




Table 3

CGUN STATE: LOCAL GOVERNMENT "ESTIMATED AND ACTUAL REVENUE . 196 - 1985

nw

184

(Thousand Na‘ra)

E: Estimated

A: Actual
e —— e ;
LOCAL GOVERNVMENT 198L 1985
E A E A
ABEOKUTA L676.3 3950.2 7149.0 5053.4
IJEBU-ODE 64429.8 3268.1 7020.5 466l .6
EGBADO SOUTH 8405.9 | 2917.1 6353.0.1 Lh21.9
EGBADO NORTH uybo.y | 1773.4 gusz.o' 2696.6
IJEBU NORTH 3297.6 1997.5 2966.3 2614.0
IFO/OTA 1755.2 2701.9 5370.6 3707.3
IJEBU REMO 6374.9 2993.1 54199.4 k199.9
OBAFEMI/OWODE 2509.2 | 1878.9 W10.2 | 2661.4
ODEDA 2447.3 | 17868.8 2520.7 | 2401.9
IJEBU EAST 1145.5 1573.9 2253.0 2331.0
TOTAL LOCAL GOV'TS yL522.0 21;81;:;!.9 4s705.1 | 3752.1
Ini:ernally Generated Revenue —_—
Statutory Allocation from
Federal Government ) —
e Saate peontrdbution 500.0
Actual Revenve as ¥ of )
total actual expenditure 116.1 105.2

Source: SMOLG & SD
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TABLE L :

OGUN STATE: LOCAL GOVERNMENT ACTUAL EXPENDITURE, 198L; 1985
1081, 198¢5 (Thousand liaira)

roou. Govt. | QDRERNY Swtery giher o Toved | cgpined 20t 5% mpproves | saary [qpner - frotay T onmstfroun
) ' rent & Capital| Estimate ' : : * e Capi

ABEOKUTA L615.9 | 1630.7| 309.2 [1939.9 [ '393-L [3333.h  f 7W3A [ k2.2 [735.7 °f2159.9 | 1941.6 [L10s.
IJEBU-ODE 6540.2 1335.0| 245.6 | 1580.6 1158.9 [2739.5 6940.2 | 1272.9 | 4.9 [1347.8 2753.3 |L101.4
EGBADO SOUTH | 8672.2 1966.1{ 568.7 | 2534.8 240.8 |2775.6 BL2L.0 1p02.4 Jukl.0 j1846.14 2205.5 | LL051.¢
" NORTH | 2950.7 956.0| 79.3 ] 1035.3 432.7 | 1466.0 2417.9 766.4 | 32.6 799.0 2032.6 | 2831.6
IJEBU " Ly71.6 86d,9| 183.6 | 1044.5 38E.7 | 1433.2 1.4 861.9 [551.3 1433.2 1691.1 | 3122
IF0/0TA 5826.3 1270.5| 366.9 | 1637.L 593.6 | 2231.0 $359.5 927.4 {37h.7 [1302.1 2516.L4 | 381F.%
IJEBU REMO 7107.2 1658.2| 277.1 1935.3 9,7.6 | 2882.9 Su53.1 1193.3 | 305.5 [1498.8 2880.7 | 4379.¢
OBAFEMI /OWODE | 3982.4 1060.7] 31.Lh | 1092.1 493.1 [ 1585.2 L408.5 800.5 {287.7 |1088.2 1362.9 | 2u51.*
ODEDA 6426.0 1063.9| 208.9 | 1272.8 113.6 | 1386.4 2516.4 784L.0 | B82.4 866.1 1046.5 | 1912.8
I1JEBU EAST 2144.3 675.7) 51.7 727.1 830.7 | 1558.0 224,7.6 690.8 | 37.4 728.,2 1522.6 | 2250.7
TOTAL 1G'S  52736.7 |12477.7 |2332.L [1h800.1 [6593.1 | 21393:2 |u9322.0 [10143.8 | 2526.1 |13069.9 |10953.2 | 33023.c

Source: SMOLG & SD



Table 5

OGUN STATE: LOCAL GOVERNMENT ACTUAL EXPENDITURE BY CATEGORY AND SELECTED SECTORS,” 1968 - 1985
A: Thousand Naira
B:. As percent of total
B . As percent of recurrent expenditure

T

~TYPE OF RECURRENT EXPENDITURE| PERSCNNEL
TURE CAPITAL EXPENDI- { :
EXPENDI EMOLUMENTS TURE TOTAL EXPENDITURE
'SELECTED A B A B A B A B
 SECTORS
!m)\;'r. 8y 14,803.6 32.5 14509. 3 93.9 659.8 10.0 5463.4 25.5
' 8s 4079.2 31.2 3848.7 .3 1413.9 7.1 5493.1 16.6
EDUCATION ¢ 408. 1 2.8 354.8 86.9 565.2 8.6 973.3 L.5
o 85 365.1 2.8 241.7 66.2 1612.1 8.1 1977.2 6.0
“ AGRICULTURE .
ey 547.3 3.7 372.5 68.1 -976,0 14.8 1523.3 7.1
85 586.7 L.s 333.2 56.8 1682.2 8.4 2268,9 6.9
COMMUNITY DEV.
Bl 620.1 L.2 571.3 92.1 26.8 0.k 646.9 " 3.0
8s 590.8 L.s 516.0 87.3 151.9 0.8 742.6 2.2
OTHER .
ey 8421.0 56.8 6669.8 75.2 L4365.3 66.2 12786.2 59.8
[t 7418, 57.0 sa20y.2 69.9 15093.1 75.6 225L1.Y 668.3
TOTAL 8L 14,800.1 100.90 12477.7 8.3 6593.1 400.0 ‘£1393.3 100.0°
85 13069.9 100.0 10143.8 77.6 19953.2 100.0 33023.2 100.0

\-

\

Source: 3MOLG.& 3D




II. Health Status of the Population

A. State Data at a Glance
Location: Ogun State is located within tropical Nigeria; bounded on West by
the Republic of Benin; on the Sauth by Iagos State and the
Atlantic Ocean; on the East by Ondo State and by Oyo State on the
North.
Area: 16,409.26 Square Kilameter
DEMOGRAPHY (ESTIMATED)

1986 Estimated Population: 2,847,511

% Urban = 23%

Intercensporial Growth Rate = 3.4% P.A,

Children (0-4 Vis) = 385,839

Wemen (15-44 yrs) = 733,988

Total Fertility Rate = 6.2

HEATTH STATUS INDICATORS (1986 Estimates)

Crude Birth Rate = 45 per thousand pepulation

‘Crude Death Rate = 14 per thousand population

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

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

Life Expectancy at Birth (years) = Not Available

Health Services Indicators

Population per Physician = 15,400

Population per Nurse = 1,800

Main causes of Morbidity and Mortality = Malaria, Diarrhea, Respiratory
Infecticus, Accidents, other
Infections Diseases

Economic Indicators

Major Industries: Agriculture, Mining and Mineral processing;
Fharmaceutical; Cocoa Production; Forestry

24


http:16,409.26

B. Health Problems

The pattern of morbidity and mortality in Ogun State appears not to deviate
remarkably from overall estimates for the nation. While no precise age or
disease specific data are presently available, a number of indicators (hospital
case reports, out-patient visit statistics, experience and cbservation of State
Ministry of Health personnel and village surveys done over the past years in the
region) suggest that malaria, gastroenteritis/dysentery, pneumonia, measles
together with nutritional and skin problems and accidents continue to constitute
the major causes of morbidity. Ccase fatality data from health centers while
incomplete indicate that malaria and other infectious diseases, respiratory
diseases, and tetanus are the commonest causes of death. These corditions,
together with child birth, genitourinary and mutrition related disorders also
constitute the major causes of hospital admissions.

FROPORTIOUAL INFECTIOUS DISE.SE PATTERN

OF CASES SZEN AT COMEREHENSIVE CARE CENTERS

CGUN STATE * (1581-1685)

1981 1652 1083 198, 1985
¢ 0 ‘i < %
PaliRIA 7h.3 75.3 75.6 76.1 76.3
CYSEZUDLRY /GASTROENTERITIS 5.8 5.9 7.9 7.9 £.0
"ZASLES 0.8 8.7 6.6 6.3 6.3
TUZUNONTA
IUCL. WHCOPING CCUGH) 9.6 8.6 8.0 7.7 7.k
CHICKEN FO 0.5 0.l 0.9 0.9 1.5
SCHISTC3NINSIS 0.5 0.5 0.7 0.8 0.2
30 (SONCRRETL) 0.1 0.1 | 0.1 0.2 0.1
TELTITIS 0.1 0.3 | 0.1 0.1 0.1
TLTANUS 0.2 .2 0.1 0.1 0.1

* Lstimated Level of Peporting = 10
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C. Current Indicator Ievels

There is presently no accurate information available concerning infant or
maternal mortality rates in Ogun State nor aie fertility or birth rates yet being
systematically measured. Nevertheless, it may be assumed that substantial
overall reductions in mortality have occurred in association with improved
maternal and child health services, the introduction of oral rehydration therapy
(ORT), the expanded program for immnizations (EPI), and widespread Health
Education 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 bevore their fifth birthday,

= Deaths in the under six year olds represent J1/z of total deaths,

- The vast majority of these deaths are Preventable i.e. by
immunizations, better hygiene, improved nutrition and by early
primary care intervention as for example with ORT.

= Maternal mortality (estimated at 15/1000 live births) is likewise
la.rggly preventable by better delivery of pre-natal and midwifery
service.

Thus, the principal preventable mortality in the State involves child
oearmg wamen and young children and is susceptible to reduction by existing
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ITTI. Existing health Services Delivery System:

A. Organization and Administration of Services:

Health care services are provided by the State Ministry of Health (SMOH) ,
the State Health Board (SHB), the Iccal govermments (IG), private health
Practitioners, Voluntary Organization (NGCs) and by Herbalists, spiritual Healers
and Traditional Practitioners, including Traditional Birth Attendants (TBRAs) .

1. State Ministry of Health (SMOH)

the permanent Secretary as chairman, before being referred to the
Cammissioner who in turn, as the need arises takes such policy issues to the
State Executive Council through memoranda for consideration before finally
becaming State Policy. the functions of the Ministry of health include the
following: ,

(1) General formulation and control of health policies;

(ii) Iagislation relating to health matters;

(1ii) Supervision of medical and health training and research institutions

in the :tate 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 anmd 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 Ievel on all health matters and bodies
including the Nigeria Medical Council, the Nursing and Midwifery
Council of Nigeria, the Pharmaceutical Board cof Nigeria, the Royal
Society of Health, the West African Examinations Board and the
National Council on Health;

(x) Liaison with the Federal Ministry of Health and International agencies

and crganizations en health matters:

(¥i) Procurement of drugs for and administration of the drug revolving fund

scheme.

2. State Health Board (SHB)

division with a broad based of executive and administrative
responsibilities, the State Health Board managed and controlled all medical
facilities and their staffs. Goverrmental restructuring efforts in 1980 and
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1985 have emphasized the need for clarity in the administrative chain of
command with respect to healch: issues; and the need to consolidate a system
wnich had become fragmented and duplicative. The current structure is
expected to improve the overall functioning ard cooperation by departments
responsible for the administraticn of health activities.

The Camissioner for Health is the Chairman of the State Health Board
(SHB). The Chief Medical Officer (@), the chief pharmacist (SCP), the
Chief Nursing Officer (CNO), anrd the Permancnt Secretary (PS) Ministry of
Health serve as members. The Executive Secretary to the State Health Board
serves as a member Secretary to the Board of Directors. '

The organizational chart of the State Health Board (Appendix B) does
not reflect the presence of a Medical Services Division as clearly as that
of the preventive Services Division. The fact, however, that there is no
- designated functicnary for those divisions in the State Health Bcard does
not mean that such services or such divisions do not exist. Thecretically,
the Chiel Medical Officer «nd the Chief health Officer, even though they are.
officers of the Ministry . f Health), exercise both advisnry and supervisory
roles aover the activities of the Medical and the Preventive Health Services
of the State Health Board. Similarly the Preventive Health Services officer
of the Ministry of Health is administratively able to ccordinate preventive
health services that gn on under tne umbrella of the State Health Board such
as Health Education, Malaria Control, TB Control, ILeprosy Control, EPI/ORT
etc.,

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

1. To manage and control all health institutions taking charge of
activities and preventive services of the State Govermment ;

2. To execute the general health policies form:lated by the Ministry

of Health and approved by the Goverrment;

To provide and standardize all hospital equipment in the State;

To appoint, post and discipline health personnel from grade 07;

Tn promote health persomnel from Grade level 07 subject to the

approval of the Military Govermor; :

6. To appoint, confirm, promote and discipline administrative
emplcyees Grade level 01 - 06;

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

8. to advise on revemue gensration within and in keeping with
Goverrment Police on Health Services:

¢, to initiate amd control cuilding programs of hospitals and health .
institutions in accordance with Goverrment Policy and to maintain
buildings and equipment use ‘n health instituticns.

