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INTRODUCTION 

This paper is  presented In two unequal parts, The f i r s t  part deals 

with the constraints and the second w i t h  the consequences of heal% care 

delivery a t  the periphery. 

The pattern presented below is  drawn from the writer's experience 

of Nigeria. Generalization applicable t o  other developing nations and 

par*ticularly t o  the Eastern Mediterranean Region would perhaps be limited. 

The metkod of analysis adopted i s  similar t o  the one used during an evaluative 

study oarried out in 1973 involving f i f t y  health centres and maternity homes 

i n  the East Central S ta te  of NTgeria (Mojekma, 19731). 

l a s t ly ,  the words "nurse" o r  "midwife" have been used in exceptional 

circumstances &ere one or the other is actually meant. The tern "Provider" 

of health care has been preferred and used, t o  include a l l  groups of people 

who have some form of formal training i n  delivering health care. These groups 

include1 professianal and non-professional personnel. The term "Consumer" 

of health care has also been used t o  mean pre-suhool children who reaeive the 

care. &s term "consumer" may sometimes refer  t o  the mothers and guardians. 

* W e f  Nursing Officer, Ministry of Health and Social Welfare, Xeno State, 
Nigeria 

1 'ke  reason for preferring this word i s  tha t  the writer has not as yet  
found much difference i n  the care which the a f f e r e n t  levels of professionals 
give to  the pre-school child a t  the periphery. mperience seems t o  show 
that the difference i n  Weir actions, where it exists, is a f'unction of the 
money, materlatal and manpower provided rather than of the skills which the 
heals workers learnt i n  the i r  respecttve professional schools. 

~ 0 / 7 4 / 9 9 8  



PART ONE 

BACKGROUND 

Because of the wish t o  use for reference the peripheral health care 

systems i n  Nigerla, ~t 1s belleved that  it i s  pertinent a t  t h i s  point 

t o  describe brief ly the i r  cr~an~zn.tion.We m y  first look a t  the different 

categories of health workers employed i n  the delivery of health care. 

Categories of health workers found i n  the periphery 

In  rural areas of Nigema, three categories of health s taf f  look 

a f t e r  the health of the pre-school child. These are  the health s is ter ,  

the midwife and the commumty nurse. 

1. The health s i s t e r  is a female health worker with f u l l  secondary school 

education (11-12 years) followed by professional education i n  nursing, 

midwifery, and public health nursing. Even though her secondary school 

education m i g h t  have been received i n  Nigeria, invariably her professional 

education, particularly i n  publlc health nursing, has been received overseas, 

usually m England. The health s i s t e r ' s  b c t i o n  i n  the rural  areas i s  primarily 

supervisory. She is generally i n  charge of one or more of the rural  health 

instltutions, such as  health centres, maternity homes, maternal and child 

health (MCH) clinics, and dispensaries. (These health inst i tut ions are  

described below). The usual number of health inst i tut ions under a s i s t e r ' s  

jurisdiction i n  Nlgeria varies from about three t o  fifteen. 

Although the health s i s t e r  is expected t o  v i s i t  a l l  of the health 

inst i tut ions under her charge regularly, i n  some instances this is rarely 

done. In some rural  communities, these inst i tut ions are  close together hence 

cause l i t t l e  or no supervisory problems. There are, however, many inst i tut ions 

which are so dispersed tha t  the gross monthly rmleage could be as  much as 

2,000 by the time the health s l s t e r  v i s i t s  each of her health institutions. 

Ob~ously ,  such a dxtance i s  an impediment t o  dally orwen weekly v i s i t s .  

In this study, the reasons given by the s l s t e r s  themselves for  the lack of 

supervision are: 



Lack of of f ic ia l  vehicle for transportation; 

Lack of loans t o  purchase own vehicle; 

Lsck of petrol allowance, even when a vehicle i s  purehas&-by the 

health s i s t e r  herself; 

Bad roads; 

Inadequate monthly mileage allowance by the ministry; 

Unnecessary o f f i c ia l  v i s i t s  t o  headquarters for t r i v i a l  reasons. 

