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INTRODUCTION
The need to improve the poor state of health of the teeming

population of Nigeria has been a major problem facing successive
governments, governmental and non-governmental organizations and
individuals in the country. In one of the series of inaugural lectures
delivered in this great citadel of learning and culture, poverty was
described as the greatest problem facing African countries (Afonja,
1997). 1 will like to add "poor health™ as an equally great problem. Our
poverty is intricately linked with our poor state of heaith and, therefore,
it cannot be significantly alleviated unless we improve the health status
of our population.

| therefore intend, in this first inaugural lecture from the
Department of Nursing, to examine the phenomenon of
underdevelopment of health of Nigerians, discuss heaith promotion
strategies for addressing some of our pressing heaith probiems,
highlight my modest contributions and suggest the ways forward.

WHAT IS HEALTH PROMOTION?
Before discussing the priority areas requiring health promotion
efforts in Nigeria, we need to be clear about what the concept of health

promotion is all about.

The concept of health promotion has been in existence for a
long time. It was initially used, and continue to be used, by traditional
public health practitioners to describe 'a level of disease prevention’.
The classical definition of ‘public health’ by Winslow (1920) anticipated
health promotion as a major part of the public health of the future. The
concept is embedded in the World Health Organization classic definition
of health of 1946, with emphasis on "a state of complete physical,
mental and social well-being...." (WHO, 19486).

In its narrowest sense, the concept has been used
synonymously with health education activities associated mainly with
posters, pamphlets, mass-media programmes, etc. In its widest sense,
it represents a strategy for improving and protacting people’s health
through soccio-economic, behavioural, biological and environmentai
chonges. It therefore includes health education, environmental
measures, socio-economic and policy development, regulatory
activities, etc.



According to American Public Health Association (APHA, 1978),
the concept refers to:

‘a wide variety of individual and community efforts to
encourage or support health behaviour ana environmental
improvement where these goals and objectives have been
previously determined, usually on the basis of epidemiological
data, to be important.... ‘It may involve educational,
organizational, economic and environmental interventions
targeted towards specific lifestyle, behaviour and environmental
conditions that are harmful to heaith’. ~

The Ottawa Chartr - for Health Promotion (WHO, 1987), which
was hailed world-wide as a new direction in public health, defined the
concept as:

“the process of enabling people to increase control over, and to
improve, their health. To reach a state of complete physical,
mental and social well-being, an individual or group must be
able to identify and realize aspirations, to satisfy needs, and to
change or cope with the environment” .

The Charter drew attention to three key health promotion
strategies:
- reducing inequalities in health;

- increasing the prevention of disease and;

- eanhancing the capacity to cope with chronic disease
and disability.
a
Itidentified socio-economic, environmental and biomedical determinants
of health and recognized that attainment of good health cannot be
achieved by health sector alone.

Even before the Ottawa Declaration, health promotion strategies
had become z major focus of actons by governmental and non-
governmental organizations in some developed countries (Anderson,
1984; Tones, 1985; W10, 1996). With the release of a paper titled "A
New Perspective on the Heaith of Canadians” in 1974, the Canadiar

Government adopted health promotion as a key national health strategy
for improving the health of the Canadians. In Europe, Canada and
America, many health professional groups have adapted heaith
promotion strategies to their professional activities. Considerable
experience has accumulated on its operations and evaluations in various
settings. However, only few developing countries have adopted the
declaration and enunciated comprehensive health promotion policy and
programmes (WHQ, 1997).

Concept of Health Education

Since the concepts of ‘health promoation’ and ‘health education’
are often used interchangeably because of their interrelatedness, a
statement about health education is therefore necessary to avoid being
misunderstood. Heaith education, according to World Health
QOrganization (WHO, 1983}, is "any process, formal or informal that
conveys information in such a way that pefsonal behaviour is changed.
The change should result in a reduction of morbidity or mortality or
reduction in disability or discomfort for persons, their families or their
community”.

Health education includes personal education, and mass media
nformation and education. It aims at empowering people to know and
value health and 1o participate actively in solving health problems
relevant to their personal, family and community interest. Health
education, according to Alma Ata Conference of 1987 (Alma Ata,
1987), shouid be undertaken in a comprehensive framework and should “
be clusely linked to health information._

Health education is therefore not synonymous with health
promotion. However, it is its major component since it contributes
significantly towards " heaith improvement”.

Framework for Heaith Promotion
Health promotion, as an 'umbrella’ concept, covers various

programmes of action that are central to the practice of community
health, of which community health nursing is an integral part. These
include various aspects of disease prevention, protection against
specific health risks, and promotion of optimal health.

Health promction, according to WHO {1987), should focus on



the promotion of healthy public policy,
ztreln’?then -community participation, develop personal skills and reorient

ealt| servxcgs. A framework for the development of health promotion
programmes In various settings should include:

create supportive environments,

i Identification of priority health problems ot the people

modifiable and prevalent risk factors among
the target population;

ii. development of well-targeted and effective

interventions for empowering pecple to solve their
problems;

iii. Planning and implementation of the interventions in

suc? a8 way that its operation and effects can be
evaluated. :

This fr S . P
amework is shown diagrammaticaily in figure | below:

Fig I: A FRAMEWORK FOR HEALTH PROMOTION
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HEALTH PROBLEMS OF NIGERIA

Historical Perspective: At the beginning of this century, Nigeria was in
a state of pestilence, characterised by severe epidemics of infectious
diseases and famines. Morbidity and mortality were very high among
the population; only few Nigerians survived to old age. It used to take
an average of 15 pregnancies for a Nigerian woman to produce 7
normal deliveries and 7 normal deliveries for her to have 3 children
surviving to aduithood.

Initially, medical institutions were established strategically by
the colonialists to cater mainly for civil servants, service men and their
families, rather than the generality of the population {Schram, 1971).
Christian missionary organizations also set up some medical services to
support their evangelical activities in the country.

Confronted with epidemics of infectious and communicable
diseases among the population, the colonial government developed
some strategies for the delivery of modest health care to the
population. These include the training and utilization of assi.tant
physicians and various cadres of auxiliary health workers to provide
some general medical/dispensary- and maternity services, the use of
special health campaigns for the control of certain diseases {eg, YAWS,
PLAGUES and SMALLPOX) and the use of mobile clinics {Daramola,
1984; Lucas, 1991).

After the 1960 independence, the country inheritad the colonial
medical service system which was designed to provide a modicum of
health services for the population. There were uneven geographical
distribution of available health resources in the country and lack of
access to health care by majority of the population. Preventive and
primary care were discontinuous and ineffective. Health planning
became disjointed and evaluation was never seriously considered. In the
government health services, there were divisions of responsibilities for
health care among various categories of heaith workers, governmental
departments and their agencies without integrated direction, coherent
policy and coordinated relationship (Jiradu ¢ 4/, 1935},

Infant and under-five mortality rates ramained very high and life
expectaricy at birth was below 43 years. Compolications of pregnancy

wn



occurred in about 15% of women and maternal mortality rate was
about 25 per 1,000 deliveries. The major killer or crippling childhood
diseases in the country were preventable diseases which can only be
eradicated by immunization, health education, improvement in
environmental sanitation, especially the provision of adequate and
potable water supply as well as adequate and.safe disposal of refuse
and human waste. It was also realised that 85% of the ill-health
conditions could be easily prevented and treated outside the hospital
system by non-physicians, suitably selected, trained, super-:. 1 and
motivated (Fendall, 1972; Ransome-Kuti, 1981).

The problem of poor state of health was interlinked and
compounded by the overall developmental problems of the country.
The couniry’s gross nationai product per head never rose above US 10
dollars and per capita expenditure on health was less than US 3 cent,
the bulk of which went into curative services which were locates in

urban areas.

GOVERNMENTAL POLICY RESPONSES

The Federai Government of Nigeria embarked on the
reorganization of the health system of the country in the early 1970s.
Two major policy changes were embarked upon, namely: () the
introduction of the Health Management Board System (HMBS) and (ii)
Primary Health Care (PHC) Programme.

I. Health Management Board System (HMBSh
In 1975, the government embarked on a reorganization of the health
service system of the country by adopting a HMBS. The main
objectives of HMBS, as an approach to managing the health services of
a state, were to facilitate the delivery of effective and efficient health
care and also facilitate effective participation of providers as well as
consumers of health services in decisions &bout health.

The basic concept underlying this approach is
REGIONALIZATION of heaith se.vices. This concept has long been
proposed as a potential solution to the problems of fragmented health
services of most countries, including health needs of rural areas. It has
also been described as "offering a unified planning of 2 functionally
differentiated but well coordinated health care delivery system for an
entire geographical region, demarcated not just by political boundaries

but according to established pattern of seeking and providing medical “

care in a manner similar to trading areas” {Oskewe, et 3/, 1982).

The HMBS of Nigeria was essentially an administrative
arrangement, within a state, for facilitating effective planning
management and allocation of health care resources and also fo;
decentralizing decision-making. The system aimed at organising
resogr.ces ipto peripheral, intermediate and central organization and
administration within a defined geographical-cum-paolitical- boundary.
The HMBS of each state was therefore a three-tier pyramidal structure
made up of; (i) a State Health Council at the apex; (ii) Zonal Health
Board in charge of each health zone and; (jii) Local Health Committee
at the local government level.