10. to purchase equipment and food to be used in health institutions.

bW
* e @

3. Zonal Health Boards:

The State Health Board functions through five Zonal Health Boards:
Abeckuta, Ijebu-Ode, Ilaro, Shagami, and Ota. Each Zonal Health Board is
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canprised of the following members: Host Senior Medical Officer (Chaixmap) '
Host Senior Nursing Officer, Host senior Pharmacist, and an Administrative
Assistant appointed by the State Health . :

4. Local Govermments:

Health services are provided by the ten Local Goverrments in the State,
which have health departments within their organizational structure
(Apperdix B). The activities of the various Local Goverrments are monitored
and supervised by the State Ministry of Iocal govermment and Cammunity
Development. There is no direct arnd clear cut supervisory mechanism iinking
the Ministry of Health and the MOIGCD. ILocal. Goverrments are responsible
for ernvirammental sanitation in their areas of jurisdiction and also operate
skeleton meternal and Child Health Sexrvices. Efforts are being directed
towards increasing the capacity and capability of Loczl goverrments to run

5. University 'feaching Hospital (UTH) Shagamu:

The Cgun State University Teaching Hospital has been established on the
site of a former State Hospital in Shagamu. the University Teaching
Hospital has established formail linkages with the State University System
but is administratively the responsibility of the State Ministry of Health.

The University Teaching Hospital currently cperate as a 96 bed facility
supporting a full range of tertiary care departments. The institution is
ergaged in a phase of projected rapid evpansion and anticipates the opening
of another 62 bed ward later this Year. Ogun State UTH is required to
expand its facilities in order to retain its accreditation and plans to
accammodate 265 beds by the erd of 1986, 500 beds by 1988, and 1000 beds by
1990. Seventy three Medical Students are registered in the various clinical
training programs and these are supported by the small core of full-time
faculty supplemented by the part-time imvolvement of faculty from Nigeria's
other medical schools and participation by members of the State Ministry of
Health 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. Govermment Health Facilities

The categorization of Health facilities in Ogun State is based on the
referral system flow pattern. the first levels of contact are the health
clinics followed by the Primary Health Centers and the Comprehensive Health
Centers. these together form the Primary level of Health Care. Cases from
the primary health care levels are referred to the district general
hospitals, and State hospitals in that order. the trio i.e. Community,
District, and State Hospital together form the secondary level of health
care. 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 chavacteristics of the planning of health institution are as indicated:
A. Health Clirics:
These are makeup of dispensaries and maternity centers.

- Dispensaries: These are health facilities that are manned by
dispensary assistants. There ar no inpatient beds. Mirnr
ailments are seen and simple treatments such as wound dressings
are undertaken here.

- cemities: These are health facilities where maternity cases
are handied. Midwives and ward maids are in attendance. Numbers
of beds are limited to about seven. both dispensaries and
maternities are controlled by the Iocal Goverrments. A doctor is
not resident here but visits on appointment days only.

(1) Erimary Health Centers:

General practice doctors are usually resident here. Numbers of beds are
limited to fourteen. There are wmore activities than at the
dispensaries and maternities. Minor operations such as hernia repair
can be performed. Each center is equipped to serve a population of
between 1.0-20,000. The Primary Health Center forms the base for
Community Health workers - polyvslent workers who ave trained for the
delivery of Primary Health Care. ’

(2) Comprehensive Health Centers:

Are simiiar to Primary Health Centers exzept that:

(a) bed number is increased to 30

(b) the services of a Public Hezlth/Community Health Physician are
available

(c) sexve a larger population

(4) are rural based.

B. Referral heélth System (Secondary Health Care):

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

(1) serve a population of up to 50,000
(11) beds are between 40 ard 60
(iii)  serves peri-urban centers
(iv)  generalists doctors man these hospitals but they may be more
than one in :imber
(v) more complicated cases are referred here fram the
camprehensive health centers.

(2) General Hospitals:

(1) serves a population of up to 100,000
(ii) beds are in the range of 50 - 100
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(iii) serves semi-urban centers
(iv) facilities are usually large than commmnity/district
hospitals -
(V)  experienced generalists doctors are in attendance
(vi)  Better equipment is available in these kind of facilifties.

(3) State Hospitals

(1) serves a population of up to 250,000
(ii) beds are in the range of 100 - 200 but may be more
(1ii) services of specialist doctors, murses 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 Ievel Health Care: Teaching Houspitals

(1) More specialized services are provided
(i)  Specialist doctors are in atterdance
(iii) 1Training centers for doctors nurses, midwives and other high
skilled health personnel.

Ogun State is fortunate in having build wp a fairly extensive network
of health facilities distributed through the ten Iocal Goverrment Areas.
Each Local Goverrment Area has from 28 to 87 health clinics totally 3,736
beds. There are 1.3 Health Centers in each Local Goverrment Area, totally
450 bads. In addition, there are 4 Camprehensive Health Centers with 224
beds, 65 hospitals with over 3,500 beds, and 39 non-goverrmental maternities
with 301 beds. There are also 19 private out-patient clinics. Distribution
of these facilities and the range of services offered are shown in tables 7
& 8.

7. Private Healt) Facilities:

These consist of Mission health facilities, private hospitals, ard
clinics as well as Maternity Hames. This group of health care providers are
inspected and registered by the Ministry of Health and their activities are
closely monitored by the Inspectorate Unit of the Ministry of Health for
strict compliance with established standards of practice, equipment, and
ranpower.  From the 10 care point of view of particular interest are the
only two mission hospitals operating in the State. Sacred Heart Hospital is
Abeckuta is a 300 bed, general hospital which carries out fee for service
Maternal and Child Primary Care Programs (including 25,240 immunization
services, 5,400 deliveries ard 36,000 child welfare visits annually).
Sacred Heart obtains much of its drugs and immmnization via "Chanpharm" and
operates 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 designed to offer tubertulosis treatment and control services to
the people of fgun State. This facility is equipped with modern diagnostic
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equipment a camplete laboratory and is attended by a full-time specialist in
chest diseases. St. Joseph's Hospital, Ijebu-Igho, is a 120 bed, general
hospital that also carries out significant 10 care programs (Table 7).

8. Traditional Health - Care Providers:

- This group of practitioners consists of Herbalists, Traditional Birth
Attendants, Spiritual Healers of the various Religious Denaminations, and
other alternate sources of health care. An attempt has been made to
identify and register herbalist and traditional Birth Attendants and there
is a Committee made up of members of this group o health practitioners and
officials of the Ministry of Health in the State, the purpose of which is to
identify, standardize, and coordinate this type of care into the Western
Medical Care Svstem.

32



Lecal Government

Health Instituticns

[T

(e e ot

Primary Health Centre,
Ode Lemo and Cde Remo.

Family Health Centre,
Sagamu,

School Health Clin!cs,
Family Planning Clinics.
Health Clinics

ORT Clinics

Area
~beckuta = Primary Health Centre, EPI/ORT - coverage
Iberekodo . above 82,1%
- Family Health Centre, MCH/FP
Cke Ilewo,
- Communicable Disease
- 5§T°§1 Heallh Service Control of Diarrhoea,
ciinles. Malaria, Tuberculosii/,
- ORT Clinic Leprosy, @Quineaworn,
- Family Planning Trair- Schistosomiasis.
ing School School Health Secvices.
- Health Posts
- Health Clinics Health Education,
bnvironmentai Sanitation
l.imited curative
services.
Ijebu=Cde - School of Health Tech- As above
nology.
= Primary Health Centre,
Ala ldowa,
= Family Health Centre,
= MCH Clinic, Italapo.
= School Health Clinics.
- Health Clinice,
E Health Posts,
- Family Planning Clinics,
1)ebu Remo ~ Comprehensive Health
Centre, lIshara,. Ag Ahove

tgbado South

Primary Health Centre,
1di-lroke.

Family Health Centte,
Ilaro.

Family Planning Clinics.

School Health Service
Clinics

Health Posts
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Local Government Area
for the State Model
Primary Health Care
Frogrammes,

LPI/ORT coverage above
82,1%

MCH/FP

Communicable Diseage



Local Covernment
Area

Health Institutions

Activities

4555:405bv1ﬁ<kant>

Control e.qg. Diarrhoea,
Malaria, Tuberculosis,
Leprosy, Guineasworm,
Schistosomiasis.

School Health Services.
Health Education,
Environmental sanitgtion,

Limited Curative Services

Ijebu North

Comprehensive Hcalth
Centre, Ijebu-lybo

Primary Health Centrs
Ago Iwoye,

Health Posts.
Health Clinics.
Family Planning Clinics.

School Health Service
Clinics,

EPI/ORT - coverage
above 82,1%

MCH/PP

Communicable Diseases.
Control of Diarrhoea,
Malaria, Tuberculosis,
Leprosy, gquineaworm,
Schistosomiasis.

School Health Services.
Health Educatioen.
Enviroamental Sanitation.
Limited Curative Services.

Ijebu tast

Comprehensive Health
Centre, Iwoplin,

Primary Health Centrae,
Cgbere.

Health Clinics,
Health-Posts.
Family Planning Clinics,

School Health Service
Clinics, '

Ags above

Cwode/Chafemy

Primary Health Centre,
Cwode.

Health Clinics.
Health Posts,
Family Planning Clincs,

Scheel Health Service
Clinics

Odeda

Primary Health Centre,
Cdeda,

Health Clinics.
Health Posts,
Family Planning Clinics

School Hcalth Service
linics

As Above
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Local Government
nrea

Health Institutions

Actlivities

tgbado North

Comprehensive ticalth
Centre, Imeko,

Primary Health Centre,
Aiyetoro.

Health Clinics.
rcalth Posts.

-Famlly Plcnning Clinics,

School Health Service,
Clinics,

1fo/0ta

Primary Hcalth Centre,
Ifo.

Health Clinics,
Health Posts,.
Family Planning Clinics.

Zchool Hcalth Service
Clincs.

¥odel Practice Area
for the Institute
of Child Health,
Lagos University
Teaching Hospital's
Frimary Health Caras
Programme,

EPI/ORT = coverage
above 82,1%

MCH/PP

Communicable Disease
control e.g.
Diarrhoea, malaria,
Tuberculosis.
Leprosy, guineaworm,
schistosomiasis,

School Health
Services,

Health Cducation,

Lneiromental Sanitaty .
ONe

Limited curative
services,
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DISTRIPUTICH

Table 7
MIGERIA

CGUNT STATE,

CF EXIGTING HELLTIY FACILITIFE

(reen)

RY SCURCK

CF FUHDTLG

GOVERNMENT (FED,

STATE, LGAH)

I RIVATE. SECTOR

NCH=-GCVIRUMLLT B

|
|
[
I
_|
|
1

|

"HEALTH ZONE LOCAL HOV'T X - i N
AREA FHC REFERRAL M(‘H’EPJWTV REFERRAL REFLRR L
NO Beds " { Mo Beds ' No Beds " | Mo Beds " Ho Peds "
106 1:GE
ABEOKUTA L0 320 6 b7 10 27 1
ABEOKUTA ODEDA 35 289 - - - - - - -
OBAFEMI/OWODE| 31 21,0 - 1 25 - - - _
1F0/0TA - |IFO/OTA 36 208 1 100 5 57 13 290 - -
EGBADO SOUTH | 86 £.06 1 238 5 58 - - -
ILARO _
’ EGBADO NCRTH | LO 3ql, 1 L 3 2L - - - -
1JEBU-ODE 69 536 3 8o 2 75 - - - -
1JEBU 1JEBU-EAST 56 N 2 80 1 7, - - - A
IJESU-NORTH 28 264 o _ 6 LA 9 360 - -
SAGAMU - | IJEBU-REMO L2 427 L 156 9 7z 3 360 - -
TUTALS 463 78 18 lo)2 L2 223 52 Jetbh 1
/< .

—— s —— e —— .