2. The midwife i s  a female health worker mth approximately ei$ht years 

of education, followed by professional qualification in midwifery. Midwifery 

training inst i tut ions are located a t  Government, mission and private hospitals 

i n  Nigeria. These institutions t r a in  two different grades of midwives* Recently, 

however, the Midwives Board of Nigeria has eliminated, by upgrading, the lower 

grade of midwifery i n  a l l  the States of the Federation. 

Most of the midwives are employed by local g o v ~ ~ e n t s  or missions, but 

a re  supervised by the health s l s t e r s  who are  a l l  employed by the Ministry of 

Health. The f'unotion of the midwife i s  t o  attend t o  mothers ante-natally, 

post-natally, during parturition, and also t o  look a f t e r  the health of the 

children. In practice, most of them deliver babies, and only a few take care of 

the mother and child as well. 

3. The comnmity nurse is  a female health worker and, l ike  the midwife, has 

eight years of education. Her training i n  a recognized Nigerian ins t i tu t ion  

varies i n  length, depending on whether she is  already a qualified midwife or not. 

A s  her professional t i t l e  implies, she is prepared to  carry out preventive 

rather than curative measures among the m a 1  community. 

A l l  three categories of health personnel rroPk individually o r  i n  poups, 

depending on the types of health ins t i tu t ion  i n  which they a re  employed. 

Peripheral health care systems 

Three main services - curative, maternal and child health, and preventive - 
are  available t o  the rural  child. These services are generally availsble in  

four different health insitutions: the curative services in dispensaries, the 

matema1 and child health services in maternity homes and i n  MCH clinics,  and 

the preventive services i n  health offioes. In some rura l  c o m i t i e s ,  one or 

more of such services are available in a health centre. 



1. The dispensary is  the "front line" health care unit  providing curative 

services t o  the whole cotmnanity for  patients of a l l  ages. Minor ailments, 

such as  fevers, coughs and ulcers, are diagnosed and drugs are  prescribed 

and dispensed. The dispensary assistant1, rather than a nurse or midwife, 

is  the primary health worker who Functions i n  this setting. 

2. The maternal and child health c l in ic  contains f a c i l i t i e s  for the care 

of the mother and child on an out-patlent basis. Clinics such as  ante-natal, 

post-natal, infant welfare and immunization are held on specified days of t k  

week. The health s i s t e r  and the c o m i t y  nurse are the health personnel who 

f'unction i n  this setting. 

3. The maternity homes contain MCH c l in ics  as  well as f ac i l i t i e s  for  

confinement. They are found i n  both urban and rura l  areas. The health 

personnel who function i n  t h i s  set t ing are  the midwife and the community 

nurse. 

4. The health offices contain the administrative machinery of the Health 

Division and also house the public health inspector and the health overseer, 

who together provide primary environmental sanitation services for a l l  members 

of the connrmnlty. 

5. A health centre, according t o  Fendall (1966) "is a unit which provides 

a family w i t h  a l l  the health services it requires, other than those which can 

only be provided i n  a hospital... ... When well developed, a health centre 

provides general out-patient services and limited domiciliary care of the sicd 

it provides cl inics  for  ante-natal and post-natal mothers, school children 

and the "under fives", while in addition to  these there is usually a midwifery 

uni t  v l th in the  centre i t s e l f .  It also provides environmental healtfi services 

and gives advice and guldance on home living conditipns, m t e r  supplies and 

lEven wough the dispensary assis tant  looks a f t e r  anyone who comes for health 
care, including the pre-school child, he was not included among the categories 
of nursing staff  described on page 2 because he i s  not a nurse. However, l ike  
thmidwlfe,the dispensary assistant,  who is usually a man, has only eight years 
of primary education, followetl by '~rofessiona1 preparation i n  a recomized 
training ins t i tu t ion  i n  Nigeria. The dispensary assistant,  this primary 
health care worker, is  trained by medical doctors to  provide curative services 
t o  the whole coniuiunity. He i s  prepared t o  diagnose and t r e a t  disease and also 
t o  prescribe and dispense drugs. He sees himself a s  a curative agent. 



sanitation...... Above a l l ,  and a t  every possib1ecpportunit~-, a health 

centre educates the individual, the family and through them the  comrmurLty 

it serves. It s t r ives  a l so  t o  obtain the actxve par t ic ipat ion of the 

conrmunity i n  f t s  health promoting act ivi t ies ' ' .  