. Primary Health Care Programme. Since the end of the sacond world
war, _there were growing concerns for the poor state of health of people
m_ dlisadvantaged and under-developed areas of the world T.he
prlr?mples of Primary Health Care {PHC), as a strategy for impr.oving
their poor state of health, had been sporadicaily developed
demonstrated and advocated. PHC was therefore seen as an essentiai
cgre necessary for providing social justice in heaith for the
'dlsgdvaptaged populations. This realization led to world-wide concern
v;nous internaticnal initiatives, the declaration of the seven principies:
o the PHC by the world Health Assembly in May 1975 and also the
?'amous Alma-Ata declaration of September 1978. Some of the
;mcipies of the declaration are as follows:
{a) PHC must respond to the needs of the population
{(b) There must be individual or collective '
participation of the users in the planning,
implementation and evaluation of health care.

{c) All available resources must be investigated so is
to make them appropriate, accessible an™ ioderate in
cost. ‘

‘ Before then, by the middle of 1870s, a he;u"ff’v rAare programme
Kr_wpvw/.n as Basic Health Services Scheme (BHSS} was '?iBTmea'Li‘;.fi ixr the
ngerxaq government. The BHSS aimed at providing conprehensive,
prevent{ve, promotive and essential curativs services by means of
appropriate technology and a ¢hance” in. tee. pattern of resource
allocation to favour the unde--servad =3¢ the rural popuiation. The

|
|
|



occurred in about 15% of women and maternal mortality rate was
about 25 per 1,000 deliveries. The major killer or crippling childhcod
diseases in the country were preventabie diseases which can only be
eradicated by immunization, health education, improvement in
environmental sanitation, especially the provision of adequate and
potable water supply as well as adequate and-safe disposal of refuse
and human waste. It was also realised that 85% of the ill-health
conditions could be easily prevented and treated outside the hospital
system by non-physicians, suitably selected, trained, super:. 1 and
motivated {Fendall, 1972; Ransome-Kuti, 1981}.

The problem of poor state of health was interlinked and
compounded by the overall developmental problems of the country.
The country’s gross nationai product per head never rose above Us 10
dollars and per capita expenditure on health was less than US. 3 cent,
the bulk of which went into curativa services which were locateet in

urban areas.

GOVERNMENTAL POLICY RESPONSES

The Federai Government of WNigeria embarked on the
reorganization of the health system of the country in the earty 1970s.
Two major policy changes were embarked upon, namely: {1) the
introduction of the Health. Management Board System {(HMBS) and {ii)
Primary Health Care (PHC) Programme.

I. Health Management Board System (HMBSH.
In 1975, the government embarked on a reorganization of the health
service system of the country by adopting a HMBS. The main
objectives of HMBS, as an approach to managing the health services of
a state, were to facilitate the delivery of effective and efficient health
care and also facilitate effective participatlon of providers as well as
consumers of health services in decisions about health.

The basic concept underlying this approach s
REGIONALIZATION of health se.vices. This concept has long been
proposed as a potential solution to the problems of fragmented health
services of most countries, including heaith needs of rural areas. It has
also been described as "offering a unified planning of a functionally
differentiated but well coordinated health care delivery system for an
entire geographical region, demarcated not just by political boundaries

but a_ccording to established pattern of seeking and providing medical
tare in a manner similar to trading areas” (Oskewe, et a/, 1982).

The HMBS of Nigeria was essentially an administrative
arrangement, within a state, for facilitating effective ‘planning
managément and allocation of health care resources and also fo;
decentralizing decision-making. The system aimed at organising
resoyr_ces into peripheral, intermediate and central arganization and
administration within a defined geographical-cum-political boundary.
The HMBS of each state was therefore a three-tier pyramidal structure
made up of: (i)l a State Health Council at the apex; (i) Zonal Health
Board in charge of each health zone and: (i} Local Health Committee
at the local government level.

Il. Primary Health Care Programme. Since the end cf the sacond worid
war, -there were growing concerns for the poor state of health of peocpie
in dl.sadvantaged and under-developed areas of the worid. T.he
pnn_cnples of Primary Health Care (PHC), as a strategy for improving
their poor state of health, had been sporadically developed
demonstrated and advocated. PHC was therefore seen as an esse’ntia;
care necessary for providing social justice in heaith for the
'dlsgdvarjtaged populations. This realization led to world-wide concern
various international initiatives, the declaration of the seven principies'
ci the PHC by the world Health Assembiy in May 1975 and also the
f‘arnous Alma-Ata declaration of September 1378. Some of the
~rincipies of the declaration are as follows:
{a) PHC must respond to the needs of the population.
(b) There must be individual or collective
participation of the users in the planning,
implementation and evaluation of health care.

{c) All available resources must be investigated so s
to make them appropriate, accessible ant oderate in
cost.

. Befare then, by the middle of 1970s, a haaith care programme
KltIOW.n as Basic Health Services Scheme (8HSS) was rizrmuéam;'i:y the
ngenar? government. The BHSS aimed at providing omprehensive,
preven::-ve, promotive and essential surativs. services by means of
appropriate technology and a chance in tre. pattern of resource
allocation to favour the under-servad a4 tha rural population. The



programme was renamed Frimary Health Care (PHC) Programme in
1983 in order to streamiine its approach with that advocated by WHO
and UNICEF.

The Federal Government of Nigeria adopted PHC as the
cornerstone of its National Health Policy in 1987 and made it the main
responsibility of local governments. -Accerding to the policy:

"PHC shall provide general health services of preventive,
curative, promotive and rehabilitative nature to the population
at the entry point of the health care system. The provision of
care at this level is largely the responsibility of Jocal
govemments, with the support of the State Ministry of Heaith
and within the overall National Health Policy”. (FMOH, 1987)

The eight components of the PHC programmes which, according to
the National Health Policy, are the core areas of activities of the local
government, are:

1. Education concerning prevailing health problems and
method of preventing and controlling them,
Promotion of food supply and proper nutrition;

An adequate supply of safe water and basic sanitation;
Maternal and child health care, including family
planning;

Immunization against the major infectious diseases;
Prevention and control of locally endemic diseases;
Appropriate treatment of common diseases.

Provision of essential drugs.

AWN
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Community participation was identified as the main strategy for
achieving the objectives of the PHC programmes. To ensure peoples’
participation, each local government area- was divided into health
districts and PHC Management Committees were formed in each local
government area with the responsibilities for planning, managing,
monitoring and evaluating PHC services at the local government level
{Ransome-Kuti, et a/, 1990).

It was also recognized that there were some health services
under the local governments before the introduction of PHC approach.
These include maternity, dispensary and sanitary services \vith staff

liment and other facilities. Some gxternally-supportesduc:Ha(;

;?(;g‘r):;rr:mes were also in existence as (inr't)lce(l)I :’)'r(:(ga;rl;s;r:;lrr:t(?z.,'1 e
i ization , Or

eXD{!'_f“ded Dng::f:f?]iﬁ;:i;f:rgﬁleigsvm monitoring programme, rural
o progl;am nd'sanitation {WATSAN]}. The basic challengg was to
o _SUDD 4 aizational and management strategies forintegratmth.ese
esrabhsr\r:;gair;to a harmonious whole, so that effecti've and eﬁ!:.'esnt
Ir::;?tf?ervices could be delivered to the people in their communities.

At the beginning, an average of 5% of the fe(?ex; gg\c;irsrijgr::;‘z
health budget was allocated to PHC {See table 1 berg ra.mme o e
amount of resources were expended on thSN‘pCEgFJ s, ot
international organizations such as WHQO, o ;he S ramme

r, as years rolled by, resources al}qcate or t ogramme
;*v?t‘i’:\z\l’:d', thus indicating declining political commitmen t

programme.

i
Table 1: Federal Budgetary Allocation for PHC, 1987-1989 (In millions

of Naira)
i PHC Allocation as

Total FMOH -Allocation

Yeer Budget for for PHC % of Total FMOH

Budget i

Health '

1987 236.45 14.30 3(1)2

1988 443.11 18.50 4.39

1989 452.50 19.90 .

Adapted from Egwu, 1996.

Recent information on the health status of the ;?opt'_.\lationvsh:)v::
that the programme is yet 1o achieve its stated objec:::s; atat:rate
indi i ing infant mortality rate, chi e

health status indicators, including in lity rate, PR

i have not shown any significant redu s,

and maternal mortality rate, ific h on
izati d to 11%, majority of preg

Immunization coverage has droppe sarer
i and about 50% of our chi

women have no access to safe delivery . \ ol

i i ition which will undoubtediy
are suffering from chronic malnutri i dou :
their physical development and future intellectual functioning {see table

2).



Table 2: Selected Health indicators for Nigeria in 1994.

Infant Mortality Rate 114/1000
Under-five Mortality Rate 191/1000
Percentage of infants who had received 11.0%
any vaccination |

Percentage of pregnant women with ‘I0.0% l
access to delivery by trained midwives \ |
l
]

it Children under five stunted 50.4.%
, 4%

addressﬁ:hougz the HMBS and PHC programmes wera designed to

nadeouat ?rpro lgms of underdevelopment of heaith in the countrv

available health ree Foo! Planning, coordination and management of
, 1 resources at the local communi

effe _ ; > loc urity level and lack of

Ctive -machinery for community Involvements/participation in t:e

programmes are the main factors ini
ond Oribabor. 1088 o 19I;J(St;‘lonstrammg the programmes (Jinadu

HEALTH PROMOTION RESEARCH [N IFE - MY CONTRIBUTIONS

"The ideal outcomes of health research is

the effective utilization of its findings”
(HSR Training Series, 1997},

Mr Vice Chancellor, sir, when | joined the Department of
Community Health of Obafemi Awolowo University as lecturer Il in
1979, | was assigned the responsibility of teaching and coordindting
occcupational health and some primary health care courses and
programmes. As at that time, | was the only lecturer in the department
with some practical experience of occupational health services. Initially,
| was only interested in doing research and using the research findings
to improve my teaching. However, as nearly all my research ideas
began to emanate from my community health services in occupational
health and primary health care facilities, the need to use my research
findings to improve the health of my target populations for services

became very compelling,

At the beginning, | was working alone. However, with
increasing interest in the conduct of research 1o assist in the
formulation of health policy and improve the health of the people, |
beq:n to develop collaborative research with colleagues within and

outside my Faculty.