* Estimated beds in 1986




TABLE 8

EXISTING HEALTH FACILITIES I oGul STATE, LIGERIA  (1986)
FRIMARY HEALT! CARE REFERRAL BEALTI] CARE
CALT : . GOVERLHII: =
HEALTH ZOKES LOCAL GOVERMMELT Healtn Healln [-ompreh- . Tertinry
AREA (LGAS) Health Clinics |Centers n;iX§th Clinics Hospitals Core
Posts CThS Facilities
NO Beds No! Beds | l'o[Beds Mo} Beds Mo Beds No | Reds
ABECKUTA 1 L7 376 P 50 -1 - . _ 31 | 2155 > | 60
ABLOKUTA ODEDA 1 33 [oey 1 25 -1 - _ _ _ _ _ _
OBAFEMI /OWCDE 1 30 [2,0 1 25 -1 - - - - - - -
IF0/0TA IFO/0TA - Lo {320 1 25 - - - - U | 390 - -
EGBADO SOUTH 1 88 |70, 2 50 -t - - - 1] 238 - -
ILARO = EGBADO NORTH 1 39 [312 2| so | 4] se - - 1] - -
IJEBU-ODE 1 67 |536 3 75 -1 - 1 - 2 8o* -~ -
IJEBU —] IJEBU-EAST S 49 [392 2 50 1] 56 - - 2 80+ - -
IJEBU-NORTH iy 28 (224 1 25 1] 56 - - 9 360" | - -
SAGAMU IJEBU-REMO 1 L6 368 75 1| s6 1 - 5 L6C 1 Sf
TOTAL 16 h67 13736 18| Lso Ll 2o, 3 65 | 3R12 3 156

* Estimated reds in 1986




THBLE 9

REGISTZRED FHRIVATE HF. \LTi; INSTITUTI NS 11 OGUN STATE
BY TYFE AND LCCAL GCVERMMENT ’

HOSPITALS (With Inpatient) MATERNITY HOMES
LocAaL Facilitles ' (Usually operated by Midwives:' OQUT-PATIERT CLINICS
GOV'T - o —
GENERAL drvpe |aan. |NO OF GEMERAL [MIDWIVES [5£Ds [No oF ~ | GENERAL . o
- NURSES |PHDWIVES [BEDS [ypenio | “pirsis mesTir | DOCTORS | Pyiosps|  MIDNIVES Lo CF
DOCTORS ; INSTITU-
UTICNS UTIONS
T10NS
ABEOKUTA 3o 81 58 552 1 s 33 96 12 8 13 L 8
OBAFEMI/ N 1 L - . N 6 1 N I L
OVODE
1JEBU-QODE 16 29 10 1NN 9 - 5 23 L 3 L 7 3
REMO 13 36 18 266 9 - 19 62 7 L 6 L L
1F0/0TA 13 36 7 120 9 1 6 28 3 2 5 - 2
EGBADO SOUTH 1 7 - 30 1 1 12 L2 5 N I} L
EGBADO NORTH N 1 L - I 16 2 N 1 L
1JEBU NORTH 9 26 10 239 3 - 10 28 5 2 2 1 2
I1JEBU EAST | 1 L N 1 L N 1 L
ODEDA N 1 L N 1 L N 1 )
TOTAL 82 261 103 1351 LS 7 93 301 39 10 31 18 19

* Includes initial negotiatior and annual fees pald to the State Ministry of Health
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B. Drug Revolving Account

1. At the inception of the Military Administration in Ogun State in January,
1984, there was much concern about the provision of adequate Health Care Delivery
as there was acute shortage of Druys in the hospital units compounded by the
worsening economic situation. The Coverrment seeing the critical condition of
the Health situation voted an amount of #4 million, for an equivalent amount in
Import License and imported a good quantity of commonly used drugs, surgical
dressings, laboratory chemicals arnd reagents from the overseas manufacturers and
set up a panel of seven (7) to review the Health Policy for the State.

ADVISORY PANET, ~ TERMS OF REFFRENCE

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

(1) to review the Ogun State Health Care Policy in general ard.
the free treatment policy in particular, in the present
circumstances of the State economy, and to advise Goverrment
on such steps as may be necessary to restore arnd maintain an
effective health care delivery system in the State.

(ii) = a. to advise Goverrment on the formulation ard implementation
of a realistic drug policy for Ogun State which will ensure a
steady and progressive low of ESSENTTAL drugs, dressings, and
other basic equipment within the Health Care Delivery System
of the State.

b. to take into account, the formulation of such policy, the
recent goverrment investment of #4 million on drugs etc and
to advise on ways and means of developing such an investment
into a drug revolving furd.

(iii) a. to examine the feasibility of a State Health Insurance
Scheme as one of the methods of (couldn't read) delivery
system in Ogun State having regard for: the needs and demands
of both the public and the private sectors of the population
o 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 and
necessary with a view to ensuring that goverrment objectives
of health for all are realized as quickly as possible.

' RECOMMENDATTIONS

3. The panel in the light of investigation carried out and representations
made to it submitted the follewi recommendations which were approved in
principle and adopted by the Goverrment.

Health Care Policy:
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(1)

(ii)

(ii3)

DRUG POLICY:

(iv)

(v)

(vi)

(vii)

viii)

(ix)

ADOPTION OF

Greater attention than hitherto should be given to Primary Health
Care Services, especially in the area of Community Involvement and
inter-Sectoral coordination.

Free treatment should be redefined to include all Primary Health Care
Facilities and all Preventive Health Care facilities but should
EXCIUDE drugs, must therefore be paid for.

Demonstrable improvement in health Management process should be
mandatory on the State Health Board.

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 the
panel the National Council on Health had met, approved and
adopted a list of Essential drugs for both the Primary and
Secondary Health care Services. These lists have been adopted
for use throughout the Federation.

A State Drug formulary should be developed (An international one has
been adopted for the Country by the Mational Council on Health at its
meeting in Akure, Ondo State in July, 1985). A state Drug
Manufacturing Company, with the Manufacturing unit at Shagamu at
present should start production very soon.

The present #4 million investment should form the nucleus for:

(a) a bulk purchasing, self accounting Druy supply system.

(b) a drug revolving fund - initial capital of #10 million should be
started.

Ogun State Citizens who are given drugs should pay for them for the
time being.,

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

State Health Insurance Campany, In the light of the Federal
Goverrment intention to evolve a National Insurance Policy, it has
been recammended that the State Goverrment should make "haste slowly"
and while trying to study the possibilities of inviting a State
Insurance Health Campany, should wait and see what the Federal
goverrmment would do before taking a final plunge.

RECOMMENDATTONS &

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

(ii) Every effort should be made to ensure that the recent #4 million
investment in drugs is a loan recoverable in due course based on (1)
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; there
should be a shift of emphasis from Curative to Preventive Health Care
Delivery.

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

(vi) The Cammissioner for Health should study the report in greater detail
and make further recammendations which should be in the interest of
the overall State Health Delivery arrangement, for urgent
implementation within the context of the present economic withdrawal.

(vii) Further to the effort of the Cammissioner for Health, A Drug
Management Committee was set up in the Ministry of Health. The
Cammittee which would be responsible to the Commissioner for Health
was changed with the responsibility for the effective Management and
Distribution of Drugs in all the State's and Iocal Govermment's
Health Institutions as well as Health Centers located in some of the
state's Institution of Higher learning.

(viii) The Ministry of Health was also appointed as the Goverrment agency
that would purchase Drugs, Surgical dressings in bulk while the State
Health Boari would take them on charge, store centrally and sell them
to the hospital patients and other State Goverrment agencies. In
addition to this, the proceeds form the Sale of Drugs would be

DRUG _DISTRIBUTION:

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 where
the medicaments are despatcted to all the hospitals and Health Centers in the
State. The medicaments are ept at the Centers presently mainly for security
reasons. this was due to the fact that at the time the drugs started arriving
from the overseas countries in carly 1985, most of the existing medical stores
were not considered safe enough ot thr items and with the acui:e shortage of
drugs in the State as at that time, any siure located at aiy remote area could be
a target for armed robbers. The pPresent storage depot is not a warehouse built
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for drugs storage, but office accemmodation apartments for the temporary storage
of the items pending the time that the State will be financially sound enough to
construct a large warcshouse at the center and the seme’ time renovate the present
zonal stores and fit in necessary Security Systems.

The Central Medical Stores preseritly supplies drugs, Surgical dressings, and
hospital equipment to all the hospital units under’ the Goverrment, the Teaching
hospital at Shagamu, Iocal Goverrment Councils, all other Goverrment agencies
requiring the use of drugs. The (couldn't read) grouped urder five (5) zones as
follows:

1. ABEOKUTA HEATTH ZONE

) State Hospital, Sckerm, Abeckiita
) State Hospital, Idiaba, Apeckuta
(iii) ¢Cba Ademola Maternity Hospital, Abeckurts
) Primary Health Center, Tkerekodo, Abeckita
(V) Primary Health Center, Odeda
(vi) Primary health Center, Owode
(vii) Family Health Center, Oke~lewo, Abeckuta
(viii) Dental Center Abeckuta
(ix) Commmity Mental Health Center
(x) School Health Services Unit

2. IJEEU HFATTH ZONE

(1) State Hospital, Ijebu-Ode
(i1) General Hospital Ibiade
(iii) Primary heaith Center Tjetbu-Igbo
(iv) Primary Health Center Ala Idowa
(v) Primary health Center Ogbere
(vi) Family Health Center
(vii) Camrehensive Health Center Iwopin
(viii) District Hospital Ijebu~Ife
(ix) Health Center Ago-Iwoye
(x) Cammnity Mental Health Clinic - Ijebude
(xi) School Health Services Unit

3. SHAGAMU HEATTH ZONE

(1) state Hospital Iperu

(11) District Hospital Aiyepe/Odogbolu

(iii) Camprehensive Health Center Ishara
)

(iv) Family Health Center
(V) Primary health Center Ode~Remo
(vi) Community Hospital Ikenne

(viii) Dental Center Sagamu

)
)
(vii) Community Health Center Ode-Remo
)
(ix) Schrxl Health Services Unit
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4. OTTA HFATTH ZONE

(i) General Hospital Otta
(ii) Family Health Center
(1ii) Primary health Center Ifo
(iv) Primary Health Center Idi-roko
(v) District Hospital Ipokia
(vi) School Health Services Unit

5.  ILARO HFAITH ZONE

(1) State Hospital Ilaro

(ii) Family Health Center

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

(vi) Dental Clinic Ilaro

(vii) School Health Services Unit

JSSUE PROCEDURE

6. Supplies are made to all the Health Institutions through the Stores
Issues Vouchers (S.I.V.) which are campleted in quadruplicates. The S.I.V.s
indicate the quantity of each item of drugs issued, the price per unit, and the
total value of the drugs issued cut. One copy of the S.I.V.s should be forwarded
Immediately to the Higher Executive Officer (H.E.C.) (Accounts) in charge of this
Drug Revolving Furd at the headquarters who is required to open a ledger Account
for each health Institution in the State. The ledger account thus opened by the
H.E.O. (Accounts) would be debited with the quantity and total value of the drugs
issued to the respective Health Institutions while the Stock Account also
maintained by the H.E.O (Accounts) at the headquarters would be correspondingly
credited. Original and one copy of the S.I.V. wold accampany the drugs issued
out to the Health Institutions. The Pharmacist and the Store keeper of each
health Institution are required to sign two ccpies of the S.I.V.s as having
received the items released, retain a copy of the S.I.V and return the Original
to the Store Section at the Headquarters., As a means of dual control, the
Pharmacy Division in each Health Institution should monitor the movement of drugs
by recording issues so as to racilitate accounting procedure for an accurate
balancing of stock of drugs at any point in time.

OBSERVATTION

7. It has been abserved that at times, the value of medicaments received by
an institution may not be the same as the amount generated at the Institution
.even after the sale of the items might have been campleted. This is because not
all the items are money yielding. Scme of the items received are not sold to the
public, but go into the maintenance of the Service €.9. antiseptics used in the
sanitation of the Hospital premises or in serving the patient e.g. the syringes
and needles used in administering treatment as prescribed. There are also the
losses of reverme through the treatment of patients exempted from payment of fees
e.dg. patients suffering from tuberculosis, leprosy, mental illness, also,
prisoners and paupers.
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BANK TODGEMENTS

8. Each Zonal Office is required to open a separate current account with the
naminated bank at the Zonal Headquarters. the account is operated quite
distinctly fram all other accounts. Each health Institution pays all proceeds
accruable from drugs into the Zonal Bank Account maintained by the Drug Revolving
Fund. In stations where baking facilities exist, a designated officer (revenue
collector) pays the drug proceeds into the bank daily. In the rural areas where
their facilities do not exist, payments are made into the zonal office at weekly
intervals but such designated officers are warned not to allow the proceeds to
accumulate to such a huge sum that can attract the attention of robbers who will
not mind killing i order to be able to steal the amount.