A t  present the quali ty of services provided by heal th  centres i n  

Nigeria var ies  widely. A few, such a s  the Asa, a r e  well organzed, equipped, 

and complete with a functionin@; dispensary, MCH c l in ic ,  maternity home and 

health office.  This health off ice  had, unlike the  majority, a supply of 

stationery fo r  co l lec t i rq  epidemiological data, a typewriter and a typis t .  

I n  the maternity hone, pat ients  had bedsheets and mattresses. This  heal th  

centre, In t he  writer's opinion, w a s  f'unctional. 

The majority of the heal th  centres could, however, be desaribed a s  

dysf'unctional. In contrast  t o  Asa, they a re  fragmented, disorganized, 

i r r a t iona l ly  b u i l t  and lacking most of the essent ia l  equipment and personnel. 

There i s  usually no provision fo r  heal th  off ices  on the  premises and when 

one ( in  the form of a very small room) does ex i s t  there  i s  no stationery 

t o  co l lec t  epidemiological data and no writ ing materials. For example, one 

heal th  centre had two buildings which a re  physically separated by a busy 

highway. The dispensary ass i s tan t  i s  located i n  one building and the  midwlfe 

i n  the  other. Each has a separate store,  each runs his or  her own c l in ic ,  and 

generally does not communicate with the other. In another heal th  centre, 

both the midwife and the dispensary a s s i s t an t  were away fo r  two days on 

"o f f i c i a l  business". The untrained attendant w a s  l e f t  t o  cope w i t h  deliveries. 

There was no ergometrine! (Apparently, t h e  law does not allow the untrained 

attendant t o  touch the key of the drug cupboard i n  the absence of the mldwlfe) . 
Development of more e f f i c i en t  administration i n  such heal th  centres has been 

hampered by the  indecision of t he  Ministry of Health a s  t o  who among the three 

categories of ru ra l  heal th  workers i s  t o  be hi charge during the absence of 

the supervising health s i s t e r ,  who generally resides i n  a c i t y  miles away. 



THE OBJECTIVE OF THE PERIPHERAL SYSTEDPS 

One re-occurring objective of the peripheral systems, as stated by 

the Government, is to give complete health care to all children free of 

charge, irrespective of where they may live. Thls implies that the 

Government is concerned n t h  the promotion of health and with lowering 

the pre-school child mortality and morbidity. Therefore anything that stands 

in the way of giving complete health care constitutes a constraint. 

Regardless of the Government's intent, the writer believes that, 

for a child to achieve complete health, that child should not be separated 

from its mother. Both mother and child In the writer's view, form a vital 
family unit on which all health systems for the pre-school child should 

be based. 

The writer believes also that no peripheral health care system for 

the pre-school child should be static. The system must be mobile. It 

must "reach out" to the child in order to see, feel, and understand all 

the problems affecting him. 

CONSTRAINTS IN THE PERIPHERAL SYSTES.I 

Five broad groups of constraints are identifled. These are those 

imposed by: 

(a) the employer 

(b) the organization 

(c) the "provider" 

(d) other Governmental agencies 

(e) specific socio-cultural milxeu 

A. Constraints imposed by the employer 

1. The Ministry of Health may have stated objectives outlined above but 

often lacks the infrastructure necessary for meeting these objectives. 

For example, if a programme is to provide for a comprehensive innrmnization 

scheme, unless there are adequate stocks of triple vaccine, BCG and oral 

polio,for re- utilizatlanat a convenient storage centre, timely and 

adequate immunization of the pre-school child may never be fulfilled. 



2. Apart from inadequate stock of drugs and vaccines, the employer 

f requh t ly  does not provide enough suitable equipment. It i s  not 

unusual t o  discover that some village health centres have no stove fo r  

s ter i l iz ing syringes and needles and when a stove is available, there may 

not be sufficient kerosene. Besides, common soap i s  frequently out of 

stock. If" there is no soap and water, very fewt'provider$ i f  any, would 

bother to  examine the child. The treatment i n  this case, is based 

solely on what the mother says. 

3. Another constraint imposed by the employer i s  insufficient 

l iving accomnodation for  a l l  of i ts  s taf f .  Granted there are many village 

huts available but these do not appear t o  s u i t  the tastes of most "providers". 