My tirst initiation into the methodology of cperations research
was when, Professor Ojofeitimi and | successfully deveioped and
implemented an operations research sponsored by Primary Care
Operations Research {PRICOR) in 1985. This study aimed at
demanstrating a novel supervisory strategy for improving the
productivity of PHC workars in the country {Ojofeitimi, et a/, 1985).
Most of what | have learnt since then about health cromotion research
was through ‘learning by doing’. A brief discussion of my adventures
into health promaonon rasearch befare and since tien is relevani at this
juncture

Promoting the Heaith of Nigerian Workers
Indusirizc of various kinds have besn 330 lizhed in Migeria



;vf;t::u:hadeczfuate considerations for their environmental impacts. Ver
. the safety and heal;h of the population have been of seco.ndar:

afety, ¢ Lo ol .
1950; Jinadu, 1979; Jinadu, 1994). | - POCUeIty (WHO/ILO,

J

of oecim

S¢cupational hazards comopri i
prises of thre incti i
ooy i g oy e distinctive but inter-related

Fig II: A Diagram i
eat i g Showing Hazard Control Process in Occupational
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The broad field of occupational health provided us with initial
opportunities for health promotion research. Working with colleagues
within the faculties, our research efforts were initially directed to
conducting epidemiological investigations of: occupaticnal heailth
problems. These include investigations into heaith problems of road
construction workers in the early days of road construction boom
(Jinadu, 1980), motor vehicle mechanics, welders and paintars (Jinadu,
1982) and bakery workers (Jinadu and Malomo, 1988), etc. However,
as workers began to ask us, "of what use is your research to us?”, we
decided to apply the results of our findings to improving their heaith‘

and safety.

Health Promotion Among Wood Workers: Logging and wood-
processing are common occupations in south-western Nigeria where
timbers are found in abundance. The occupations have long been
known to be highly hazardous. Various types of heaith problems such
‘as cancers of the nasal cavities, dermatological and respiratory
disorders, and accidental injuries have been raported among workers in
the occupations in industrialized countries [(Jinadu, 1983). However,
few studies focused on the heaith problems of workers in the industries

in Nigeria.

In 1983, | lead a team of researchers {Jinadu, Hozzain and
Owolabi) to conduct investigations into health problems of workers in
the largest wood industrial establishment in the country. Our objectives

were to:

(i) identify the prevalence, distribution, severity and
determinants of accidental injuries, occupational respiratory
disorders and occupational dermatitis and;

{ii) develop programmes for the promotion of health of workers
in the industry.

These series of investigations spanned a period of five years.
Our first year of research efforts was financially supported by the
University and the rest was through personal sacrifice. Professor
Soyinka, of the Departmant of Dermatology and Venerclogy, provided
us with valuable advise throughout the duration of the preiect.



Our investigations revealed the followings:

{a)  Majority of workers in the industry suffered from minor
injuries during the process of handling woods. Occasionally,
when serious and fatal accidents occurred, they were caused
by falling and flying objects, usually in the logging section.
These accidents resulted into considerable loss of man-hours
and productivity {see Tables 3 & 4).

{b) Impairmerts of rospiratory function, as a rasult of
inhalation of woed dusts and substances were found mainly
among weed furniture workers in the industry. While some of
the respirchie wooed dusts were transported to the alveoli and
caused restr:ctive airway problems, others caused bronchi-

constriction and, rie¢nce, obstructive airwav problems (see
Table 5).

{c) Contact with wood and chemicals used for their preservation
and preparation oftan rasuited into allergic dermatitis Isee Table
6).

{d) Medical secticn of the industry was poorly organised. Patients
records were not adeguately kept and the heaith persornel were not
engaged in any preventive and promotive programmes.

We therefore developed a heaith promotion programme,
focusing not only on workers’ eduration about safety precautions in the
wood industry and the use of protective devices, but also on the
reduction of specific hazards in the industry. Our intervention
programme later brought together medical department of the industry,
workers' “union and management to formulate pelicies on health and
safety of workers in the industry. Occupational Health and Safety Unit
of the Federal Ministry of Heaith later requested for the resuits of our
findings to aid the unit in setting standards for the control of hazards
in the wood industries in the country,

Tabie 3: Distribution of Wood Industrial Accidents According to Types
bf Injuries Sustained by the Workers in 1984, ‘

i { Incidentrate per
s of Injuries Number Relative J
Tyee of Workers Frequency 100 wood
% workers |
J‘__
5 |
Minor injuries 395 80.6 52 ‘
i r
Deep lacerations/
punctured wounds 28 5.7 3.7 |
Eye Injuries 27 5.5 3.6 |
.
Fractures 10 2.0 1.3 }
|
Head Injuries (i) 4 0.8 0.5 |
Burns and scalds 4 0.8 0.5 ,
\
Snake bites {ii} 4 0.6 0.5 |
\
Scorpion stings 3 0.6 0.4 |
Others 15 3.1 2.0 |
|
(i) 2 died of head injuries

(i) 1 died of snake bites.

15



Table 4: Incident rates (IR) of wood industrial injuries/accidents in
the verious production units of the wood industry.

Types of Injuries Plywood Sawmill Furniture Workshop Forestry
N=156 N=119 N=93 N=25 N=98
IR/100 IR/100 IR/100 JR/100 IR/100
Minor injuries 51.2 52.9 53.7 860.0 52.0
Deep lacerations 3.1 5.2 4.1 8.0 2.0
Eye injuries 19 58 20 16.0 2.0
Fractures 0.4 23 03 4.0 2,0
Head injuries 0.4 0.6 1.3
Burns and scalds 0.8 8.0
Snake bites - - - 0 2.7
Scorpion stings 0.4 - - 2.0
Others 5.4 5.2 4.8 8.1
Total 60.0 €9.2 62.8 100.0 66.2

Tabie 5: Ventilatory capacity of wood furniture workers before and

during working hours.

Variables Before Working
FVC 3.41 + 0.32
FEV, 3.04 + 0.25
MET (in'sec) 0.63 + 0.36

Differences before
and during working

hours

-0.59

-0.93

-0.26

<0.01
<0.01

<0.01

Table 6: Contact dermatitis amang workers in various production
sections of the wood industry

Production Sections  No. of Workers No. with Percen-

Examined contact tage
Dermatitis

Plywood workers 20 18 75.0

Furniture Assembiy

and Prototype

workers 11 6 54.5

Sanding workers 6 3 50.0

Furniture Spraying

workers 11 5 45.4

Quality Control

workers 6 4 66.7

Total 54 29 54.7




Controlling Noise Hazards in the Wood Industries: Noise, according to
International Labour Organisation (ILO, 1977), is all sound which could
result in hearing impairment or be harmful to health or otherwise
dangerous. Noise is a major health hazard in Nigeria, particularly in
small-scale wood industries {sawmills) which provide employment for
a sizeable proportion of the working population in south-westerri

Nigeria. Unfortunately, majority of Nigerian workers do not perceive
noise as dangerous to health,

" As a result of our successful implementation of the wood
industrial project, | was invited by ILO, in 1992, to develop a project for
the control of noise hazard among small-scale woced industrial workers
in the country. This project started with the identification and
quantification of the noise hazard and the assessment of knowledge,

attitude and practice of noise prevention among wood waorkers in Osun,
Ondo and Ogun states.

Our findings ravealed that the two main types of saw used by
the saw-millers (circular and band saws) emitted noise that was above
the recommended threshold vaiue of 90dB and which could result into
héaring impairment of the workers (see Table 7). Workers had poor

knowledge of the hazard and were not practising any noise abatement
methed.

We therefore embarked on health promction programme that
focused-on: (i) improving workers’ knowledge of the noise hazard: (if)
provision and use of noise ‘limiter {ear protector) and: (i) noise
reduction through regular maintenance of machines.

One of the first set of Ife medical graduates to obtain the Fellowship of
the West African Community Medicine, from the Department of
Community Health of Obafemi Awolowo University, participated in this
project. He wrote his fellowship dissertation on noise among the wood

industrial workers, under my supervision, using equipment lcaned to us
by the ILO,

(04}
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Table 7: Noise Level in Sawmills in Ondo, Ogun and Osun ‘

Nigeria

|
!
Circular Saw Band Saw }‘
|
{

Type of Machine

9+ 2
Average Sound Level (dB) 96.1 + 0.3 959+

Average Highest Noise

detected {(dB) 112.2 + 1 109.2 + 3

103.3 + 3
Average of Leq (dB) 105.5 + 2

1341 + 2
Average Dose % {dB) 120.4 + 3

97.3 + 2
Average Lavc (dB) 103.8+ 2
Average duration of . o5
Exposure {hours! 8.