BANKING AT HEADQUARTERS

9. As mentioned earlier, the State Health Board sells the drugs through the
hospital units and at the end of each month transfers all proceeds to the
Ministry of Health which banks and controls the amount at the State headquarters.
The signatories to the amount are:

(1) The Permanent Secretary, Ministry of Health
(ii) The Chief Pharmacist in the Ministry of Health who is Chairman of the
Drug Management Committee 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
Govermment.

REPLENISHMENT OF STOCK IN THE HOSPITAL UNTITS

10. As amd when fresh supplies are required, each health Institution is
required to accanpany its requisition paper with a copy each of all bank tellers
in respect of mornies lodged ‘into the zonal bank account. Each bank teller must
be duly stampedbythebankintowhichmneyispaidandnmstbeacconpaniedby
details of the amount thus paid into the zonal account. Each requisition must be
duly signed by either the Pharmacist in charge of the Pharmacy or the Medical
Officer in charge of the Institution. Each Health Institution has free hand
determining its minimm stock level ard reorder level. For accounting purposes,
each requisition paper must be supported with copies of proforma prepared by the
Accounts division of the Ministry of Health. The proforma would show at a glance

(1) The Opening stock
(ii) Pruceeds derived from the Sales of drugs and the value of the closing
stocks of items of drugs on hand at the time of requisition for fresh

supply.

Copies of the above documents are submitted to the HEO (Accounts) who would
scrutinize the account that the amount on the cheque tallies with the total
amount. on the bank tellers submitted. Under no circumstances would checks issued
by the Zonal office be returned as dishonored, officers who issue such checks
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would apart from facing disciplinary measures be surcharged.

ACCCUNTING RECORDS REQUIRED AT THE ZONAL IEVEL HEAITH INSTTTUTIONS AND
HEADQUARTERS

11. The revenue Collecting Officer in each Health Institution is required to
maintain a Revenue Collector's Cash Book which would show

(1) Particulars of receipts issued out to patients on daily basis.
(ii) The amount collectzd on each receipt showing the amount for drugs
only and for the others (e.g. Lak _ees, bed fees, etc.)

(iii) Total daily proceeds and lodgements. This cash book is expected to
be balanced up daiiy. The reverue collector of each institution is
also in addition, expected to maintain a Receipt Bock Register
showing details of Receipt Books collected from the HEO (Accounts) at
the Headquarters and also details of the disposal of such receipt
books.

ACOCOUNTING REQORDS AT THE ZONAL IEVEL

12. The HEO (Accounts) Higher Executive Officer in charge of accounts
attached to each Zcnal Office is also required to maintain Control Cash book
based on the revernue returns received from the Health Institutions within each
Zone such that at any point in time, the HEO (Accourits) should be able to show at
a glance, the position of the revolving fund maintained by him/her zone on behalf
of the Drug Management Committee.

The HEO (Accounts) of each zonal office is expected to effect necessary
reconciliation of the zonal Cash Book with the Bank Statements received in
respect of the account maintained for the Drug Revolving Fund. Such
reconciliation exercise should be carried out monthly and in any case, at least,

the Heads of the Accounting divisions in both the Ministry of Health and -he
State Health Board. (see Pro-forma Drug Revolving Fund From 2 attached)

ACCOUNTING RECORDS AT THE YFADQUARTERS

(i) The HEO (accouncs) in charge of the Drug Revolving Account will be
requived to mairtain a receipt Book register showing particulars of
the stock of Receipt Books (Treasury Book GA) collected from the
Accountant-General's office or printed mainly for the Drug Revolving
Account from the State's Printing Corporation. The register must
show at a glance particulars of receipts issued to each Health
Institution and the kalance of stock on hand.

(ii) The HEO (accounts) should maintain a ledger account as prescribed
above for each Health Institution (couldn't read). The ledger
account must be kalanced up monthly or at prescribed intervals and
reconciled with the Control Cash book.

(iii) At overall Control Cash Book should be maintained by the HEO
(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 issued
out to each health Institution on monthly basis vis-a-vis proceeds
paid 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 HEO (Accounts) in charge of the 'Drug Revolving rund at the
Headquarters should also prepare monthly Bank Reconciliation
Statement and submit same through its Chief Accountant to the
Permanent Secretary, Ministry of Health, and the Drug Management
Cammittee. 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.

DRUG REVOLVING ACCOUNT

14. The State Health Board.was the Goverrment agent that was responsible for
maintaining the account initially. It was in January, 1986 that the amount was
transferred to the Ministry of Health which is not the agency operating the
account.

(1) Amount transferred by the State Health Foard to the Ministry of
Health 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 :

COMMENT

15. Since an amount of about $4 million was spent in inporting the drugs
into the country late in 1984 (?) arriving into the country by the Middle of
1985, one would have expected that between middle of 1985 and June 1986 (one
year), and amount of $4 million would have been realized fram the Drug Sales.
The amount realized during this peried is actually, about $3 millien
($3,015,570.69) judging from Balance as at 30/6/86 and the amount withdrawn so
far (ii) & (iii) above. Actually the proceeds have been made available frem 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, ard Operation fees, these other areas apart from drugs are
maintained from the Drug Revolving Account e.g. x - ray films, Dressings
materials, laboratory reagents and Chemicals, and dental material. Below is a
glance record of the proceeds generated in relation to the value of drugs and

other 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 fund
Nos. 1 and 2 are completed by the respective Health Units and Zonal OFfices
respectively strictly within the deadline specified, there should ke no
difficulty in c=rendering monthly returns. The returns on Format No. 1 relates
to the movenent of stock of drugs while format No. 2 provides at a glance, the
Monthly Statement of Incame and expenditure in respect of each Health Zone.

SUPPLYOFDRUGSTOTEAG—HNGHOSPITAISANDTTEIOCALGOVERMWT(IUNCIIS

16. As at present, drugs and other related items are sold to the Teaching
Hospital at Sagamu amd other Iocal Goverrment Councils at thie rate at which they
are sold to the patients at the goverrment hospitals. Arguments have been put
forward for a reduction to be made to these Institutions on the cost prices so
that they too may be able to pay for their overheads. The argument is a
reasonable one.

As at present, the Goverrment sells the drugs to patients after 50% increase
might have been added to the cost prices. Serious consideration is being given.
to the allowance of 10% - 15% discount on the selling prices to these
Institutions so that they too may be able to cperate a drug revolving account
which will not be at a loss.

WORKING REIATTONSHIP BETWEEN THE PHARMACTST IN THE MINISTRY OF HEALTH AND THE
STATE HEATTH BOARD

17. It is the duty of the Health Management Board to control and manage all
the health Institutions taking charge of curative ard preventive services of the
State Goverrment. The Pharmacists in the State Health Board are therefore based
in the Health Institutions where these services are being rendered. They give
out the drugs to the patients in these two sectors and, in addition, execute
General health Policies related tc their discipline provided such policies have
Govermment approval. Those in the Ministry of health are concerned with
pharmaceutical Inspection and Licensing Control. In other words, they monitor
the activities of the Pharmacies in the State Health board in order to ensure
that they camply with the General health FPolicies of the Goverrment and keep
within the acceptable limits of Stardard Pharmaceutical practice.

As there is presently shortage of pharmacists in the Government service and
most of the hospital pharmacies in the (?) technologists, the list of those
actually operating the drug Revolving account shall comprise of Pharmacists,
Pharmaceutical technologists, Pharmacy technicians and Stores Officers. (See
attached list containing the list of these officers still in the goverrment
Service and the total amount of emolument of these Officers).

PRIVATE PHARMACEUTTCAL PREMISES

18. The private Pharmaceutical shops operating in the State operate their
premises as private concerns and the financial aspect of their businesses are not
in any way controlled by Goverrment and they receive no subvention from the
Goverrment. The only areas where Goverrment controls their practice are in the
Laws Governing the practice of the‘r trade. They must observe the Pharmacy laws
with regard to dispensing of prescriptions, sale of poisons, dangerous drugs, and
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psychotropic substances, and they must renew their licenses annually. They have
no patients/relationship ratio providad they may attend as many patients that
call on them provided that the services rendered are ‘within the law. The law
allows them to sell on-the-counter drugs to all categories of patients and give
professional advice where sought. all poisons sold must be recorded in
accordance with the prescription of a Licensed and registered medical
practitioner, registered ard licensed dentist and registered and licensad
veterinary surgeon.

Same of them carry out Manufacturing and wholesale activities only while the
smaller ones carry out only dispensing and retail activities. (See the list of
Private Pharmacies attached)

ALL ATTACHMENTS

(1) Drug Revolving Furd Form No. 1
(ii) Drug Revolving Furd Form No. 2
(1ii) List of Private Pharmaceutical Premises
(iv) Inventory of Drugs at the Central Medical Stores
(v) List of Pharmacists, Pharmacy technicians and store officers
operating the Drug Revolving (?)
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C. Existing Health Resources and Facilities
1. Personnel Staffing level and distribution

The total mumber of Goverrment workers in the health sector has been
declining since the imposition of econamic austerity measures including a
hiring freeze in 1984. The general availability of health manpower has also
been negatively effected by the fact that many Goverrment trained personnel
eventually Jjoin the private sector. 1In the professional categories this
attrition rate is particularly high and may be accelerating. For example,
in the first six nonths of 1986 287 of 1488 Goverrment staff nurse and staff
midwives have left their position.

Currently available data limits the ability to quantify the current
attrition rates to professional staff + however, there is the widely held
~impression that attrition rates for non-professional staff have been
significantly lower. These trends contribute to a disproportionate amount
of current salary expenses going to service, maintenance and support.
persomnel who are not engagec in the actual provision of health care,

Unfortunately this trend is likely to contimie and will contribute to a
short-fall in the public sector for same time to came. In addition, the
demand for health services in goverment hospitals has resulted in a
concentration of highly skilled workers in urban areas. As a result,
progress in deploying high skilled workers to the areas of greatest need
where they can support primary health care programs has been exceedingly
slow.

The distribution of doctors, dentists and nurses shows a concentration
‘in urban areas where only 23% of Ogun State's pecple live. It is likely
that the distribution for pharmacists, laboratory technician and other key
health providers follows the same pattern.

An analysis of current staffing strengths confirms that in key
categories (ie. Doctors and Nurses) the State employs only a small fraction
of 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 Goverrment has, in recent Years, placed increasing priority
on exparding and upgrading the availability of trained health workers.
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TARLE 1T
GOVERNMENT ARD WON-GOVERNMENT MARIOUER LEVELS AND DISTRIBUTION
FiR SUTLECTED CATEGHUITES

Headqu- £leeluta 1icbuy 1laroe Shafazu 1fo/0ta Ofun State
irofessions arters —- .- -
’Cilecéi;“l (Foj. = 865,663} | ftop = 771,759)| (top = 633,571)f (rop = 285,917 (Fop = 270,201 (Pop = 2,€47,511)
l.o. Thousand | I'o. Thoucand] do. Trous: il Ko Thousand tlo. Trousand No. Thous: nd
Fop. per fop. ver lor. per fop. per for.. ter Fep., rer
Staff Staff Staff Staff Staff Staff
GOVERL-ENT
Doctors 3 34 26.0 21 "36.6 11 57.6 3 31.8 9 30.0 €7 32.7
Dentists - 3 255.2 - - 3 211.3 2 y2.9 |° - - e 355.9
Nurses 1,9 1,C6 2.2 320 2.4 03 L.y 150 1.9 182 1.5 1250 2.3
(ircluding
Mldwives)
NCH=GOVI b1 Tr
Doctors - 38 23.3 30 25.7 1 ool .0 17 16.8 15 18.0 <8 2¢.1
Nurses - 2¢S 4.2 ss 1.0 2L 27.7 63 3.k S5 L.9 377 7.6
TCTAL GOVT &
HON=SOVIRUMTTLTAL
Doctors - 72 12.3 51 15.1 12. 52.9 26 11.0 2L 11.3 165 15.4
Lurses - 615 1.l 375 2.1 167 3.8 P33 1.2 237 1.1 1627 1.8
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2. Training Institutions
(a) School of Health Technology, Ilese

Established in 1976, the School of Technology was the first to
provide basic training in Hygiene and Public Health in Ogun State.
The School was originally located at Itamogiri but since 1982 has
occupied an expanded site at Ilese. In the decade since its
inception, the school has offered a wide range of educational,
research and health planning activities. The educational programs
are designed to provide training which is relevant to the current and
future health problems of Nigeria.