4. The health s i s t e r  i s  taught to  practise "out reach", a s  it is assumed 

t o  be one of the surest ways of reaching the "unreachables" - the unmarried 

mother, the malnourished child whose mother is chronically sick and the child 

w i t h  tuberculosis whose mother is i n  purdah. Yet, a s  we have seen in the 

Nigerian si tuat ion descr2bed above, some health sisters have no o f f i c ia l  

transport nor any transport allowance i n  a comunity where public transporta- 

t ion does not exist. A s  a result ,  vis i t ing i s  impossible and after a period 

the visi t ing s k i l l  a s  well a s  "the reluctant", "the hopeless" and "the 

disadvantaged" children are completely ignored. 

5. The buildings fo r  health units  are  generally so poorly designed 

that the flow of children through them takes ages. The buildings a re  of 

poor design because the midwife or nurse who works in these buildings and 

is conversant with the requirements is ignored duldng the planning stages. 

6. One cther important member of the health team who i s  usually ignored 

during the planning of a health centre i s  the opinion leadep in the local 

comrmnity. Some rather expensive health centres are bu i l t  but not f i l l y  

Opinion leaders are  men and women i n  the vlllage whose opinions are 
respected by the villagers a s  a whole. They may be politicians, market 
women, native therapists, r ich businessmen, chiefs, school teachers, local 
midwives, o r  the oldest persons i n  the village. This paper recognizes 
tha t  there wag be two or even three factions, each hating the other. 



utilized because they do not always serve the health needs of the local people 

as viewed by the opinion leaders. These opinion leaders frequently become 

embittered (Foster, 1952; Simmons, 1955 and 1960; Oberg, 19%; Mil, 1960) 
and may therefore constitute a serious obstacle to the effective utilization of 

the health centre services. 

7. The employer's means of meeting its objective may be ~nappropriate. For 

example, in a comnrunitg where 50 per cent of the children die of predominantly 

preventable diseases before they are five years old, and where the illiteracy 

rate is still very high in rural comrmmities, more and more hospitals are tn 

the process of being built. Given the economic reallty, it is not likely 

that the "provider" can reach all the children with a health care system that 
is based on hospitals. 

8. A constraint wlvch the employer also imposes on the health care system 

at the periphery is the absence of refresher courses for the "providers". 

It is generally accepted that knowledge, once acquired, does not re- with 

us for ever. It is only by continuing education that the "provi&ersW can 

ensure that their education and practices are relevant to the health needs of 

the comtnunlty they are serving. Yet employers do not invest in refresher 

courses for their staff and particularly for those dedicated but ill-prepared 

"providers" in the rural areas. 

9. In addition to absence of planned refresher courses, the Government has 

allowed the existence of a system in whlch "prevention" is separated from 
I1 curative" health care, a rellc of the colonial era which is ineffective as 

a system of health care delivery to pre-school children in rural cottmiur4ties. 

It is ineffective because there are very few diseases of this age group which 

are strictly preventive or curative. This type of system encourages no feed- 

back between its components. The members of one group, as noted earlier, do 

not know the capabilities of the members In other groups and therefore do not 

solicit their help. Duplication, waste and gaps in health care systems are 

not uncommon. 

10. Lastly, and perhaps most important of all, the Ministry of Health lacks 

an effective executive capacity. Executive capacity implies the existence of 

personalized organs able to innovate In executing broad policy deoisions. For 



instance, in the absence of an effective executive capacity the money voted 

for health care is not all used up because there is no-one to draw up an acoept- 

able proposal. And although such bodies as UNESCO, UNICEF and WHO are willing 

to help, their services are not always solicited, for the sane reason. 

B. Constraints Imposed by the Organization of the System Itself 

Even where the Government has the right policy and the appropriate priority; 

even when the executive capacity of the Ministry of Health is supportive of 

optimum health care delivery; even when the staff accepts the local traditions 

etc., - if the organization of the system is clumsy, it constitutes a constraint. 
This may be illustrated as follows: 

1. The system of filing cards is clumsy and invariably results in unavallabili- 

ty of the cards when required. As a consequence, continuity is lost and in a 

community where the literacy rate is low, the mother may not know the importance 

of explaining to the "provider" the past history of the child and the treatment 

which was given. This could be the genesis of the increasing incidence of 

dry; resistance in our communities. 