Steady Steady

Type of Noise
e e ——

K Leg = Equivalent continuous sound level.
ey: =

i

|
|
|
(
|
|
\
\
Average sound level. measured by sound mefjer

ve \
- to which worker is expesad. |

[
in summary, one of the greatest challenges of 'r:hizla:rx‘aparr;jnc;::\f':
i ializing nations is the need to develop adequate _ e ol
i s for workers. Adeqguate heaith pro.motlnon prog rdo[ :
?;Zgir:]em:s’teablishment of facilities for the idznﬁ::;té:r; h';f ::az;h a:d
e teng v thek;:?ka:g Vt‘t:zn(;:er'gotpt::ter:: C:’f programmes for thﬁr
e i?‘f :ﬁ;uld ’be a joint responsibility of the government,
cont;?:i.alTh;hh department, workers and their managers. |

thy. child. ~alshe|is
ant and ur.:ter-fi‘be

indu

igeri hild
ing the Health of ngenan_ C i
Pmmoml‘\gn average Nigerian child is an un.heaﬂl f
ravaged by disease and hunger. The very high In
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mortality rates, as indicated earlier, tell part of the story. The major
killer or crippling  childhood diseases in the Country  are

infectious/communicable diseases and malnutrition, which have also
been described eariier.

Evaluation of Expanded Programme on Immunization (EP/)

"Immunization programme- constitutes one of the maost
economical and effective approaches to the prevention of

communicable diseases and can produce dramatic effects in the
battle to lower infant and chitdhgod mortality rates in the
developing countries if the

y are well implemented” {Jinadu,
7983)

In 1974, Nigeria embarked
at least 85% of children again
Tuberculosis
Neonatal Tetanus
Diphtheria
Poliomyelitis
Measles

Whooping Cough or Pertussis

on EPI with the objective of immunizing
St six target diseases, namely:

The programme started
conducted at Ikire in Irewole Local
After few years of its implement

in Oyo State after a pilot study
Government area in 1975.
ation, it became obvious that the

programme was failing, despite huge resources committed to it by WHO
and UNICEF.

In 1982, | conducted an administra
programme and identified why the programme was not likely to achieve
its stated objectives. These include "inadequate community involverment
in  the planning and ‘mplementation of the programme, poor
tommunication between different government departments and
inadequate publicity " (Jinadu, 1983). This study was later cited by the
then Honourable: Minister of Health, Professor Otiko e Ransome-Kuti,
during “he launching of National Primary Health Programme in 1987, as
one of the major contributions to the development of Primary Health
Care in Nigeria. It was by a stroke of luck that this small piece of

research influenced a national health policy. This is tha ultimate goaj of

tive case ‘study of the

p
|eal|se INn one's hle‘tl ne.

i i i es: Diarrhoea has long_been
Prevenfing Chddho'(z:: gz;hzfi:nﬁﬁ?s and mortality among_chlldrgn
reCQQH'Z_Ed N lTl\al:CEF 1985; FMOH, 1987). Although the _d.lsease IZ
oy (FGN/n to be 'caused by poor environmental .condmons| 22(1
gen_era“v‘ knciv‘;)ehaviours of the people, specific _enwro_nmenta e
ot TUfal fa(;*ors that are responsible for the hlgh |nc1de$rrierce>fore
SQC'O‘CU.‘IUF;: OlLJnUV remained inadequately investlgated._ d'e”hoea,l
g’:sa;? itrl;; ‘:):ority research needs was .to d‘ev:l:dp i:t\:i-y;memai

i ific, behavioura e
:tfer:,ri?r?aonrlz o??iiddiszr;sesf::echem et al, 1983; Faechem, 1584).
e e

. . as
A matter of fact, my interest in child health problergj—";né :
i : i S, 1
sed bsy scme members of the commun;\ty vkvhor:;lifugndo 0d e
arcu T ers mm Y e
i i f goitre IN Ax .

' v-based investigation o T
E:OTS;HSL-iln:ta/"-:'Oject coordinated by Professor Oke oftt‘heogric}bm i
ghemistr\y) lutha’( their priority health proplem was quhger b
the lives lof their children from dlsease:n.berljOne T e

] was a nu
ion revealed that diarrhoea . o
?bs:rv:rt:;nl therefore spent the next two year; dey\]lelo:;;;wg;faolr g
m; zsal f(;r the control of childhood diarrhoea n‘r'mataga .
z:/ Ipnternational Development Research Centre (iDKC}.

. - cted for
The investigation commenced in 1,987 a.nd W;S(Z?JB%UU, e
by a multidisciplinary team of investigators | -based pilot
four years ,‘/b ). Our aim was to develop commuqltv a.‘sei s
Af::, ;\Qin’:zﬂl;/tégy for the prevention of childhood diarrhoea 1
in k

rural area of Nigeria.

i i disposal
Our pre-intervention investigation revledaledf:;aede?aia;eof t?and-
d household reg ’ ‘
~hildren and adult faeces an : ‘ N eparing
of v':w_l;dff,\,nh soap and water after going 10 toilet and I:)ef?esi? fepeding
w?f(; 'ar? foods, poor breast-feeding practice and gnn‘zg a-;: feedin
- ' ild! iart e} Tan e t
o rivls as the risk factors for childhood diarthosa in w8
utensils a

et al, 1991).
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age of five years in the communities. Evaluation of the project, after 12
months of intensive community-based intervention, revealed a

significant reduction in the incidence of diarrhoea in the intervention

communities,-compared with the control communities (see Tables 8 and
9).

Table 8: Six-month post-intervention inciden
children 0-5 years in intervention commu
communities, in Akoko Area of Ondo St

ce of diarrhoea among

nities, compared with contryi
ate, Nigeria

—_—
Intervention* Controj**
Age-group RR**#** 5 Valye
{in yrs) iD*»* ID®=»
<1 1.20 3.08 0.39 0.Cc00
1-2 t.1% 1,34 0.86 0.0C0
2-3 1.23 2.31 0.53 0.000
3-4 9.27 16.63 0.56 0.000
4-5 4.72 14.72 0.32 0,000
Total 1.22 2.45 0.50 0.000

* Total number of children observed in the intervention communities = 2285

** Total number of children abserved in the control gommunities = 1900
*** Incidence Density/1000

**** Relative Risk

o b )

|
- oea
a a

|
i |
i Post-Intervention % Reduction
Pre-Intervention ] |
Age-gmu)p (%} (%) J
{in years (
L - |
15.7 347 76.4 |
<1
Q9
1-2 55 3.4 38.2
! 54.3
1 3.7
2-3 8 |
n o |
3-4 4.9 2.7 44.9
4-5 ¢ e 1.5 34.8
4-9 T8

. |

In 1993, following successful imp!ementatiog ofet:tls(:‘r)%%tbi

invited by Applied Diarrhoeal Disease {?esearch Proj B

o Horv itute for international Deveiopment to devg op ot

e P lnsn{'ud childhood diarrhoeal disease project. ; o(f

?SpecT_- “ a'ppt':e DFO]:ECT. were Professor Odebiyi of _Departmret:mn,m

ggfii?c?;\;oaric;n;&nthropology and Dr. Fajewo;ycfmé (l)ri 7?: g;:::‘ men
j onducte J

o CommUﬂitﬂv H: zlft%sz:esgffﬁgv;f;.c()ur research objec.tiv:s vye;g

GO"emmem ‘-\rfhp nrevaience of personal and domes?txch yglznd
o defefmme ciavted with high incidence of childhqod dlarrdé)eassm

gzss;gg\gof:;znity—based health promotion intervention for addre

|
them.

/

ot iarrhoeai
Our findings ravealed different categc-”zat‘“‘gf %t dr':cr)thefj'

ur iGS TIVEd . .o Taple 10). The

rity (see 7 able 7
: rmembers of the ccmmu / uses were
mnesset?ogz of the sariousness of the illnesses and‘th;zv r:::o  sende
gtaa::ipon these categorizations. These, in mm'Hwer?j;;)gdu etal. 1995).
. d by the mothers { ‘

f home treatments used g reflected

;(:he ;YPZSNZ” or not given to children during the disease

oods :

}

iciog: 3 di (Jinz Juetal, 1996).
community’s notion of the aeticiogy of the dnse_ase ! !
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Like in Akoko area, wa found that many households lacked hygienic
methods of disposal of children’s and adults’ faeces. Cleaning of
feeding utensils and hand-washing behaviour were also poor. The
community lacked potable water for drinking.

:I’able 10: Local Taxonomy of diarrhoeal ilinesses among the Yoruba
in Ife South of Nigeria. —

Leocal cla. sificaticn Explanation

1. Igbe gburu Frequent watery diarrhoea, usually
in large quantity. The term is also
used for non-specific type of

diarrhoea
2. lgbe jedi-jedi Any type of stooling witih plood in
the stool.
3. Igbe Orin Freguent stooling with mu us
4. igbe tapa or Arunsu Frequent stooling With colicky
abdominal pain.
5. Susu-bibi, Onigbameiji Watery stooling and vomiting

or Kusinu-kusode (Choleric type of diarrhoea)

8. Igbe eyin Watery stooling associated with
teething.

7. Igbe Osese. Igbe tolo Frequent stooling usually in s all

or Asule quantity

To address the most criticai risk factors for diarrhoea in this
Sommunnty, wre proposed and impiemented a partnership-driven pilot
health promotion intervention that focused on the importance of safe

disposal of children faeces, using soap and water for handwashing,

adequate cleaning of feeding utensils and protection of community weil
frcm cor.\tammation. The partnership initiative led 1o greater
collaboration between the researchers, the local government and the
community for effective utilization of the research findings.