(1) It is operated as a training unit by the State Ministry of
Health. The school has graduated almost 1,200 trainees in a wide
rarge of professional categories, including:

Public Health Superirtendents
Public Health Nurse

Pharmacy Technicians

Medical Laboratory Assistants
Cammunity Health Assistants
Cammunity Health Aides, ard
Rural Health Assistants.

(2) The curriculum emphasizes the practical skills needed to assess
the health status of communities and to support diseases
prevention and health promotion activities (Arpendix E)

After serving a pericd of bord to the State Goverrment, graduates
fill a wide varicty of job positions in the State and Iocal
Goverrment, private industry and individual private practices.

The same factors impacting on manpower throughout the health
sector are affecting the operations of the school. sStaff
shortages have recently become critical and threaten contimeed
availability of this training resource. Several major program
areas are without regular staff (i.e. Pharmacy, Iaboratory
Technician) and the administrative section has been without *a
functional director for many months. In part, this erosion of
staff support may be attributed to a general decline in the
school's physical plant, water and electric supplies which have
been curtailed, ard transportation, laboratory equipment and
Supplies are in poor condition or non-existent.

Rehabjlitation of the State resource is considered by the State
Ministry of Health o be imperative.

'b) Schools of Nursing, Ijebu-Ode and Abeckuta:

(In preparation)
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(c) In-Service Training Programs
(In preparation)
3. Physical Facilities by Ievel and Type

It is generally acknowledged that health care facilities in Ogun State
a~e amoyg the most modern in Nigeria. These have been described according
to type and distribution in a previous section. The 463 govermment

registered private maternity clinics and the outreach services of a single
voluntary facility. However, the provision of camprehensive primary health
care services to urban ard rural populations is to an over whelming extent
being provided under Goverrment sponsorship. It is these Primary Health
Care services which have been, and will contimie, to form the backbone of
the health delivery system.

Currently, the system is providing one health clinic for every 6000
population (this includes maternity clinics), and one health certer for
every 130,000 population.

Efforts will be necessary to address the substantive rehabilitation
requirements and tour same proper maintenance of these facilities ard
equipment. A quantification of these rehabilitation ard maintenance needs
will be undertaken as a contimuing part of the Ogun planning process.

Local Goverrment area hospitals will contimue to function as referral
points for health clinics and health Centers, while playing a role in the
coordination of commuiity based health services and serving as teaching
hospitals and administrative foci for rural health activities.

Currently there are 71 referral facilities in Ogun State of which the
majority (70%) are operated by non-goverrment services. Collectively these
provide one referral facility for every 40,000 popalation.

During the plan, pericd emphasis will be given to strengthening and
improving the hospitals out-patient services while ensuring the provision of
standardized quality care on the wards.

4. Financial Resocurces

An attempt has been made to provide a rather camprehensive picture of
resource availability to the health sector. Data that could be collected
and compiled at different expenditure sources were consolidated for the year
1984 and 1985, as shown in table 2c.

traditionally engaged in health services delivery, such as the SMOH, SHB ard
the local goverrments. The argument justifying this approach is rooted in
the definition of primary health care, one element of which concerns the
supply of safe water to commmities. Tt is, tharefore, the function of
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supplying safe water in sufficient quantity that is relevant, rather than
the affiliation of the performing agency to any one of the govermment
department specifically charged with health matters,

This attempt at constructing a reasonably camplete picture of financial
resources flowing into the health sector .is at present limited to the
official health sector. Tt does not cover household expenditure on health,
nor the establishments currently engaged in private medical practice. This
is due to a variety of reasons one of which is the relatively high cost of
generating such information presently unavailable, while il:s bearing on the
health sector planning at this time does not seem sufficient to justify the
cost. It is, however, envisaged to develop within the improved managerial
process for health development, over the plan period, adequate information
systems which will readily enable a more camprehensive look in the future.

It appears from table 3 that over the 1984-1985 period, total official
resources available to health increased by 14.8%, due mainly to a nearly

three-fold increase in the capital expenditure devoted to safe water supply, .

while local goverrment's heulth infrastructure development was also
substantially stepped up. Recurrent expenditures fell by an insignificant
amount with personnel emoluments absorbing, on the average, nearly 88% of
total recurrent resources. The imbalance in favor of emoiuments in the
structure of recurrent health expenditure by the SMOH, SHB and local
govermments, which is presently in the order of 94% - 95% is dissimilated in
the overall average, due to the relatively low share experienced by the
State Water Corporation. The share of salaries in total recurvent
expenditure by the State Water Corporation indeed dropped from 60% in 1984
to 55% in 1985.

: Total official health resources related to population indicate that per
capita official health experditure reached 11.80 Naira in 1984 and increased
to 13 Naira in 1985. 1In terms of recurrent expenditure, this would be in
the order of 10 Naira which is a rather significant amount by all standards
and in particular, in view of the low utilization rates currently
experienced in the sector.

The distribution of official financial resources between recurrent ard
capital expenditure chows the current concentration on the former.
Excluding the State Water Corporation, it appears that the SMCH, SHB ard
local goverrments taken together, devoted 95% amd 93% of the available
resources to recwrrent expenditures in 1984 ard 1985, respectively.

The bulk of financial rescurces originated fram the SHB, followed by

the State Water Corporation, Iocal Governments, and then by the State

Ministry of Health.
5. Material, Equipment, Drugs and Supplies
A non-trivial proportion of the Ministry of health vehicles and

rment are inoperable because of difficulties securing adequate
maintenance and repairs.

52



Quantitative information on the general availability of medical
supplies and equipment throughout the system is currently under development,
but was not available for inclusion in this document. Data available from
two of the Iocal goverrment Areas (Ifo/Ota and Abeokuta) support the
contention that medical supplies and drugs are being adequately distrituted
for present levels of utilization throughout the Primary Health Care system

and that 20% buffer supplies are being maintained in inventories. This

Medical Stores in Abeokuta. This depct, then, supplies the needs of health
Centers and clinics as well as the State hospitals monthly.

Ogun State has placed emphasis on the timely and reliable distribution
of Drugs and supplies through the Primary Health Care system. While still
in its infancy, the impact of this recent innovation has been overwhelmingly
positive and may be expected to contribute to a revitalized sense of
confidence in the Primary Health Care system by the people cf Ogun.

Currently, an estimated 50% of the State Primary Health Care facilities
are operating without a reliable source of electricity and potable water.
The provision of these essential utilities is seen as a requirement for the
delivery of high quality services and accordingly is to be incorporated into
the long term adbjectives for the State.

IV. Service Performance

A. Coverage ard Utilization

Squn State has been diligent ard aggressive in it's pursuit of improved
population coverage with EPI, ORT ard Family Planning services. These efforts
have resulted in substantive gains statewide. Data available from six of the

doses. Coverage rates are as high as 100% in same areas, but selected pockets of
low and inadequate coverage are readily apparent. Efforts targeting improved
vaccine coverage are readily apparent. Efforts targeting improved vaccine
coverage of these populations will be a priority during the current plan pericd.

Underutilization of public health facilities is acknowledged and recognized
.85 an area where corrective action is indicated. Historically,k interruptions in
‘the provision of drugs and supplies to these facilities, chronic shortages of
trained personnel and limitations in the range of services provided have
undermined public confidence in the ability of the public sector to provide for
their needs. It is anticipated that some period of demonstrably sustained
improvement must occur before restored confidence in public facilities will began
positively to influence utilization rates.
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Tables 13 and 14 examine respectively the utilization of publicly funded
Maternal Child Health services and Referral level hospitals. While some problem
with under reporting may have occurred, the reporting of only 4277 deliveries by
all of the 600 plus public health facilities during the first 6 months of 1986, a
time when over 100,000 pregnancies should have occurred, suggests that to a
significant degree, available resqurtes are being underutilized.

As a State policy, family planmning has been fully integrated into the
maternal and child health services. Initially, 90 family plamning practitioners
were trajned at the University of Ibadan . 1In 1984, a family planning training
center was established at the Primary Health Center, Iberekodo in Abeokuta Iocal
Goveriment Area. As of June 1986, a total of 258 family plamming practitioners
were trained including 38 Nurse tutors. There are 43 reporting clinics and on
average of 974 monthly new acceptors.

B. Progress toward Primary Health Care objectives, and cbstacles to continued
performance.

The primary objectives of the Ogun State health care services are the
prevention of premature death, the protection of the population from the hazards
Of avoidable and communicable diseases and the pramotion of an increased
awareness of health among the population through basic health education ard the
provision of curative care when neecded.

The main thrust of health cervices delivery policy has been the
establishment of a country-wide primary health care delivery system based on an
assessment of commnity needs and at minimal cost to the goverrment.

Historically, it has been difficult and has been achieved at the cost.
During the Third and Fourth Five-year Development Plan period, Ogun State
experienced a relatively rapid development of health facilities and manpower.

resource favoring both urban commmities and curative care. It is estimated that
the share of preventive and pramotive services total expenditures was and has
remained in the order of 20%.

Th2 onset of increasingly stringent economic and financial conditions
prevailing in the country, ard the ensuing reduction (in real terms) in budgetary
allocations, inevitably led to the severe shortage of finance for the procurement
and maintenance of necessary equiment and supplies. The rigidity cammonly
attached to payroll left no room for resource reallocation on this count.
consequently, over the recent past, personnel emoluments consistently represented
around 95% of the recurrent health expenditure. This situation adversely
‘affected the cperation of the system, as the absence of certain categories of
staff resulted in the gradual erosion of service quality, and subsequently led to
the under-utilization of existing facilities, particularly at the primary care
level.
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Table 13

Family Planning Coverage 1¢63-1985-

I 198 1961 ' 1985(Jan-Dec) 1986 (Jan-June)
Family Flanning Fa?cg Jan-éec - A( -
Metlhicd ;Dec - Hew Cont New Cont.
Accep-} Users Total Acce— Users Total
tors tors
Pills 72 1526 1740 1958 | 3698 1147 {1869 3016
I.U.C.D. 132 1602 3543 L2828 | 7831 226L | 3862 6176
Injectables 6 183 31 35L 668 56 157 213
Condoms - - 3674 192 5616 2232 2218 L1450
Foamy Tablefs - - 256 156 L12 291 219 510
Others 127 6788 1045 241 | 1220 306 66 372
Total 337 | 7099 19515 L,728




HALY — YEAR PROGRESS REFORTS —

JANUARY

JUNE

1986

VITAL STATISTICS — MATERNAL &ND CHILD WELFARE SERVICES - BY 12CAL GOVERNMENT
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It is in the face of these major cbstacles that the Ogun State Goverrment
has worked in concert with and participated in the Federal Goverrment initiatives
toward Primary Health Care. Implementation so far has been substantial and it is

now clear that the range of Primary Health Care programs are to an ever
increasing extent, available state-wide.

The infrastructural support for these program is well advanced although it
is far from camplete. Funds for the rehabilitation and maintenance of existing
resources, when available, have been used. This has allowed Ogun to assume a
leadership role in the numbers and distribution of primary health care facilities
throughout the nation.

Ogun has also aggressively pursued the establishment of training facilities
for health care professionals at every level. These facilities have been
productive of trained workers, the majority of whom continue to serve the health
needs of the population through Goverrment or Private sector service. Despite
these programs, any assessment of staffing requirements suggests that in selected
categories (i.e. dentists, laboratory technicians) there are still significant
manpower shortfalls.

Recent performance evaluations have emphasized Maternal and Child Health
(MCH) and the Expanded Program for Immnization (EPI). 1In Ogun these programs
currently provide service in all of the levels of pPrimary health care facilities ,
including health posts, in very rural areas. These efforts have been greatly
augmented by Ogun State's creative and drmonstrably successfully approach to the
preblems of drug acquisition and distribution through the State's Reveolving Drug
Fund. The EPT program now covers a considerable proportion of its target
populations and there is every reason to believe the trend towards every
increasing immunization levels will contirue.

Despite an impressive track record in Ogun State and the development of a
realistic formulation for health planning both during the current five year plan
pericd and into the fu » it should ke recognized that constraints to
accamplishing PHC abjectives are not entirely historical. Major problems nave
been recognized and until resolved will contimie to represent a threat to the
integrity of programs essential to the well being of the State's people.