2. Several activities are carried out in the rural health institutions. All 

these activities are supposed to lower the mortality and morbidity of the pre- 

school'children. However, no reliable system of evaluation is employed. Most 

rural health personnel equate progress by the increase in attendance. The 

"providers" ritualistically weigh all children who attend clinics. Even though 

studies by Morley and others have shown that an idea of W e  prevalence of P(34 

can be obtained from an appraisal of the weight deficit in pre-soh001 children, 

the organization is such that no time is spent in such appraisal. 

Individuals are weighed but no analysis of the community's weights is attempted. 

Attendance is therefore not a sensitive indicator for progress. There are 

other sociological reasons why people attend clinics. 

3. Other health workers equate progress by the number of BCG vaucines given. 

Cognizance is not taken of the number of unnecessary repeaters and the fictitioxu 

names in the registers. 

4. Lastly, the organization lays emphasis on single-purpose, non-coordinated 

and expensive mass campaigns and health aations against specific comrmnioable 

diseases. A multidisciplinary approach based on a comprehensive oare system 



that would utillze the available resources (manpower, money and materials) 

would be more effective. Our present system of delivering care to the rural 

comunities lacks comprehensiveness. 

C. Constraints Imposed by the "Provider" 

1. The main constraint which the health personnel imposes on the system is 

the inadequate basic educatlonal preparation. This makes it hfficult for a 

health worker to comprehend completely what is taught at the training school and 

forces the teachers to use a didactic method of teaching and more specifically 

a method of dictating notes. The effect of dictating notes is that the poorer 

student commits these to memory, regurgikates them on exammation but finds 

application and adaptation in the field situation an impossible task. F'uGther- 

more, she makes no attempt to read professional journals* with a view to keeping 

up-to-date with new ideas and/or refreshing her memory on old methods which 

have proved effective. 

As a result, the health worker uses only a few skills which, when analyzed, are 

not aimed at lowering either the moriality or the morbidity of pre-school children 

(Mojekwu, 1973). Secoadly, w!?enever new ideas are discussed she finds them 

puzzling because of her ignorance and is therefore unable to use them. 

2. Granted that the nurse's basic educatlonal endowment constitutes a constraint 

on the system, the doctor's inadequate professional preparation could be a more 

serious constraint. For example, a inebcal officer i: supposed to be in charge 

of a whole &strict, supervising dispensaries, health centres, district hospitals 

as well as any environmental sanitation or disease control programmes which may 

be In progress. Most of these medical officers are not interested In public 

health, and so neglect the education of the mother and the education of the 

health workers working under them. 

3. Marriage, coupled with raising of a family, makes deployment of personnel 

difficult and results in the chronic shortage of both male and female staff' 

in the rural areas. For the few who are willing to work in the rural areas, 

lack of understanding of the local culture, unwillingless to accept the norms of 

that culture and/or inability to adapt and participate in the social activities 

of the locality constitute a constraint and make the "provider" an ineffective 

agent of change. 

*One must adrmt that these reading materials are not usually made available In 

the rural areas by the employer. 
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D. Constraints Imposed by other Governmental Agencies 

1. Al1"providers "of health care, particularly nurses and doctors, demand a- 

basic standard of social amenities suoh as housing, usable roads, public trans- 

portation, fast and reliable means of coumnanication, electricity, safe water 

supply, and schools for their children. All these are available only in the 

cities. Unless these are also available in ru ra l  areas the "providers" will 

continue refusing to be posted to rural communities, thus chronic shortage of 

s W f  will continue with detrimental effect on the consumers. Fendall (1968) 

believes that "to attempt to persuade, induce, coerce and compel professionally 

trained personnel to acoept positions (in rural communities) without supplyiq 

these measures is to ensure failure (of the system) and engender opposftion". 

One component of this social environment which most "providers" complain of is 

lack of water. Without water, environmental and personal sanitation might  

defeat the curative oreren the preventive objectives envisaged for the health 

activities of the pre-school child. 