]
=

Hygiene Committee (Egbe
committee (Egbe imototo) for t

Imototo): As an example, a hygiene
he purpose of conducting grass-root
ation, was initiated in one of thg
bers of the committee consisted of

mobilization and hygiene educ

intervention communities. Mem _

xtension workers.
oung mothears and some health e - .
Lo A song/slogan, in yoruba, for the prevention of chilanood

" - i
diarrhoea was formulated and adopted by the committee as part of their
key educational strat2gy, as follows: |

imototo lo le sec in igbe gbuuru (twice) ‘
Imototo owo |
/mototo ara ‘
Jmototo onje
Imototo lle '
Imototo lo le segun igbe gbuuru (twice) |

Trans/ation: ' |
Cleanliness is the remedy for diarrhoea |

Cleanliness of hand :
Cleanliness of body |
Cleanliness of food ‘

Cleanliness of house ' “
Cleanliness is the remedy for diarrhoea |

|
j i i ings held with
itati oject. During one of the series of meeting /
Water Sanitation Proj g i commun.t*),

f one of the intervention community (Boloru . _
lifiiecr:rr?e %bvious that lack of access 10 potable walter was their m:;lr;
concervn. The main sources of water in the commumj(y were two W "
which, although were raised above the ground and lined wuih ceme ‘e;
had no cover. Individual bucket and rope were used for dra\{vunghwatnh
from tha well. Members ot the community were made to realise that ‘ i
use of individual rope, bucket and lack of cover were the causes P

pollution of water from the wells. “

|
C ) sells
Construction of water-drawers and L,gvers for thELt N({ \:ﬂ‘m‘r-
was suggested and approved by the community leaders. The draws S
énd covers were later fabricated by a welder in lle-Ife and tr_ansp«;r:ée
to the village. The project fund was used for the consﬁé\;ctrc‘);othgir
: i i nsible 1
water-drawers while the community was Trespo ‘
|
|
25 [



transportation and installation. The community also purchased
aluminium buckets and durable ropes for the drawers. The water project
was later commissioned by the chairman of the Local Government on
4/4/95, at a ceremony attended by members of the community.

Oral Rehydration Therapy (ORT): Ever since the introduction of Oral
Rehydration Therapy (ORT) as a standard treatment of acute diarrhoea,
considerable efforts have been made to promote this appropriate
technology in developing countries in order to reduce excessively high
childhood mortality caused by the disease (Grant, 1985). A unique
feature of the ORT is that the mothers should be able to prepare and
administer the solution at home whenever their children have diarrhoea.
Health workers in . imary health centres and hospitals were mainly
responsible for the education of the mothers. Their educational
activities were to be backed-up with mass media information and
community-based action programmes (WHO/UNICEF, 1983; WHO,
1987).

Between 1987 and 1990, we conducted a series of studies to

assess and improve knowiledge, attitudes and practices of ORT by
health workers in our PHC facilities (Jinadu et a/, 1988) and to evaluate
the efficacy of preparation of the oral rehydration solution (ORS) at
home by the mothers (Jinadu, et a/, 1991).
Our findings revealed that the mothers were preparing and giving their
children hypertonic ORS which contained too much salt and too little
sugar. This was due to the use of wrong teaspcon and widespread
belief that excessive consumption of sugar cause diarrhoea. We
therefore recommended mass production and subsidized distribution of
3ml ORS teaspoon and intensive ORT education and promotion, using
community-based and community-involvement strategy.

Combating Childhood Malnutrition

Malnutrition has long been recognized as a major factor
adversely affecting the health, well-being and socic-economic
development of Nigerians. it is a major cause of childhood morbidity
and mortality, very high proportion of low birth weight babies and poor
outco.ncs of pregnancies and maternal death. About 50 percent of
Nigerian children under the age of six years are undernourished.
Majority are underweight and of short stature. These mean that their
physical development is arrasted because of inadequate intaks of foods.

N
(>}

it

Inadequate consumption of energy and protein foodstuffs and
infections are the major causes of childhood malnutrition in the
Country. Poverty, ignorance, neglect and pcor environmental
circumstances are the underlying causes (Jinadu et a/, 1980;
Ojofeitimi, er a/, 1884, Jinadu, et a/, 1986). Programmes for preventing
malnutrition should therefore address these probiems.

Impact of Agricultural Development Project on Childhood #utritior: In
1982, an Agricuiturai Development Project was set up in Oyo North
area of Nigeria by the World Bank, the Federal Government of Nigeria
and Oyo State Government with the primary objective of increasing
food production, farm incomes and nutritionai status of the rurai
inhabitants. The project was designed to increase farmers’ fooa
production through better farming practices, provision of improved farm
inputs such as fertilizers, agro-chemicals and improved seeds,
construction of rural feeder roads, provision of farm service centres and
improvement in water supply schemes of the rural areas. Since the
establisnment of this project there was no comprehensive assessment
of its impact on the health and nutritional status of the population.

In 1990, Professor Olusi of Chemical Pathology, Professor Oni
of Agricultural Economics, Professor Ajuwon of Cuitural Studies and |
embarked on an investigation for -assessing the impact of this
agricultural project on the health and nutritional status of children aged
0-10 years. The project, which was sponsored by IDRC, covers an area
of about 12,310 sq km with a total population of 1.5 million people in
four Local Government Areas of Ifedapo, Irepo, Oorelope and Kajola, all
of which are located in Oyo North Agricultural Development project
(ONADEP) area in the Northern part of Oyo State. For comparative
purpose, Ogbomosho and Oyo Local Government areas were chosen as
control (non-project) area for the study.

The study revealed that the food crop cutputs in the ONADEP area
were significantly higher than the control area. Although the diets of
children in both the control and the ONADEP areas consisted mainly of
energy-giving foods, and were below the recommended levels for
adequate growth, children from the ONADEP area consumed more of
the protein and energy foods than those from the confrol area. PEM
was less common in the ONADEP area than the control (see Tables 11
and 12). Socio-cultural factors constraining food production and

o
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consumption were also identified. We therefore made specific policv
recomfnendations for increasing tood production and enhancing
household food consumption and preventing childhood mainutrition in

the country.

ble 11:
TaPrevalence of Malnutrition in Children Under 10 Years of Age, by
Age-group Distribution in the ONADEP and the Control Areas.as
indicated by Childr2n below -2 Standard Deviations {3D) of the Median
Values of the Nutritienal indicators

ight-for-Height
ight-for- eight-for-Age sight-for-Heig
Weight-for-Age Heigl < W( gt H

Underweight) ({Stunting}

:::;:::;P ONAD(:',E"PM'QW -92 ?J%'NTROL ONA%l’):;low -ZCS(l))NTROL Ol\ﬁ;;l:wc-ozN?l’?!OL
0-5 F 4 0.0 3.7 0.0 20.0 0.0
6-11 24.2 13.5 9.5 5.4 19.0 13.5
12-23 35.0 291 37,2 38.2 254 14.7
24-35 26.9 3rs 34.8 446 5.2 5.4
36-47 25.8 30.5 36.7 439 6.3 8.5
48-59 18.8 33.0 35.4 51.6 8.0 v g /
60-119 18.6 33.0 29.? 40.1 5.4 8.7

0-1149:421.3 3041 30.5 39.0 8.5 7.6°
P <0.05

N
(0¢]

Table 12:

Prevalence of_severe malnutrition in children under 10 years of Age,
-by ‘age-group distribution in the ONADEP and the control areas, as
indicated by children below -3 standard deviation (SD) of the median
values of the nutritional indicators.

Age-group  Weight-for-Age Height-for-A i i
{Underweight) (Stuntin:;)r * :l\:lvt:sgtr;:\;;”—Helgm
% bélow -3 SD, % below -3 SD % below -3 SD
ONADEP . “ONTROL ONADEP CONTROL ONADEP CONTROL
(N=1494) (N=826) (N1486) (N=824) (N =1486) (N=824)
0-5 3.6 0 1.9 0 Pk 0
6-11 931 5.4 3:2 0 6.3 27
1237187 7.4 2007 7118 7.4 2.9
24-35 8.2 10.7 207" 17.8 0.0 1.8
36-47 5.7 9.8 19.6 244 1.3 0.0
48-59 7.4 11.0 20.0 31.9 0.0 1.1
60-119 3.3 7.8 13.1 20.4 0.6 1
O-1 Y960 8.0 L Lo (i i.2

Child Abuse and Neglect

A child is abused when physical injury is inflictad on him/her
by a parent or caretaker. The physical injury or assault is usually
prgceded or accompanied by a harsh and punitive climate of
child-rearing and lack of emphatic parenting. A zhiid is regarded as
neglectad when parents fail to measure un 4o accentad standard or

norm of chiid care, whether witfuily or un-wiifulby, or for reasons
beyond their ccntrol. S

N
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Common Types of Child Abuse and Neglect in Nigeria. Di:ferent. r'xgﬁ\s!
ild 2 { in Nigeria i t. YWhile some have Vi
f child abuse existed in Nigeria in the past. .
geen eliminated (e.g infanticides) or dlmmlshqd conSIderablv,notthe:
have actually increased in incidence and seventy. The comtr?o ysire
of child abuse and neglect which exist in our society today that req
urgent interventions include the following:
- Excessive Corporal Punishment and Physical Abuse of children
- Child Labour (Jinadu, 1985)
- Female Genital Mutilation
- Child Marriage
- Sexual Abuse of Children
- Child Abandonment (Jinadu, 1985).

in a critical evaluation of the role of PHC in the
use and neglect suggested that the =2bove
hild can be improved through development'al,
mes of multi-dimensional nature which

Jinadu (1386),
prevention of child ab
situations of Nigerian ¢
social policies and program
recognise the need to:

"(a) provide adequate facilities (health, social, welfare

and educational institutions, etc) for the supp
and their children.