These problems may be conceptualized in several areas. First, a major
concern is the rapid increase in population growth which results from the

Secordly, there are numercus administra“ive issues resulting as a by-product
of Nigeria's stepwise pProgression towards a stable and service oriented
Govermment. Numerous partial. reorganizations while clearly designed to improve
the structure of the health delivery system have unfortunately allowed for some
fragmentation ard duplication of administrative authority.
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Thus, the consolidation of primary health care administration and the
establishment of clear cut lines of authority at every level is currently
recognized as a need and is being addressed. It is recognized that evolving a
consistent namenclature with Clearly defined job descriptions and
responsibilities will greatly augment these efforts. For example, the temm
Health Center implies a pre-established bed size ard the provision of certain
services. Facilities not possessing these attributes should not be referred to
as Health Centers, but by a more appropriate term. These same principles apply
to jab descriptions and titles which, if uniformly, applied state-wide will
facilitate management and administrative decision, making for uniformity in
"terms of service", ard coordination of the central planning processes.

A third area of significant concern has been highlighted as a direct result
of the planning process. It has became clear that effective planning,
implementation and evaluation have been hampered by an insufficient, or poorly
organized flow of information to the Ministry and others with a "need to know".
With the increasing camplexities inherent in the administration of a growing
health delivery system, the need for the establishment of an efficient system of .
Health Information has never been more acute. This System should emphasize the
collection of pertinent data on the health of the population, the delivery of
services, marpower and the condition of facilities. These data should then be
subject to prompt consolidation and analysis with a timely flow of analyzed ard
interpreted information to those participating in planning o acministering
health care.

Manpower represents ancther area of potential limitation, and it should be
emphasized that the multifactorial character of this issue will ccmplicate the
search for reascnable solutions. In selected categories, the Goverrment has long
had difficulty recruiting and/or retaining workers. Competition from the private
sector, erocded conditions in the work place, unattractive remineration and

some time to came. Additionally, those workers who remain, confronted with less
than optimal working conditions, interruption in the flow of drugs and supplies,
and the subtle message fram the cammunity that there is reduced confidence in the
services they are providing, may understandably be experiencing a lessening of
morale and a concamitant reduction in irdividual productivity.

Finance and rescurce constraints must also be acknowledged. The cbjectives,
policy, amd strategy contained in the National Health Policy document duly
reflect the major concerns of the Oun State officials. The present State health
Plan, based on the Primary Health Care strategy, will thus provide the essential
instrument for restructuring and consolidating the health system with a view to
delivering primary care mainly to the population at the periphery, and to those
who still remain unserved and underserved.

Thus, the main thrust of the present plan will be to consolidate the heaith
system, and to enhance its effectiveness by increasing the average utilization
rates of the official facilities fram their critically low present levels. This
will be achieved primarily by restoring the credibility of the system through
improved service quality, adequate manpower/equipment and materials balance, ard
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by assigning the highest priority to primary health care services.

Ensuring the endowment of the primary health care framework with appropriate
skills equipment and supplies will be the major thrust of the development project
during this fifth five-year plan. This activity will be complimented, where
possible, with rehabilitation of primary health care facilities.

In so far as the financial requirements of the plan exceed the projected
resource availability to the health sector, the State will consider mobilizing
additional resources through World Bank loans. It is envisaged, in this context,
that the debt servicing and repayment capacity of the State will significantly
improve when the credibility of the health system will be restored, and
subsequently when the system will be in a position to generate resources through
various cost recovery and/or health insurance schemes. Evidence with respect to
the prelirinary evaluation of the recently initiated Drug Revolving Fund clearly
indicates the preparedness of commmities to pay for services ard supplies
provided that the charge remains reascnable and affordable, and above all, there
exists a perception of tangible benefit in return of payment. This innovative
experience of Ogun State indeed contains invaluable lessons for, and sheds
substantial light on the design of future action aiming at fostering cammunity
participation in Nigeria.
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V. Objectives, Targeis and Strateqy

A. Primary health Care Based Strateqy and General Objectives (intersectoral,
integrated approach)

The main thrust of the Ogun State Health Development Plan, which, as
required, derives from the National Health Policy, would be on the concept of
Primary Health Care in establishing a camprehensive and well inteqrated three-
tier health care delivery system which would aim at a level of health care that
would make it possible for all the citizens of the State to achieve socially and
econamically productive tevels. ‘i health care system will address the main
problems in the cammnity, providing pramotive, preventive, curative, ard
rehabilitative services.

The broad abjective of the State Health Development Plan therefore, will be
to extend essential primary health care to the total population, with extensive
camunity, intersectoral, financial and activity involvement.

The overall implementation strategy of the State Health Plan during the plan
pericd will thus concentrate on the improvement of the utilization of existing
facilities and staff, curtailing the further expansion of goverrment
resources(especially in those areas already identified as having an over-
concentration of health care facilities), and expanding the role and
participation of individuals and families in self-care, commnities, non-
goveriunent organizations, other relevant govermment sectors, and the private
sector.

The provision of essential primary health care services will utilize aill
available human resources (cammunity health workers, other health personnel as
appropriate, traditional birth atterdants, voluntary village health workers that
can be paid in cash or kind by, or with the help of the communities themselves.
A cambination of methods, techniques and equipment that are socially and
culturally acceptable, inexpensive and of high technical relevance will be used
in the provision of primary health care.

Communication systems that will minimize the unnecessary dissipation of
human effort and the general rundown of the limited transportation facilities
will commarnd active consideration.

All appropriate steps will be taken to ensure an adequate supply of
essential drugs at affordable prices to the consumer throughout the State by
sustaining the efficient and effective operation of the recently established drug
revolving fund. (It will be desirable to alion the operation of the drug
revolving furd to the management of drug procurement and distribution).

The State Health Plan, in consonance with the overall national objectives
for the Fifth National Development Plan, will ensure that all development efforts
during the plan period are aimed at limiting additional provision of resources.
Rather, steps will be taken to increase efficiency in the utilization of existing
resources - making appropriate use of highly skilled staff at the secondary and
tertiary levels, primarily for referral services amd improving the standard of
case management and quality control ensuring effective supervision and support,
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ard also providing adequate supplies, equipment and logistic support.

It is now self-evident that for the Ogun State health care system based on
primary health care to function optimally in the delivery of health care programs
to all sections of the population, the following points require serious
consideration and constant vigilance: the appropriateness of the existing health
infrastructure, the correct balence and mix of different categories of health
manpower needed to each level of the health system, very clear specification of
the technical content of programs for implementation, the appropriateness of the
existing technology, institutional support and management.

In the plan period, necessary steps will be taken to ensure that actions
taken at different levels of +he State Health Care System are coherent and
mutually supportive as such actions may relate to geographical spread and any
level of imbalance as may be evident in the State, the quantity and quality of
available manpower, definition of the function, scope and degree of
sophistication of work to be urdertaken at different levels, clear delineation of
the role ard responsibility coupled with accountability, within the State health
infrastructure of the different levels of care-primary, secordary and tertiary-
bearing in mind that primary health care is the main thrust of the State health
gare system.

In order to operate an effective camprehensive health care system as
envisaged in the National Health Policy, against the back cloth of which the
State Health Plan is being developed for Ogun State, the support needed at
various levels of primary health care will embrace plamning of health care
delivery in its multiple dimensions. This means that there is a need for the
redefinition of appropriate curricula for the training and in-service training of
categories of hea'th personnel with a view to aligning their orientation to the
importance of implementing the primary health care as an integral part of the
State health care system; a clear articulation of health activities together with
appropriate job descriptions for the various cadres of health personnel,
particularly the cammnity health workers; the establishment of a carefully
planned schedule for the provision of supplies and equipment, and the provision
and maintenance of the right type of logistic support.

General Hospital/Camprehensive Health Center to the Primary/Family Health
Centers, Health Clinics or Health Posts, and fram the latter to the comunity and
home levels should include the right type of human interaction between the health
professional and the voluntary village health workers.

In keeping with the national health care strategy, as enunciated in the new
National 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 goverrmmental agencies like agriculture, education, water corporation, local
goverrment and community development, information and culture, etc, also make
some significant contributicns to the improvement of the health status of the
citizens of the State. This is the multi-sectoral concept implicit in the
primary health care a’proaci: and which calls for a continuing dialogue between
the health sector ard other relevant agencies within the State.
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Concerted efforts will be made in this plan period to increase the awareness
of all health workers and those concerned in other sectors, as well as public
opinion leaders in the State, of the importance of intersectoral collaboration in
support of primary health care. Steps will be taken to establish, as necessary,
mechanisms for better co-operation between health an related sectors, such as a
State Health Advisory Council ard Iocal Goverrment Health Committees.

There will be the need for the health sector, through sustained advecacy at
the highest policy-making level to ensure a contimuiing recognition of health as
one of the priorities of goverrment.

Alongside this effort, attempts will be made to ensure the most effective,
equitable and efficiert use of all resources available to the health sector
within the development (capital investment) and recurrent budgets. There is the
need for proper management of human resources, facilities ard ecquipment, as well
as control and accountability in the use of these resources,

It is also realized that there are often untapped sources of financing and -
support fraom within the commnity, the business and private sectors, and non-
goverrmental organizations in the State. These offer real possibilities for
absorbing certain financial or executing responsibilities in partnership with the
govermment. Alternative approaches to the fuding of health care costs,
including fee-for-service and the feasibility of a state health insurance scheme,
will be explored; ali theses to be in line with the national guidelines that may
emerge from the Federal Goverrment.
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PROGRAM AREA

<9

Immunization (EPI)

Water supply and
Sanitation

Rehydration Therapy
for control of Acute

Diarrheal Diseases

TARGETS/GOALS

*Establishment and maintenance
of an BOX rate of immunization
for target groups:

- Children (aged 0-4)

- Pregnant Women

*Providing access to a safe
drinking uater'supply for 80%
of the population
*Development of at least 200
public latrines by 1991
*Control of water borne

diseases

Ensuring that 80% of Ogun
Mothers are

knowledgeable in the
Preparation and use of ORT
solution

*Increasing private sector
participation in the ORT
program

INSTITUTIONAL REQUIREMENTS

*Immunization materials (vaccines,
syringes, etc)

*Cold Chain Equipment

- maintenance of existing cold chain

swabs,

materials
-replacement of cold chezin centers
at 1
*Evaluating of EPI

annually,
activities by
field survey teams

*0gun Water Corporation support

-Salaries, allocation, equipment,
and supplies -

-Physical plan maintenance and
rehabilitation

-Capitél development (pumps,

plumbing, tanks, boreholes)

*Construction by ctocal Government
Areas of Public Latrines
-maintenance and rehabilitation
latrine facilities

*Control activities for
Schistosomiasis, Onchocerciasis,
Dracunculcsis and water borne acute

diarrheal diseases

*ORT Demonstration units and clinics
-Materials, Staff salaries and
maintenance

ORT supplies for demonstration
purposes

*Increased training of nurse
educators

*workshop in ORT for the private
sector (physicians, midwives and
pharmacists)
*Integration of ORT
activities of all 10
facilities (see H/M)

into daily
care health

COSTS




PROGRAM AREA

TARGETS/GOALS

Child spacing/Family
Planning

Health Maintenance

*Achieve birth spacing of at

in 504 of married
women of child bearing age by
1990

least 2 years

*Decrease the rate of
population growth to at least
2.5% by 1985

"Reduce high risk pregnancies
and the associate maternal and
fetal mortality:

-High risk pregrancies shall
includes:

1jBirths 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 hish quality of
Child

and

Family Planning and
spacing
services

information

*Reduce child 0-5 mortality to
80/1000 LB
*Reduce maternal
5/1000 8
"Extend growth monitoring to
80% of children 0-5 years old
*Extend prenatal
80%
*Preserve Breastfeeding for 18
months or longer for BO0% of

mortality to

coverage to
of pregnant women

infants

.

INSTITUTIONAL REQUIREMENTS

cosTs

MCH/FP service (and

from 43 functioning

*External
supplies)
clinics to (40% coverage of existing
10 care clinics and centres.
*In-service training for doctors,
nurses, midWwives and primary health
care Wworkers at 100 trainees
annually '
the Ogun State

Tiaining Centre at

*Maintenance u/
Family Planning
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)

*100X provision of minimal levels of

(trained) staffing for the above:
increase training capacity for TRAs
and community health aides and
assistants as needed

*Year round stockage of all 10 care

Essential Drugs (see Apr endix F) to

the above

*Provision of 10

care
equipment/supplies (scales, growWwth
tools and

charts, simple screening

health education materials to all

the above facilities)




PROGRAM AREA

TARGETS/GOALS

Availability of

Essential

Drugs

*Maintenance and enhancement of
Ogun State Revolving Drugs Fund
*Establishmaent of a pharmacy
education program

*Organization and coordina-
tionof revolving drug funds in
the Local Goverme¢ent 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 common 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
Flznning 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 for State, Local
Government and Private Pharmacists




PROGRAM AREA

g9

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

*Tc improve the level of oral

health in Ogun State and to
increase the provision for

services

*To provide adequate eye care
P

services for Ogur State

*The prevention, therapy and
rehabilitation of cases of

mental illnesses in Ogun Siate

.