2. For complete coverage, mobile clinics are used to complement statia 

health institutions. Unfortunately their effectiveness is markedly dimini&ed 

because the roads are bad and bridges are frequently washed may by tomntial 

rens, not to mention their exorbitant cost, In the long run, coverage, as 

a Laudable objective, is never attained. 

3. Furthermore, experience has shown that although nurses and midwives are 

taught to co-operate and collaborate with other groups such as the agricultural 

extension workers, vtllage school teachers, c o m i t y  development workers etc., 

all these groups are officially on duty during the morning hours when each 

is too completely overwhelmed by its own specific problems to have time to meet. 

The only time they could meet is after official hours. This has proved generd- 

ly Lmpossible because wprkers prefer to use their free time for other pursuits 

than official business. Besides, no inducement, suoh as transport allonanoe, 

is given by any of the agencies. 

E. Constraints Imposed by the Socio-cultured Milieu 

It is not possible fcrthe "providers" to detect ill health, estimate 

progress and assess nursing care effectively yithout an understanding oP thsl 

socio-cultural factors that influence diseases, such ns religion, level of 

education, or fatly structure, concept of disease, attitudes towards deaths, 



perception of social  and psychological distance, perception of an "important" 

event, meanim of time and others. The behaviour associated with these factors  

dfects  not  only the  consumers' ideas of heal th  and disease (Read, 1948; 
Paul, 1955; Read, 1966) but even the food they ea t  ( ~ o s t e r ,  1951; Je l l i f f e ,  1956) . 
This may be i l l u s t r a t e d  by a fern examples from Nlgeria, 

1. Villagers may not seek help from the  heal th  centre personnel because of 

t h e i r  perceived s o c i d  and psychological &stance. The perception may be r e a l  

i n  the  sense that some pertinent questions were not asked during the  planning 

and operational stages of the heal th  centre. To what extent did the planners 

consider t he  soclo-cultural matrix of t h l s  c o m i t y  - the  securi ty  as well 

as the lethargy inherent i n  old ways of living, the  habitual  health and hygiene 

prnctices which perpetuate communicable diseases, the  existence of ideological 

bar r ie rs  t o  c o m i c a t l o n  of new ldeas and acceptance of new services? (~ead,1966). 

It is much more usual f o r  planners t o  ask a technical  questlon (WHO, Tech. Rep. 

Ser. No. 137) which r ea l ly  has no meaning t o  the v i l lagers  and sometimes makes 

them svlspicious t h a t  "these people a r e  poisonldg the water". ( ~ a u l ,  1955). 

2. Another instance of lack of awareness of cu l tura l  cond~t ions  is  that 

tradionally all-important events l i k e  deaths, b i r ths ,  marriages, return of a 

son from overseas, baptism, i n s t a l l a t i on  of chiefs, d i s t r i c t  heads and emirs, 

a re  a l l  made joyous occasions with drums, dancing, eatlng, drinking, r i%uals  

and players. It i s  frequently a time when animists, boslems and Christians, 

Roman Catholics and Anglicans, young and old, Christian pr ies t s ,  pagan plriests 

and m a l l a m s  meet and forget t h e i r  differences temporarily. Unfortunately, 

the  doctor 's  o r  nurse 's  forelgn e6ucation may mean t h a t  he/she ignores or  

forgets  t h i s  customary form of introducing an important event, l i k e  t he  

opening of a heal th  centre. It is,  therefore, not surprising that v i l lagers  

do not  see the heal th  centre a s  an important p a t  of t h e i r  cul ture  and therefore 

may not use it effectively.  

3. I n  the  Hausa-Fulanl culture of Nigeria where pre-school chi ld  mortality 

is  high, the  women f e e l  it i s  unlucky t o  speak of dead children, t o  count the  

l i v ing  and i n  par t icu la r  t o  mention the name of the  first son. A s  a resu l t ,  

collection of s t a t i s t i c s  par t icu la r ly  by non-natives and worse s t i l l  placing 

any f a i t h  on those so collected,consti tute constraints on -the systems, whereas 

use of opinion leaders nny be the  most r e l i ab l e  means of col lect ing data abo~lt  

the  consumers. 