(b} create awareness of the extent and consequences qf
the problems in the mind of the public through
appropriate public enlightenment programmes;

(c) Change prevailing social and economic stryctures of the
society to favour majority of the popuiation.

(d} establisiyment of genuine comn:runity-bas?d_ ana
family-focused programmes that aim at alleviating
poverty and preventing the problems enumerated

above”

These suggestions are more pertinent in Nigeria of today than before.
African child, a group of African

t the situations of _
i1 S Conference on Child Abuse and

scholars that attended an International

30

ort and care of families

Neglect in Montreal in 1984 proposed a "Society for Children in
Especially Disadvantaged Circumstances in Africa”. This association
was launched under my chairmanship in Mairobi in 1985. The
association, which was later affiliated to International Society for the
Prevention of Child Abuse and Neglect, has spread to nearly all African
countries and has become a leading association for the promotion of
the rights and wvelfare of children in Africa.

Community Mobilization for Guinea Worm Eradication

In February 1989, Professor Edungbola of University of lorin
and | were invited by Global 2000 (Jimmy Carter Foundaticn) to serve
as evaluators of guinea worm eradication programme in 12 southern
States of Nigeria. Our findings revealed the gaps between the existing
and planned organizational structures and resources for the eradication
of the disease in the 12 states. Our recommendations centred on
strategies for bridging the gaps and were incorporated into subsequent
guinea worm eradication programmes for the country.

Dracunculiasis, or guinea worm disease, is a parasitic infection
caused by a threadlike, cylindrical worm called Dracunculus
medinenses. The parasite, which is transmitted thrc ugh drinking water,
travels through the body nd later emerges throug the skin or mucus
membrane after about tw Ive months, causing ski ulcers.

The disease has long been recognized as a major health problem in
Nigeria, affecting children as well as adults (Onabamiro, 1951). Itis a
disease of rural communities, where about 80% of the population lives,
and where portable drinking water is lacking. In fact, the main condition
for infection in Nigeria occurs where water for drinking is taken from
surface pond. A nationwide case-search programme conducted in 1988
revealed that about 2.5 millions people in 5,879 villages were infected
(NIGEP, 1989). It has no known cure and no vaccine exists for
immunization.

The disease causes untold misery and sufferings to families,
especially when the wounds are secondarily infected. Studies have
shown that it is a major impediment to agriculture and socio-economic
development of rural communities in Nigeria (Nwosu ot a/ 1982;
Edungbola, 1985; Hopkins, 1984; Edungbola, 1983; Edungbola, 1987).



Using the experience acquired during the nationwide evaluation,
{ deveioped a guinea worm-focused action research proposal which
won a highly competitive African Research Foundation Fellowship in
1989. The research was conducted in Akoko area, the most endemic,
guinea worm area of Ondo State, using community participation and

grass-root mobilization strategies.

After obtaining baseline information -on the prevalence of the
disease and socio-cultural factors sustaining it, we embarked on
community education and mobilization for the eradication of the
disease. Members of the communities were sensitiséd to the problems
of guinea worm and also made aware that the eradication of the
disease, through the provision of safe drinking water, should be their
individual and coliective responsibilities.

Self-Help Projects: In the intervention communities, one community
decided to repair its old dam, another community decided to protect
sommunal pond by building a concrete wall round it and two
communities decided to construct boreholes. Members of the
cormunities contributed money and material resources for these self-

help projects.

In summary, this action research shows that effective
mobilization of grass-root socio-cultural organizations in guinea worm

eradication programme resuited in a significant reduction in the
prevalence of the disease in the intervention communities (see Table

13). Factors influencing effective participation of the organizations
include: {a) ieve! of education of their members; {b} interest of such

organizations in community development activities.

o

Table 13: Prevalence of gui
guines worm in the i anti
Control Communities in Akoko Area in 11 ol ;a intervantion and the

Intervention ! Control
Communities L Communities
No. of persons i
oy be 28.952 11.883
No. of persons
infected 2214 1840
Percent prevalence 7.6 7 15.5

X?=586.8, P<0.001

Improving Reproductive Health of Nigerian Women
Nigeria i
arowth rate:gcg)tfaréa 1ns the most popl:xlous country in Africa and, with a
growt! e o .1 and a_tota! fertility rate of 6.3, it is also one of the
oot 910 :cr;g population in the continent. Despite about three
N theri ﬁ;;sbteoenpromote the use of modern contraceptives in
eria, 2 no appreciable im i
oo : pact of this program
Conduu\ét:;g rgproductwe heaith. Demographic and hpeal?h s::\?eog
o mopee Clr;r':tre past. decade have consistently shown low p}evalen::/e
Staonem ¢ 992acep'nyes and very high fertility rates (Federal QOffice of
, ). Rapid populstion growth continues °

Unint i

the main hazardesngffe;;rfogdnar:qesfand complications from childbirth are
. I uction faced by Nigerian wo i

the number of times a woman is exposed tg unw o preaneand

through family planning will therefore anted pregnancies

promote her reprecuctive health,

Vari

planning seravi,c(:)(:ss ira\tttir:its t?at have been made to provide family
. untry were through clini i

prescr istributs ugh clinic and com ity
borrov‘llztéo?/d;stnbunon of contraceptives, using strategies (t’:;?umt/
and Drograr;om other countries. It is now very clear to policy m::e:e
me managers that these stratsgies havs rot werkad Tehs
s 7 NCT . e




basic challenge, therefore, is to develop alternative strategies that are
cuiturally relevant and meet the needs of the community for services.

One of such authentic strategies is the wmarket-based
distribution of contraceptives, using market vendors, developed by
" Professor Ladipo and co-workers at Ibadan in 1985 (Ladipo, et &/,
1990). Although this market vendor initiative later spread to various
parts of the country, there was a serious concern about its

sustainability by donor agencies.

A review of experience and achievements of the initiative in the country
was therefore undertaken by Jinaduy, Phillips, and Kane in 1993
{Jinadu, et af, 1993). This project was sponsored by African Operations
Research and Technical Assistance Project
Population Council, Nairobi. Our findings highlighted the weakness and
strengths of the various strategies used by the numercus agencies

with the initiative. Our recommendations include the need for

involved
n the prevalence of

Further cnerations research to assess its impact ©
contraceotivas in the country.

ional Fertility Regulation Among the Yoruba:
es of traditional contraceptives

long time, the types commonly

Investigating Tradit
Although the existence of various typ

[TC) have been known in Nigeria for a
used and their effectiveness have never been investigated. Olusi,

Ajuwon and | conducted investigations, sponscred by IDRC, that aimed
at i) identifying the prevalence and practice of TC among yoruba
women of child-bearing age, i} describing methods of their preparation
and administration by traditional medical practition_rs and, (iii)
determining their use-effectiveness. The study was conducted in Ife

area between 1989 and 1992. .

Our findings revealed the existence of four main varieties of TC
Oruka, Aseje, igbere and Igbadi- among the population. Their
was 7.1 percert and the use was significantly more
common among the uneducatsd women and women aged 20 to 29
years old. Findings aiso raveal=d varieties of herbal and animal products
used for the praparations of tha TC, metheds of administration and
taboos against usage. Our case-control study. of use-effectiveness
shows that a significant proportion of the non-users of the TC (34.5%)

beczma cragnant comoarad with the users {5.6%]), thus demonstrating

prevalerca

apparent effecti
‘there may ::t‘:\;;ene§s -of the TC methods. We therefore concluded that
ue In incorporating the promotion of TC into national

family planning program i
. m , N
Jinadu et ar, 1997”39”i s in the country’ (Jinadu et al, 1997(a);

Environment and Health

One of the greatest
threat to human h

factors whi an health are the envir

A pollutiz:frcv;:;ge from atmospheric pollution to food.contarcnri‘rrag:ir:: '
56 Of Dioe, fm ;he_z household environment, caused primarily by thé
growing evide U:? » 15 one such factors (Ellegard, 1991). There is a
of respiratory ”(;2 inking indoor air poliution (AP} with high incidence

! eases, particularly amo ~hi i

developing countries- (Achimadi, {1991). g children and women, in

g;;agln\?;n:?dgfr:r; Pol.lution: Recently, my colleagues (Dr. B.A
Pt p'om}nuﬁit . SJO) and | sjgrted a project for the control‘ 01-‘
thag ot ry;odif r y- _as_ed, partff::lpatory, educational intervention
fuct, This ser v:a g existing practices related to the use of biomass
omducied oy S sponsored by NEST/Ford Foundation and was
o g in fete Z.lﬂ Ife South Locul Government Area of Osun State
At mina % lrc\j ings reyealed that the prevalence of cough and
80y o 295 \érl/ ei 5 chn!dren in the community was very high -
oo 2 Mth. thoe f)::p:ctlvely. A factor fdentified as significantly
Coohing e I hogseﬁélegsalence was inadequate ventilation of

We hav
;Ocused on howergen:i,gif‘)fclhin:nsi?g:umed ”pilot ol oo hich
e : mentally harmful practi
Darticuj)aur:‘s/ rtil:tejspto ;nadequate ventilation of the co'z)kingceasreaansd
i Dr, of fuelwoodrkerosine for cooking within the'-
s Commu.mt‘ ,e_agcess evaluation of the pilot intervention revealed
oo grassroor/S 2 ers :nd PHC wquers were carrying the messages
we orassroo . vznt ough the p_:!ot projectlasted for three months
environ gt con uc‘t furTher - Interventions  for’ modifyin th’

entally harmful practices and evaluate their impacts ’ ’



The Challenge of Old and New Health Threats

Many infectious and communicable diseases, such as malaria,
tuberculosis, leprosy, cerebrospinal meningitis etc, continue to cause
considerable death and suffering in Nigeria. Chronic diseases such as
hypertension, heart diseases, cancer, circulatory diseases, mental
disorders etc, now pose a greater threat to our health than before
because of our changing lifestyle. Alcohol, cigarette smoking, drug
addiction, sedentary life and socio-economic pressures are some of the
areas which require urgent health promotion actions.