INSTITUTIONAL REQUIREMENTS

-Establishment of a Health Library
for heatth professionals

-The development, procurement and
distribution of primary health care
education matetrials for public
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
pProgram at Ogun Water Corporation
-Solicitation of voluntary
orgaiﬁzation participation in a
program of oral health education
-Increased development of trained
personnc!

*Development of trained eye care
specialist

*Provision of special materials and
supplies

*Epidemiology research to better
define the prevalence nature and
causes cf eye diseases and blindness
in 0Ogun State

*Maintenance and rehabilitation of
existing hospitat mental health
ciinics

*Increased training of CiW and
referral staff in community mental
health

*Jdrganization and administration of
a conmunity mental health outreach
program




PROGRAM AREA

TARGETS/GOALS -

State Health Advisory
Committee

Logistic Support
Program

Nutrition Program

*Administrative consolidation
of all primary Health Care
activities

*Provide assistance in the
Administrative and policy
making procesées of the
Ministry of Health

*The provision of adequate
logistic and communications
supports for QOgun State Primary
Health Care activities

*To provide adequate education
in nutrition

*To provide for nutritional
supplementation needs

.

[NSTITUTIOHAL 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

- Secretarial supports,
administrative f2es 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 Yorkers.
communication (telephone utilities),
“with health zones and Local
Sovernment Area health providers

Improve

- Establishment and maintenance of a
nutrition rehabilitation unit at the
State Hospital in Abeokuta

- Establishment and maintenance of
nutrizion clinics

- Perpetuation and expansion of the
Ogun State School Meals Program
-Cevelopment of a program in
nutrition research

- Evaluation of nutrition content in
native foods

- Epidemiologic surveys to identify
nutritional problems and the
population




Ab

PROGRAM AREA

Injury prevention and
Case Management

Preventive and
Endemic Disease
Control

TARGEYS/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

v

INSTITUTIONAL REQUIREMENTS

*Vigorous pursuit of legislation and
political measures to increase the
use of vehiclz seat-belts,
motorcycle helmets and motor
vehicle/road safety

*Epidemiologic research to identify
high risk populations
*Establishment of a program of
Emergency Medical Management for
health care providers law
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 znd
evaluation, "contact® tracing

- Establishment of a "network" of
STD clinics with an STD reference
center at the State Hospital in
Abeokuta

COSTsS



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)Juberculois Control Program

- Maintenance of Ogun State Chest
Clinics at Abeokuta and 1jebu-o0Ode

- Maintain BCG immunization program
- Establishment of a separate chest
diseases treatment facility

- Obtéining drugs and equipment

- Improvement of laboratory diagnos-
tic services

- Direct smerr Microscopy

- Development of case finding and
"contact tracing system"

- Epidemiologic studies of T8
prevalence

- lInitiate, encourage, ana
coordinate research program in TB
5)Hepatitis Control Program
Establishing a Hepatitis prevention
program




VI. Tmplications of the Plan

A. Program Implications

The overall goal of the planning process is to assess and redesign health
services so that they more nearly fit the health needs of each Iocal Goverrment
Area population, reorganize management so as to promote effectiveness and
efficiency, eliminate waste and maximize cost recovery and to mabilize Federal,
State and non-goverrment and local initiatives in order to extend primary care
services to the vast majority and thereby promote health and substar itially
decrease mortality and morbidity from common preventable conditions. :

Ogun State is not only blessed with a camparatively fertile physical,
economic, and social enviromment from which to launch such an effort, but has
already developed a variety of innovative approaches and programs related to this
goal. The plan outlined above has been and will be further develcped to explore
these particular approaches. After all, while much has been learned about
overall strategies towards implementation of truly effective primary care
services, much remains to be discovered concerning what types of delivery system
will prove to be practical in different enviromments. Areas still requiring
Jfurther resolution include issues such as:

1. Integration of 1° care services (MCH, Child welfare, treatment of
cammon conditions) which can only be developed over the course of time
Vs rapid categorical programs such as EPT.

2. Prioritization of budgeting between extensions of already costly 2nd
and 3rd level mostly urban facilities (which are needed as referral
facilities) and more cost-beneficial 1° care efforts which are so
needed in the rural areas.

3. Development of areas of responsibility and mutually advantageous
relationships between goverrment, missionary, private for profit and
traditional practitioners.

4. Design of combined curative-preventive 1° care services in such an
accessible and acceptable nanner that utilization by the populatien
becames sufficient to impact on State mortality and morbidity
statistics and to justify the investments, local and state, of money
and manpower.

5. Detemmination of most cost-beneficial transportation methods
(goverrmental vs fee for service) for patient referral, drug
distribution, supervision, evaluation and continuing education.

6. Balancing local initiatives and responsibility for health services
(construction and maintenance of facilities, co-payment for drugs and
perscnnel) with goverrmental inputs (training, drug supply, management)
so that 1° care facilities are viewed as "belonging" to the community,
yet services meet goverrment and federal standards.

7. Preservation of local health custams, such as hreast-feeding while
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introducing new 1° care methods such as child spacing and ORT.

To urnderstand these issues argd develop ways of resolving them, it seems
useful to build cn soame of the innovative approaches developed in Ogun State so
that, within the overall Federal and State Ministry of Health gquidelines and
objectives, a variety of experiences and methods are practiced and evaluated.
The following are examples of specific approaches that have been pioneered in the
State, but require further experience and assessment for maximal usefulness to
further plamning:

ll

Drug and Supply Resolving Fund:

Now that this program has been successfully launched, it can and must
be extended for the benefit of the 1° care initiative. Thus, the
essential l°caredxuglistwillbetakentoeachlocaleove.nmentArea
where individual revolving funds can be set up to ensure consistent 365
day/year supply of the most basic drugs and supplies a* each and every
govermment health center. Close collaboration with the "clianpharm"
drug distribution system used by missionary hospitals could pramote
maximal learning, provide relief in emergency situations for both
systems and effect potential cost savings in situition cf over stockage
or radical price differentials.

EPI is already in operation and providing rogular immnization in a
mmber of rural areas via Federal, stace and voluntary (not~-for-
profit) facilities. Further development of an overall plan to
integrate EPI into the reqular weekly (or even daily) Maternal child
Health Sexrvices of all of these vroviders will need to be developed and
carefully monitored with respect to cost-benefit, cold chain assurance
and maximum coverage witheut duplication of services.

The Iagos University Institute of child Health is conducting a major 10
health care aum rsearch demonstration project in Ifo/Ota. Methods of
integrated care, assessmen: of individual 1° care camponents, use of
growth charts (home based health records) and methods of data gathering
ard outcame assessment using a sample community based system, will alil
need to be studied for relevance to the State-wide 10 care program.
The potential of such demonstration projects for training will also be
investigated.

An ambitious collaborative Ministry of Health/Voluntary non-profit
hospital tuberculosis control program has been launched at Sacred Heart
Hospital in Abeckuta. Methods developed for case-finding, referral,
contact tracing, initial hospitalization and follow up treatment
constitute not only a needed opportunity for the development of new
cocperative links between goverrmental and non-goverrmental efforts in
this vital endemic/epidemic disease area, but will provide essential
data for future chest disease and other erdemic disease area efforts.

The nascent Ogun State University Teaching Hospital has as one of its
objectives, to collaborate in the training of camunity health officers
and assistants with the Ilese Institute of Technology. Provided the



necessary financing can be found, a collaboration of this kind should
greatly strengthen the quality and ocutput of this needed camponent of
1° care perucnnel training for the state.

6. Historically, traditional health practitioners have played a role in

the development of primary care in Ogun State. Two exanples require
mention:

a) Traditional birth attendants (TBAs), who contime to perform a
significant proportion of deliveries especially for a 60% rural
population, are now generally practicing sterile umbilical cord
care. This has reduced the incidence of neonatal tetamus to
almost nil. Contimued close monitoring and step-wise in service
education of this large group of practitioners will need to be
developed so as to improve their pre-and peri-natal assessment
skills, their delivery technique, and to help them acquire smooth
referral patterns (until such time as health center deliveries
are extended to cover the entire rural population).

b) Since Prof. Lambo's early revoluiionary work, Aro has stood as a
beacon of successful cross-cultural delivery of indigencus and
western oriented mental health care. The Ministry of Health has
extended the concept in its development of community-oriented
therapeutic approach such as the one at the Mental health Clinic
at Abeokuta. Such efforts need further evaluation so that 1°
care preventive and follow-up psychiatric services can be
extended state-wide.

Apart fram some of these initiatives with primary care implication or
potential, 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 population
Coverage and cost-benefit in outcoame terms (mortality/morbidity), means taking a
fresh look at existing services. Same of the issues that will need to be
addressed in this process include:

1. Clarification of 1° care management authority and responsibility.
The authcuity and responsibility for 1° care appears to be
divided among the Ministry of Health, the State Health Board, a~d
the Iocal Goverrment Areas. While the precise redefinition of
functions and responsibility will have to be discussed,
negotiated and ultimately determined by the state executive
council and military governor, it seems clear that more effective
administration 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 professional staff (above grade level 6) to report to the
State Ministry of Health while staff below this level report to
the Local Goverrment Area. Alternatively, all primary care staff
could report in a matrix fashion: administratively to the local
goverrment area, professionally to the State Ministry of Health.
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However, a 1° care health committee designated by the respective permanent
secretaries (and by other relevant Ministries: Education, Information, etc)
would meet monthly to assess, trouble shoot and plan. =

B. Data Gathering

Information at all levels of goverrment tend to be collected long after its
usefulness has expired. Contrariwise, information needed for planning is often
lacking. Also, camprehensive data is often gathered at great expense, and
diminishiiyy accuracy, when sampling at periodic intervals at a fraction of the
cost and far greater validity, would do the job.

For primary care purposes, it is essential that data be collectad on a
target-population basis. For exanple, it is vital to know what % of each health
zone's population is protected against each immunizable disease but much less
useful to know how many doses of this and that have been used. The demographic
and health-related rates necessary for good 1° care planning and delivery have
been defined.

Obtaining the data will be facilitated by close collaboration between
Ministry of health statistical personnel and the Institute of Child Health team
that has been collecting this kind of data (using hame-based records, sample hame
visiting, population surveys and the like). Of utmost importance, will be an

that deficiencies can be expeditious detected and corrected. Spot checking of
all 1° care facility inventory on 2 monthly or bimonthly basis will be initially
necessary and a system will be worked cut to do this.

C. Drug Supply Distribution System

Overcaming the drug and immunization supply constraint is one of the
intessential requirements for success of the plan. Adequate personnel, travel
budget and accounting systems will be ensured so that the revolving drug system
can be extended to proside consistent inventory of all essential drugas at each
health center and that cost recovery is efficient and can effectively maintain
the revolving fund at each level. The question of how much of the cost of
delivering the EPI services (excluding the vaccines which are free) will be
covered by a fee-for-service, remains to be resolved. Costs of health
maintenance need to be supported (e.g. by registration fees and/or sale of growth
charts) so that health education materials, maintenance of equipment and
incidental costs can be assumed. Experience in Mission hospitals suggests that
minimal 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 1° care level
professional personnel is close to, if not adequate to, meet the designated
goals. It is difficult to assess the existing 1° care capacity of Ministry of
Health personnel since specific levels of training (Cammunity Health Officers,
supervisors, assistants, and aides) is superimposed on nursing titles (staff
nurse, staff midwife, etc). Nevertheless, it seems clear that while ultimately
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certain cadres will have to be swbstantially increased, the more pressing
problems are those related to: (a) distribution (Ilaro Health zone being the most
deprived; (b) training (practicing 1° care in an integrated fashion requires both
training and in-service exparience in an appropriate demonstration unit) (c)job
satisfaction (related to living corditions, adequate drugs and suppliesé
appropriate supervision and continuing education) (d) effective referral to 2
care facilities as needed.