4. Even thou& it is  generally accepted that  when the child v i s i t s  the 

"provider" the mother should be present, t h i s  is not &ways possible in sane 

Nigerian cultures where women are  i n  purdah. This brings up the need fo r  child 

caretakers who usually give a history that is entirely different from what one 

observes when t h e  child i s  stripped naked. The presence of the mother helps 

the "provider" better t o  sppreciate the family history, a s  well as the Nstolry 

of the present ill health. Better appreciation by the "provider" helps to  

.improve co-operation i n  the ccae and i n  more rea l i s t i c  health education. A l l  

these benefits are l o s t  when the mother traditionally stays home. 

5. Assuming thatthe "provider" has gained insight in to  the soalo-oultural 

practices, it is still necessaryto reorient her education to  enable her objecti- 

vely t o  compare these practices with her own1. Her education is not oriented 

towards differentiating the beneficial ones whlch she should ignore, the 

uncertain ones to  be l e f t  alone un t i l  she has more information end l as t ,  the 

harmful ones which should occupy a great part  of her connnrnication with the 

community members. To a l t e r  the harmi'ul ones, the more appropriate method 

would be friendly perm~asion of groups or  individuals and demonstratian of 

worJsable altel*natives within the cultural framework of the original. (Williams 

and Je l l i f f e ,  1972). 

l'I3is exercise is necessary because pwple generally do hot realize or  
accept that thei r  own customs and practices are not necessarily the 
only ones i n  the world nor the r ight  ones. Also, though village A ' s  
cultural patterns may be seen by the inhabitants of v i l l e e  B as con- 
taining both rational and irrat ional  elements, they are  never seen as suoh 
by the Inhabitants of village A. To t h e m ,  the i r  cultural patterns are  
always rational. 

The current system tends t o  teach the "provider" tha t  the consumer 
is  generally "difficult" and needs t o  be "babied". The suggested 
method above wi l l  p r e w e  the "providerttto look a t  h i s  own culture 
more obJectively and to  accept, without condescension, those which 
d i f fe r  from it. 
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Unfortunately, the  curr icula  f o r  the  "providers" lack most of these socio- 

cu l tura l  elements. And even when some of these elements a re  tawt, the  

method used is  didactic,  lacklng intention f o r  loca l  adaptation. For 

example, t he  consumer has t rad i t iona l ly  gone t o  a native healer  who is supposed 

t o  cure and prevent a l l  i lls. Yet, the  s c i en t i f i c  se t t ing  i n  which we work, 

ra ther  than capi ta l iz ing on t h i s  cu l tu ra l  practice,  requires the  consumer t o  

consult several  members of the  "provider" tear,. Since poor col~lmunication s t i l l  

exists among the  "provider" team, it i s  not surprising that the cmsuner some- 

times goes away d issa t i s f ied ,  with no improvement aS; a l l  in  h i s  h e a t h  s ta tus .  

CONSE&UENCES OF HEALTH CARE SYSTEMS 

In  the  first par t  of this paper an attempt is made t o  describe the  bar r ie rs  

(constraints)  on the  "path" of the  Nigerian heal th  care systems at the  periphery. 

This pa r t  of the  paper w i l l  try t o  forecast  "what would happen i f  a l l  these 

bar r ie rs  were miraculously removed". 

If the  constraints were removed, the  heal th  care system avai lable  t o  the  

rurd l  pre-school chi ld  would be e f f ic ien t .  The l i k e l y  consequences of such 

an e f f i c i en t  system would be such t h a t  the  r u r a l  mother would have a be t t e r  

understanding of Child Care, Family Health and Environmental Sanitation, jus t  

t o  mention a few items. 

The r e s u l t  would b e t h a t  mothers i n  the rural area would now be considered 

t o  be enlightened and happy. This s t a t e  of well-being w i l l  include improved 

health of her  Children, who now w i l l  survive the usual death t o l l .  AS these 

children grow i n t o  men and women they eventually multiply. I n  a population 

with a sustained average f e r t i l i t y ,  more children w i l l  be born each year. 

Because growth increases exponentially, it quickly generates immense numbers. 