The fact that AIDS/HIV poses a serious threat ta the health and
well-being of sexually active population in Nigeria is now well known.
Between 1.5 to 2.5 millions Nigerians are infected with the virus.
Research on sexual behaviour and HIV transmission in Nigeria has
focused primarily on identification and modification of sexual behaviour
of high risk groups such as commercial sex workers, long distance
truck drivers and adolescents (Jinadu et a/, 1993). However, recent
trands of the infection show that the general population are equaliy at
risk. Modification of our sexual behaviours by being faithful to our
wives and husbands, girl friends or boy friends, {and appropriate use of
condom if you cannot keep to this simple rule), is the only means of
ensuring that one is not infected through sexual intercourse and die a
premature and painful death.

Aging and Health: As life expectancy increases in the country, majority
of those over 65 years will increase and the needs for the society to
care for the elderly population will also increase. Within our traditional
extended family network and the community, elderly members of the
family have been adequately respected and catered for. However, with
increasing western education and rural-urban migration of young
people, the country is experiencing the c.sso.dtion of the extended
families with its devastating consequences on the health and welfare
of the elderly. Starvation, loneliness, chronic disabling conditions,
psychiatric illnesses, infections and extreme poverty are now some of
the common afflictions of the elderly in our society. Policy oriented
researches are needed for the development of health promotion
programmes for addressing the health and welfare needs of the elderly
in the country.

W
(@)}

Partnering for Health Promotion Research.

The fact that health research rarely influence health policy
formulation and health promotion in Nigeria is partly responsible for the
slow pace of health development in the country. Although this sad
situation has always been bemoaned by researchers and policy makers
alike, few efforts have been made to correct it. (ADDR, 1995).

in recent years, however, attempts have been made to make
health research conducted in universities relevant to the health needs
of the communities. As a part of the overall strategies for conducting
essential health research, building capacity, dissemination and utilization
of research findings, partnerships can be entered into between the
researchers/research institutions, the health service organizations anc
the target community for services. The Federal Ministry of Health,
through a grant from British Overseas Development Administration, is
currently supporting parinership programmes in PHC educaticn,
essential health research and services between local governments and
medical schools in the country (NPHCDA, 1992).

At the Obafemi Awolowo University College of Health Sciences,
we have successfully utilized such partnership-driven programme for
community-based health promotion activities {Jinadu et a/, 1997). Cur
experience of the planning and implementation of these partnership
projects have shown that:

i .For health professionals and ordinary members of the
cammunity to work effectively for a common purpose they
should share a common vision of health. Unfortunately, health
professionals, more often than not, will discover that members
of the communities do not share their priorities or notions of
disease causation and prevention.

Establishment of effective communication strategies with the
partners, i.e. the researchers/research institutions, the local
governments and the communities is a sine gua non for
successful partnering.

Also, a recent review of experience of the initiatives highlights
the importance of community mobilization, cemmunity
participation anr community empowerment during the planning,



implementation and evaluation of health research for

community development (Jinadu, et a/, 1997).

Training of Health Professionals for Relevance -

Ife Experience
Mr. Vice Chancellor, sir, there is a growing danger that the

training of health professionals, particularly at the university level in this
country, may lose its social vision, i.e. become disconnected from the
societal end and becomes an end in itself. Health professional education
should be a means to an end, and the end should be improvement in
the quality of life of the majority of the population. That appropriately
trained health professionals can exert positive influence on the health
of the nation is not i~ doubt. However, a situation where we continue
to produce heaith professionais who are not agéquately sensitised to
the needs of the majority of the population for health care, does not
augur well for the future of the country and the professions.

was this realization that led the Faculty of Health Sciences of
the Obafemi Awolowo University in 1972 to start with a commitment
to train heaith professionals to meet priority health needs of its target
community for services. It therefore initiated innovative community-
oriented educational programme for its medical and other health science
students (nursing, environmental health and medical rehabilitation).
Although the programme was based in the Division of Community Care,
the forerunner of the Department of Community Health and Nutrition,
there was Faculty-based planning and codrdination of the programme.
Transportation, accommodation and other resources for the
implementation of the programme were provided by the University.

Professor Grillo, a renown apatomist and foundaticn Dean,
provided strong and charismatic leadership for the programme.

Students’ educational objectives of the programme include:

"assessing the health status of the community, defining its »

major health problems, allocating priorities and formulating
plans for dealing with them; working in or leading a health
team; undertaking community health education; and tailoring
his/her activities in respect of the health needs of the
community so that they can reflect the social, economic,

()
(93]

psychological and ecclogical tactors of the arsa” i i
T ara g ea” {University of

_ . This programme was unique in the sense that it was the first of
its kind in the country. It became a model for some new medical
schoqls and an envy of the traditional ones. It was planned and
coprdmated by academic staff not only from the Faculty of ’Health
Scnenges but other faculties in the University. Community Health
Committec was formed for the planning and ai!céa:ir;n of resources for
the programme. . o

After few years of the establishment of 2 medical education
programme, new departments wers created from the Division of
Cqmmunity Care and new staff, who werz never orientated towards the
prlgmal philosophy and objectives of the nrogramme, were recruitad
into leadership positions. Tha centralisad aporoach to planning a:;d
allocation of resources for the programm‘eA was abandoned. The
programme became the responsibility of the new Department of
Community Health and Mutrition which never had human and marerial
resources for its imclementation. The programme was fher-f;fore
abandoned. o

Rural Community-Based {RUCO! Haalsh Programena

. Despite the above, some members of the Faculty who believed
in the philosophy of the community-oriertad programme tagan to
clamour for its revival. In 1387, the Faculty was persuaded to re-
examine the PHC aspect of its curriculum in view of the fact that PHC
had become a major focus of health service for the nation and, also
that the programme which Ifs started and abandoned had not only’
spread to other universities in the country, but had earned ilorin Medical
Schoo! "3 WHO collaborative Centre for Mealth Manpower
Devglopment". In addition, internal as wall as external pressures to
“.ormnue the membershio of International Metwork of Community-
Criented Mzdical Institutions forced us 10 re-axamined our programme
Another rural communitv-pased hea"h sroaramme (RUCO\ was.
therefore established by the Facuity, o A L

Twe rural communities - imesi-ll2 and Isoya - were selected for
the programme. The orogramme was to be coordinatad from the office
of the Dean and a!! merrbers of the Faculty wers ts be involved in its



implementaton ana evaiuation. However, the programme was

‘ptanming,
because there was no adeguate organizational

soon abandoned
structure for its implementation.

Our case descriptions of these ife programmes illustrated
various efforts to keep the innovative PHC educational programmes
alive and the forces within and outside the medical schools militating
against it (Jinadu and Davies-Adetugbo, 1992; Jinadu, 1992).

ty Partnership Initiative (UCP!) for PHC Education,
in 1992, alt medical schools in the country were
invited by the National Primary Heaith Care Developing Agency
INPHCDA) of the Federal Ministry of Health and Social Services to
develop PHC educatior and service with local governments of their
choices. | was asked by the foundation provost of our College of Health
Sciences (Professor Adetugbo) to develop a proposal for this initiative
and, later, to coordinate it. Another community-based =7 :
service and research programme was developed. Ife South
Government Area (ISLGA) was chosen for the programme.

University-Communi
Research and Service:

CP! with the ISLG was to establish

The main objective of the U
collaboration in PHC

.nd strengthen LGA/community/university
education, research and service.

Strategies for the planning and implementation of the UCP!
include community mobilization/participation and capacity building.
Facilities were established for community-based PHC education and
service, including the setting up of PHC Laboratory for simple
microbiclogical examination of urine, faeces and bicod. This PHC
laboratory, set up at a modest cost of about 256,000 naira, under the
supervision of Dr Durosinmi of the Department of Haematology, has
now become a model for other local government PHC programmes in
the country.