Until demonstration programs have been developed where all of these
functions can be witnessed, appreciated ard ultimately duplicated, 1° care
trainees will be in the position of trying to initiate change without truly
believing in its possibility, i.e. pulling themselves up by their own bootstreps.
Therefore the health plan will, in years 1 ard 2, concentrate training in those
sites where the appropriate model already exists or, with minimm input of the
above elements, can easily be instituted. Expansion to other areas will then
proceed rapidly based on these models and the successful training that they will
foster. It should be recalled that 1° care in this erviroment is a labor-
intensive 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

task, IG's will be entitled to a flancial contribution from the relevant
organization, e.g. SMOH and SHBE, equivalent to the actual anmual amount incurred
during the preceding year.

At the IG level, there is need to consolidate the management of all health
services run by the local goverrment under a single management and administrative
authority which would be held accountable amd would urdertake appropriate
monitoring of efficiency and service quality control.

However, in professional, technical and health matters, the health
management authority will be responsible to the SMOH. In such matters, the SMOH
will carry supervisory authority, and will provide adequate support.

Thus, a form of matrix management will be instituted whereby professional
responsibility is to the SMOH but day-to-day administration is under the
authority of the IGA. The details of the managerial and administrative setup will
be worked out at the State Goverrment level possibly requesting expert advice
from campetent academic institutions and/or external agencies.

F. Financial Implications

The Position Paper on the Planning Programming and Budgeting for Health
Development in the Fifth National Develcmment Plan (1987 - 1991) contains a clear

description of the econcmic and financial backdrop against which plan forecasts
need to be elaborated. This is to convey a strong sense of realism to those
responsible for planning sectral activity over the 1987 - 1991 pericd. In order
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to provide cammon ground to state planners, the Position Paper also contains a
glabal assessment of the financial resources which are likely to be available to
the Federal Govermment.

Projections regarding the utilization of Federal furds provide the ceiling
for the maximm statutory allocations to State Goverrments from the Federal
Account. State Goverrments are, therefore, expected to forecast activity levels
in each and every sector, so that the financial implications of such forecasts
remain within the boundaries of their total revemue. Financial projections at
the federal level are based on an anmual 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 econcmic and
financial comditions, 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 govermments
from the Federation Account estimated at 17.6 billion naira for the entire plan
period, the share of Ogun State.Goverrment would be in the order of 616.6 million
naira, 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 statutory
allocation of the 10 IGA's of the Ogun State from a Federal total of 5.4 billion
Naira might reach 41.2 million Naira per anmm.

Although no official estimates at State level indicating the likely course
for internal revenue generation have been attempted so far, a conservative
assumption might be to estimate an annual naominal growth of 5% of conformity with
the Federal estimate.

As regards, the health sector, in particular, it would be realistic to
assume that the sector will not be in a position to generate any substantial
incremental reverme over the major part of the period, primarily due to the
present poor service quality. It is, however, conceivable that once the
managerial requirements and the equipment and supplies needed for appropriate
functioning of the system are fully met, part of the financial burden currently
lying on the State and Iocal govermments will be adequately shared by the
camunity. This, however, is no: likely to happen until the credibility of the
official health system 3j5 restored with effective rehabilitation and
consolidation 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 prior:.ty attached
to the promotion of preventive services during the Fifth plan period, the amount
of cost recovery fram service payments accruing fram such activity remains to be
determined.

This, however, does not exclude the possibility of relatively high cost
recovery on family planning supplies provided the charge remains affordable.
Based on the above arguments, it would be unrealistic to expect the health sector
to generate substantial incremental revenue before the two final years of the
blan period. Given the growth ceiling, set for financial resources, and the
rather extensive discussion on Ogun State's financial situation, resource
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prospects over the next five-year period would dictate extreme caution. Activity
in the health sector will mainly focus on rehabilitating the Primary Health Care-
based system, carefully avoiding the creation of supplementary recurrent finance
requirements. It will have to be assumed therefore that change of policy putting
emphasis on Primary Health Care strategy will be mainly implemented by using the
presently available manpower, and physical, financial resources. There is
definite need for improving the managerial capabilities available to the system
So as to increase the efficiency with which current resources are being used.

The major affordable financial implication of the plan will be to mobilize
additional resocurces to finance the rehabilitation of facilities, equipment and
materials including strengthening of adequate managerial capabilities. The
amount, which for the next plan period, might reach 10-15 million Naira, on the
basis of 1986 prices, will have to be bridged possibly by a World Rank loan to
the sector. At the same time, measures to increase the cost-effectiveness of the
system will contribute towards narrowing the resource gap.

VII. Implementation, Moni‘oring and Evaluation

The Ogun State Health Plamning Process has been productive of a document
elaborating a working plan which is consistent with the Nigerian national health
policy. Efforts have been made to identify priority health problems and to
enumerate them. The basic justification for the selection of goals and specific
target 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 net effect,
limiting both cost and resource assessments. As a result, the Ogun Plan
describes the health system which is desired and identifies, in a broad sense,
the essential institutional requirements, but presents only gross budgetary
estimates which have not been factored into the analysis of specific programs
camoonents and implications.

The draft document is now ready for camment and revision within the M.'lmstry
of Health and at higher Govermment 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 ard available
resources for individual programs, areas, and;

3) a consolidation of alternative approaches fram different branches
of Goverrment and from the private sector.

Plamning, now begun, at Ogun is expected to contimue as a dynamic process

‘involving the political, organizational, and technical components of the Health
delivery system and evolving to an ordering of programs through a rational system
of prioritization. Numercus methodologic approaches may be brought to bear, but
in Ogun, it is likely that consensus development techniques coupled with some
elements of cost benefit analysis will contimi= “5 work well.

What now remains is for the strengthening of a plan of implementation. This
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is to begin with a critical examination of identified constraints. Political,
social, cultural , and institutional constraints 1ike the financial limitations
need to be very clearly stated. This will form the basis for developing
proposals for the removal, solution or circumventing of corstraints and the
identification of program areas which while attractive, may not be feasible.

For example, in Ogun, given a realistic assessment of the financial
requirements of the planned primary health care activities, and the concurrently
decelerating level of financial imputs, the feasibility of continued support for
the University Teaching Hospital will be broucht into question, and the overall
strategy for continued development of physician personnel reviewed.

This ongoing process, the analysis of constraints, and program areas, wiil
be used to selectively pair down the current long list of planned activities to

(detailed list of instituticnal requirements) will became in effect a blue print
for program management. Finally, program budgets must be camputed with as much
pPrecision as possible. Program activities may, then, be placed into a time
Sequence and examined for time constraints which might otherwise have remained
aobscure.

Throughout the Ogun Planning process emphasis has been placed on setting
policy goals arxd specific targets. The next step will be to establish priorities
and decide on the health abjectives and operational goals. This step is really
the setting of a schedule with identified milestones and intermediate targets for
development activities. This will form the basis for short term monitoring and
assessing the state of "development" of the program.

By develormental milestones, we mean the accamplishment of activities like
the pshabilitation of the School of Technology Ilese or the expansion of
curriculum at the University Teaching Hospital to include primary health care
practicums or the training of additional primary health care nurse educators.
Tnese milestones are sepaxate from the assessment of the programs ‘'health
intervention" such as the numbers of vaccines given, or numbers of mothers using
ORT and the mumbers of the Family Planning acceptors.

Ogun State alveady recognizes the assessing the impact of these health
activities on the health status of the cammnity requires, by its nature, a
larger time frame and a set of predetermined epidemiologic and health status
indicators, such as targeted infant mortality rates or life expectancy at birth.
It seems that for consistency, it will be advisable to specify the indicators to
be used in evaluating the program health impacts at the time when targets and
cbjectives are samewhat better defined.

Regardless of when they are specified, it has become clear that the kind of
Health Informaticn and Planning system which will be required does not yet exist
and will have to be built up. This means that reporting forms will have to be
examined for the relevance of the data they collect and whenever necessary-
redesigned. The mechanisms for collecting, tabulating, amd analyzing this data
must be carefully examined and streamlined. This will be done to facilitate the
monitoring of health intervention amd their impact.
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Additionally, there seems to be a role for an "operations research" approach
to monitoring the program activities both in terms of process (how things are
being done) and performance or adherence to the schedule (i.e. are we right on
schedule). To be effective, we know that the monitoring and evaluation tools we
decide to use must be applied regularly and that the collection of health
information data must be considered as important efforts toward these abjectives
which 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, we
realize the selected interventions may, by their nature, be facilitated through
the involvement of ocutside consultants. For example, we have heard of camputer
models being used in Primary Health Care operations research, and feel that these
may at same point be useful to Ogun State. Certainly the input of statistical
expertise and expertise in Commmity Medicine from 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-corvulsant drug
Anti-infective drugs

Drugs affecting bloed

Dermatological diugs
powder.

ointment, cream.
Gastrointestinal drugs

ointment, cream, suppository.

Hormones
Ophthalmological drug
Oxytocic

Respiratory tract drug
thecphylline, tablet.
Water/electrolyte balance
Immunologicals

Antiseptics

distributed under the primary health
prevailing National Family Planning Poli

THE ESSENTTAT, DRUG LIST

Lignocaine, topical, injections
Acetylsalicylic acid, tablet.
Paracetamol, tablet.
Chlorpheniramine, tablet, syrup.
Pramethazine, tablet.

Charcoal, ‘activated, powder.
Diazepam, injection.
Chloroquine, tablet, syrup, injection.
Metronidazole, tablet.
Piperazine, tablet syrup.
Pyrantel, tablet, syrup
Sulphadimidine, tablet, syrup.
Iron, tablets, mixtures.

Folic acid, tablet.

Neamycin plus bacitracin, dusting

* Calamine, lotiomn.

*The types of

Benzoic acid plus Salicylic aciq,

Magnesium t ‘silicate campound, tablet,
mixture.
Lignccaine  plus Betamethasone,
Hyoscine N-butylbromide, tablet.
Oral contraceptives.
Chlortetracycline, eye ointment.
Ergametrine, tablet, injection.
Ephedrine plus hydroxyzine

Oral rehydration salts.

Anti-snake vencm, injection.
Tetarus Antitoxin, (ATS), injection.
Chlorhexidine, solution.

Icdine, solution.

plus

oral contraceptives

care program will be determined by the
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Local Gover:ment
nrea

Health Institutions

Activities

Lgbado North

Comprehensive Hcalth
Centre, lmeko,.

Primary Health Centre,
Aiyetoro.

Health Clinics.
Health Posts,

-Fanily Plenning Clinics.

School Health Service,
Clinics.

1fo/Ota

Primary licalth Centre,
Ifo,.

Health Clinics.
Health Posts,
Family Flanning Clinics.

School Hcalth Service
ClinCSo .

Model Practice Area
for the Inatituts
of Child Health,
Lages University
Taaching Hospital's
Frimary Health Care
Progrimme,

EPI/ORT = coverage
above 82,1%

MCH/FP

Communicable Diseaze
control e.g,
Dlarrhoes, malaria,
Tuberculosis,
Leprosy, guineaworm,
schistosomiasis,

school Health
Services,

Health Cducation,

tnulromental Sanitati -
ONe

Limited curative
services,
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Table 7

CGUi!l STATE,

NIGERIA

(1(':!'(,)

DISTRIMUTICH CF EXISTING HEALTH FACILITIFS RY SCURCE CF FUNDTIG
GOVERNMENT (FED, STATE, LGA) I RTVATE SECTOR NCL-GOVIRIFLT m:';_l
HEALTH ZONE LOCAL GOV'T : . - - .
REA PHC REFERRAL mate oy REFERRAL REFERRCL l
NO Beds " | Mo Beds No Beds ' | Mo Peds " No Peds i
106 1 SE
ABEOKUTA L0 320 6 L7 10 27 ! 1 !
ABEOKUTA ODEDA 35 289 - - - - - i
OBAFEMI/OWODE| 31 21,0 - 1 25 - - ~ "— .
IFO/QTA - | IFO/0TA 36 208 1 100 [ 57 13 298 - - !
EGBADO SOUTH | 86 €96 238 :
1LARO —r ° ! > 50 _ - - - l
.~ |EGBADO NORTH | Lo ol 1 1 3 ol - - - B
[~ | 1JEBU-ODE 69 536 3 8o 2 75 _ - ;
1JEBU -] 1JEBU-EAST |. 56 L2l 2 80 1 7 - - |
— | IJEBU-NOR
TH 28 261, ) _ 6 LA 9 360 - -
SAGAMU - | 1JEBU-REMO L2 1427 N 196 9 7z 3 360 -
TOTALS L63 ER AL 18 [07)2 L2 <25 52 -/(’(7 1
- T2

* Estimated beds in 1986
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