These la rge  numbers w i l l  need food, schools, heal th  services, jobs and 

other soc ia l  services. One question comes t o  mind. Is there any country 

whose resources a re  so limitless t h a t  it w i l l  provide equal opportunity f o r  

each individual t o  rea l ize  h i s  potential? The wr i te r  does no t  know of any and 

her guess i s  that there  i s  none. 



It worild: appear tha t  i f  the yrcvrth trends in  our population continue 

unchecked withoutcommensurpteincrease i n  food production and natural resources, 

the l i m i t s  of growth w i l l  be reached. The most probable resul t  w i l l  be a 

d e c l a e  i n  development with attendapt decline i n  populatian. We shall there- 

fore have succeeded not only i n  wiping out disease but also i n  wiping out 

ourselves. I f  t h i s  occurs, such a health care system could be desoribed as 

a failure. 

This fa i lure  is  l ikely t o  occur because we tend t o  examine single compo- 

nents of the rural  health problem without realizing that the whole environment 

is always the sum t o t a l  of' i ts component parts  and that changes i n  one park 

require change i n  other parts. Thus, the social, polit ical,  and ecunomic 

side-effects of health care systems must always be anticipated and i f  possible 

forestalled when planning health delivery systems fo r  rural  couununitles. There 

are three ways out of thls dilemma that  are suggested. 

The f i r s t  way out i s  through education - both general and persoTlalized 

education. Assuming that  one can learn from history, we could accept McKeown's 

assertion that i n  England and Wales, a reductian of the b i r th  Pate ocaurred 

when a certain stage of l i teracy was reached and tha t  nowhere i n  the world has 

reduction preceded it (McKeown, 1965). Unfortunately, thls method demands 

time and money - two v i t a l  factors which developing nations do not have. - 
The second way oc& i s  t o  adopt an all-out war against the population 

explosion and use all the available media t o  motivate and educate mothers, 

husbands and school ohildren about family planning. For a predoudnantly illi- 

terate population suoh as exlsts  i n  rural Nigeria, this methoc' Ls likely to 

prove ineffective, especially when a high premium is $till placed on 'baving 

babies". 

The third way, which the writer prefers, i s  t o  provide health oare w l t h  a 

strong health education component, thnt w i l l  emphasize child spacing. Thfs 

type of intekrated system can be worked out i n  W h a t  the writer has chosen t o  

c a l l  a "functional health centre" because it contains a l l  the elemen'ts whioh a 

village woman would need routinely i n  her no- dally l i f e .  It contains 

suoh f ac i l i t i e s  a s  water, "~oss ip"  centre together with sewing f a c i l i t i e s  t o  

keep the women occupied while waiting for  treatment. It also oaoltains a model 
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farm from which mothers can learn principles of spacing crops and good 

animal husbandry. The advarrtage of such an establishment is that  the mother 

does not f ee l  tha t  she must come fo r  any special event but rather for  a social 

involvement which i s  more related t o  our cultural milieu than t o  the preaent 

well-structured system. 

85urmwW 
Some of the constraints which prevent the Full realization of the 

Government's objective of providing a complete health coverage fo r  the pre- 

school child a t  the periphery have been delineated. It has been shown tha t  

these canstraints are themselves in-built in to  the existing health care 

delivery system's infrastructures and organization. This is because basically 

the health care system is not organized and does not grow t o  su i t  the socio- 

cultural milieu of the consumers, 

Another factor  restraining the effect ivi ty of the system is  the education 

and at t i tudes of the "providers" who work within a social environment that is 

negative t o  providing and receiving health care satisfactorily.  

Besides the material means necessary t o  remove the c o n s t ~ t s ,  executive 

capacity t o  implement objectives of the system has t o  be provided for  by 

health planners. A reorientation of planners t o  adjust the system t o  remove 

the constraint appears t o  he the ultimate solution t o  the problem of high 

mortality and morbidity of the pre-school child. 

However, i f  all the constraints were removed then we would have a healthier 

l i f e ,  f ree  from squalor, disease, and death. However, this would resul t  In 

rapidly increasing population. The vast "numbers" would not be contained by 

our present economic status, hence a catastrophe would result .  

Health care systems must therefore be organized t o  change natEllity beha- 

viw through education, at the same time that the general health of the 

population is being improved. Planning a suitable health care system shouldl 

therefore include strong provisions fo r  health education i n  child spacing. 
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