Although the PHC education of medical students under this
partnership initiative was planned to take piace at various levels of their
medical education, wis has not been possible because of the inability

of the College to review its medical curriculum to accommodate this

_ and lack of adequate organizational structure for sustaining

evaluation. Unless our College rises up

e TRC TR T

planning, implementation and

o —

COrresp

. ] of Innovative A
in theria. Recently,
African Universities",
this innovativa approa

ve Approach to Medical Undergrad
' . uate E ]
r\)N : (Sgsgedct sop_ons_o.req by "The Associ(:;:i?:z:
s o, u, !ofemml and Oribabor), evaluatad
i Nicerm oo mvtatiocis mmunity-based PHC medical education
the successful omesnoote r; ;et\,/"eeafr(i ;s;\;o critical factors responsible for
e ol 0 e p mme in some medi
in the coun: :tful':uers;es \;vere. (il the establishment o:a's:g(::rl:
Oniwarsity fon o1 plannir,] pproved ‘an-d financially supported b th
orourameaen i, Pl g, programming and implementation o¥ .
et e the ntral loeation and coordination of the progr. e
Sarticipation meoteal zchools. This allowed for some deg?ezgnmi
oo commun.‘t},e y alt members of the medical schools and r?
Other Imporam bt s: _but also members of larger the commun't .
ity of e I8 ors lf:l the success of the programmes the
ship provided for them, and promotional act\il\\:?t';: th?
S 0

al organizations {
. . e.g. WH i
Community-Oriented Health lnstituﬁo"s?' International Network of

Nursing Profession and Heaith Promotion

Nursi .
- ;f:/ﬂi can make th_e t!{fference between Jife and
geatsr ] ;;es and rijW/ves help individuals, #hn:-
poattir o commurities to become well an‘d

y. 151y care for those who are il or whose heaith

is threatened. The
. - /hey help people ;
iliness ard disability” (WHO,p1 9;%;2006 wrth effects of

Provige Mr’. Vice Chancellor, sif, nurses provide
world T:ear]?e part pf health care in Migeria a;-)
re_exa-mine;eazrg, their tramier and role in health promotion ra d o
Shift 1o acqmn‘.n Eipar:ded, fo do S0, emphasis in their trair'li: rt;; .b ¢
Needs of th g Know efige and skills most relevant to the'h' .g ust
o e }t;‘omml..lmty and this must be accom edith care
g change in professional attitudes [WHO 19922;% o @

and will continue to
d other parts of the



Traditionally, basic nursing educat_ion in Nige_ria focu_ses;‘ (r;atirll:‘
on strategies for caring for individual patients, partucul;rly; fm éoplpe a
settings, with little attention given t(; nt;;e;:i;ozz:rg;se;h §o|s QF:‘ o g

} unities. There ara curr '

:ﬂscg r.:c;?lools of midwifery in the (;ountry, attached to hoe!i;)(jlt?lls_]g)(;
this purpose, and producing approximately 3,500 nutn;se?1 ierdLCEd
midwives annually. Recently, PHC programmes hav.e eeh o s o
into the nursing curriculum with a view to expanding the s

practice of nurses in the country.

The challenge to the Nursing and Midwifgry Council OftNISEEZ
is to radically review nursing and midwifery.curr;cula.and resomgiate
these mushroom schools of nursing and midwifery into a collogiate
system, with a view to improving the standard of nursing p

the country. | am awarz of, and proud to be associated with, the

H H P D ~ M [ Y] ﬂ-l-\e
current efforts LSsing mads in this dirscton by the Councit. ! hore L..d
s [ ] T : i : - : n
Council will have the determination and political backing to sustamn 2

carry through this reform.

in Community Heaith Nursing {CHM}, the principles of hsali:h
promotion should be integrated at all levels of Fare. The comgr'r;es i:
health nurses are expected tc emplov the following three prpce o
the delivery of services zither to individuals, the family or t
community:

Assessment of nseds for c3re, including s;c:ialr;
environmental and versonal factors influencing the heait

status of the target community;

Planning and implamenting health care neads o7 the target
community; ,‘

i aTout) f 5 rovided.
Evaluation cf the sffactiveness of the care p

—

Other responsibiiities of THN should include:

~ipate actively in the
y sarvices and in

In order to produce nurses that can meet the challenge of health
promation, either at individual, family or community level, there is a
need for more emphasis on community-orientéd model in basic nursing
education curriculum in Nigeria and adequate development of

community health nursing as a post-basic and post-graduate
educational programme.

The training of community health nurses (CHNs) in Migeria takes
place in only 10 educational institutions under the auspices of the West
African Health Examination Board (WAHEB). This body determines the
curriculum and conducts the professionai examination for the CHNs
while the N&MCN licence them to practice.

West African College of Nursing (WACN): The WACN, as a part of the
professional agencies of the West African Heaith Community, has as its
main objectives the promotion of excellence in nursing education at the
basic and post-basic levels and the maintenance of standards of nursing
practice within the community (WACN, 1980). The Nigeria Chapter of
the College, which was inaugurated on May 21, 1981, has the
following five constituent Faculties:
Medical-Surgical nursing
Community Health Nursin
Maternal and Child Heaith Nursing
Mental Health and Psychiatric Nursing
Nursing Administration, Management and
Education :

One of the statutory responsibilities of the Faculty of
Community Health Nursing is "to establish standards and educational
training programmes for post-basic and post-graduate community health
nursing education in Nigeria”. The challenge facing the College is to
assume this responsikility.

The Challenge of University Education for Nurses: The development of
Nursing education at the university level in this country started at the
University of Ibadan in 1965 with a post-basic degree programme ir
Nursing. Obafemi Awolowo University, lle-Ife started ganeric nursing
degree programme in 1973. The Ife degree programme has now
€come a mode! for other universities in the' country and it is the only
Nursing degree programme that is given full accraditation by the



National University Commission. Univefsity or Ibadan has just started
converting to generic nursing degree programme. These two institutions
now run post-graduate programmes in specialised areas of nursing.
University of Nigeria at Nsukka and University of Calabar have joined
the list of universities awarding nursing degrees in the country and
Ahmadu Bello University is about to start a nursing degree programme.
However, factors constraining adequate development of the programme
in Nigerian universities are inadequate manpower and chronic under-

funding.

There is a need to put more emphasis on University-based
education for nurses so that they can effectively meet the needs of our
society for services. It has been adequately demonstrated that well-
educated nurses provide better care to the patients, the family and the
community. Patiants are usually more satisfied with care received from
well-educated nurses. University education for nurses is therefore not
a luxury - it is necessary for meeting the challenge of nursing care and

health promotior: today and in the near future.

CONCLUSION AND RECOMMENDATIONS
Mr Vice-Chancellor, sir, ladies and gentlemen, in this brief

presentation, | have tried to examine the, concept of health promotion
as a new direction in public health and its application to priority health
needs of our country. There are other areas of opportunity for health
promotion in Nigeria, e.g, the schools and the hospitals. In fact, hospital
has been described as an institution that provide opportunities for PHC
and, hence, heaith promotion. Recently, some hospitals in the country
embarked on breast-feeding promotion for the prevention of
malnutrition and infection. A leader in this UNICEF initiative is the
teaching hospital of this University. The z'eal! and energy with which our
former Chief Medical Director, Professor Roger Makanjuola, executed
the programrre deserves national and international commendations.

There are countiess opportunities for hospitals 10 be involved in

health promotion activities. Our hospitals should rise up 1o this
challenge and function in an integrated wav with existing heaith

facilities in their localities.
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Recommendations:

1.

(e8]

(@)]

I call i

inc,u(j:os;’d:nu:trgehnt review of_our national health policy to

s reﬂg e health pl’Oﬂ:lOthﬂ strategies. Such strategiés

Ul ct the population health and welfare need
“luding the needs of the elderly, and be integrated i N

existing health care delivery systems of the naf?(): °¢ o the

I Ca" |Ol a rt Ie H “O”g po ( al
S “t

achieving health for all Nigeri
Ny igerians, by all levels of government in

H .
heeaalltt: psr\:)sr;er:/operatlons research should form the bedrock of
otion programmes which th

The aovemmmon Br . - e country may develop.
ould establish, and ad

1he 3 , equately fund, such

et al ;;rogrammes of health system/operations research to
port the health promotion programmes.

There i

educzt;zna;rs;gent negd for a restructuring of basic nursing
ramme in the country into liegi

which will provide cost i ” Syatom of maeet

-effective and better s i

: wil ¢ . ] ystem of nursin

sgit::a:ition.lor the nation. More universities in the country shouig

o prsg:ae;rzrogralznmles N nursing. Students’ enrolment into
es should be increased, avai i

fhe P ‘ . available educational

acilities should be improved and facilities should be provided

for practising n i
urses who aspire caui i : .
in nursing. pire to acquire university education

| =y .
Z:etr.)edera_! _Mlmstry of Health should re-examine its policy
functie raiming of Community Health Nurses vis-a-vis the
the C(l))!f;es of. thehWest African College of Nursing. The role of

ge in the training of community | ' ;
country should be clearly defined. v neaith nurses in the

T .
thhee;ilisj nsed for adequate tunding of health services in
‘ ; nér/. rogr_ammes that have immense impact on health
v‘;g. 00 _prqduc‘uon and nutrition, adeguate supely of safe
ana:jtirr,msdar;g:ctnzn, conltrol of communicable diseaseé,’mafe'”a'
» population/family plannin I

' : and environmental

health, should be given priority. 8 ane emaren

e
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7. Inter-sectoral approach which recognises and integrate tHe
contributions of education, agriculture, information, economics,
etc, to health should be pursued by the government

8. The structures and functions of community health committees
under the present PHC programme should be re-examined.
Flexible and more effective system should be tried, using our
traditional system of collective responsibility and community
participation.

9. A coordinating centre for community-based heaith sciences
educational programme, for all health professionals, should be
estabiished by the University.
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