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BRIDGING THE GAP BETWEEN CONCEPT AND
REALITY IN THE NIGERIAN MIDWIVES SERVICE
SCHEME
A Case Study By Inegbenebor, Ute, Nigeria
(MPH, Phd Public Health Student of Texila American University)
Email: druteinegbenebor@yahoo.com
ABSTRACT
Health programs are often instituted to prevent diseases and to restore or promote health. In many cases,
there are gaps between anticipated and attained goals. A case in point is the Nigerian Midwives Service
Scheme, where the concept of providing 24 hour coverage of the primary health centers by skilled birth
attendants is currently failing to meet the desired targets in certain parts of Nigeria, predominantly the
North Eastern and North Western Zones.
This is in spite of adequate funding and organization. This article discusses the barriers to effective
implementation of the program and suggests that the gap between goals anticipated during program
conceptualization and goals attained after program implementation can be bridged by optimizing innovative
health communications to the target audience and applying social marketing techniques to health care
delivery in the affected zones. This is in addition to inter-sectoral coordination and collaboration between
relevant government ministries and stakeholders.

KEYWORDS: Bridging Gaps, Concepts, Reality, Nigerian, Midwives Service Scheme

INTRODUCTION
The main problems affecting the health of mother and child in developing countries revolve around the triad
of malnutrition, infection and consequences of unregulated fertility. Associated with these problems is the
scarcity of health and other social services in vast areas of the countries together with poor socioeconomic
conditions [1] Though the Nigerian government has a primary health center in each of the 10 to 12 wards
that constitute each of the 774 local government areas of Nigeria, It had been observed that there was a need
for 24 hour coverage by skilled birth attendants in order to prevent maternal mortality in Nigeria. [2]
The Nigerian Midwives Service Scheme, which commenced in 2009, was based on the concept of 24 hour
coverage by skilled birth attendants in primary health centers in areas that were noted for very high maternal
mortality ratio in Nigeria.
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The rationale was that maternal, newborn, and child health indices in Nigeria vary widely across
geopolitical zones and between urban and rural areas, mostly due to variations in the availability of skilled
attendance at birth. [3] The program was expected to reduce maternal mortality ratio to acceptable levels in
Nigeria. At the outset of the program in 2009, the maternal mortality ratio varied as follows:
•

Northeast zone: 1,549/100,000 live births

•

South West Zone: 165/100,000 live births.

•

Urban areas 351/100,000 live births

•

Rural areas: 828/100,000 live births

•

The under-5 mortality rate: 171/1,000 live births (Range 87-219/1000 live births)[4]

Although the rates are lower in the South East and South West, indices in these regions still fall short of
global development targets[4] Compared to the developed countries with average maternal mortality of less
than 13 per 100,000,[5] these indices illustrate the dismal state of health care delivery in Nigeria.
The 41% reduction in the maternal mortality ratio in Nigeria from 1100/100000 to 608/100,000 at a rate of
1.4% per year indicates an attempt by the Federal Government of Nigeria to halt and reverse the trend of
escalating maternal mortality ratio. However, this has not taken Nigeria close to the target of reducing the
maternal mortality ratio by three quarters in 2015. [6]
Four years after the inauguration of the Midwives Service Scheme, there is evidence that the program is not
meeting the expected targets.[4] However, announcements made by the Federal Minister for Health in
December 2013 indicate that maternal mortality ratio has dropped to 224/100,000 live births while the infant
mortality rate has dropped to 65/1000 live births.[ 7]
But, the Society of Obstetricians and Gynecologists of Nigeria (SOGON) hold a contrary opinion since the
figures announced were from the statistics computed by findings of the National HIV and AIDS and
Reproductive Health Survey from hospital based study alone.[8] This is against the background that several
Nigerian women patronize Traditional Birth Attendants, [9] and charlatans.
Thus the target of reducing the maternal mortality ratio by three quarters by 2015 may be an illusion. This
may be due to the presence of several barriers, which, may have been overlooked at the outset of the
program. These barriers include social, political, religious, cultural and educational barriers.
Breaking these barriers and applying innovative approach of social marketing principles are likely to bridge
the gap between the goals expected during conceptualization of this program and the current reality being
faced by the organizing agency, eliminate program stagnation and accelerate progress towards the
realization of the fifth millennium development goal.
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POLITICAL BARRIERS
The quest for power and recognition is making certain political gladiators to propose and promote bills,
which seem to protect cultural heritage that can jeopardize the progress being made by the relevant
governmental agencies to reduce the adversely high health indices in the northern zones of Nigeria.
Recently, a bill was deliberated upon to amend Section 29(4) of the Nigerian constitution. Section 29(4) (a)
and (b) provides, ‘For the purposes of subsection 1 of this section: (a) “full age” means the age of 18 years
and above; (b) any woman who is married shall be deemed to be of full age’ The Senate initially voted to
remove section 29(4) (b).
In spite of the monumental problems of escalating maternal mortality and morbidity resulting from
prolonged obstructed labor, obstetric fistulae, secondary to underdeveloped female pelvis due to child
marriage and malnutrition, and high divorce rates and social ostracism resulting from complications of
pregnancy and child birth from such marriages, 35 Nigerian Senators, mainly from the North Western and
North Eastern Zones formed a formidable opposition, which voted successfully to retain section 29(4) (b)
under the guise that it was un-Islamic to vote otherwise. [10] Their action favored child marriage, which
allows girls to be married at the age of 13 years, sometimes before their first menstrual periods. Such
policies can only aggravate the already bad situation.

RELIGIOUS BARRIERS
In many parts of Nigeria, it is common to find pregnant women attempting to deliver in churches under
supervision of wives of pastors and prophets. Many of these people brainwash their converts into believing
that demons can obstruct the process of child birth and that such deliveries are only possible with spiritual
intervention in the church.
In addition, they encourage women who have been advised to have cesarean section to deliver in the
church. While a few women have successful childbirth, most women develop devastating and debilitating
injuries leading to obstetric fistulae, ruptured uterus, postpartum hemorrhage, puerperal sepsis and possibly
death.

COMMUNITY HOSTILITY
Rivalry between local health workers and skilled birth attendants has been observed by midwives serving in
the North Eastern zone of Nigeria. Several midwives in the Midwives Service Scheme have complained of
uncooperative attitude of their subordinates, who complain of having to work under supervision of
midwives in the scheme, often referring to the fact that these midwives are not state indigenes. (Personal
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communication). It should be realized that employees can be internal enemies of a program if they are
dissatisfied. [11]
These attendants should be educated on the need to learn from the midwives and not harass them. The
attendants should see the midwives as partners in health care delivery and as fellow Nigerians working to
promote health of fellow Nigerians irrespective of the state of origin. Terrorism has become a major issue in
the Northern zones of Nigeria where ‘Boko Haram’, a fascist group that is anti western education, is
unleashing terrorism to Christian residents and sometimes other residents irrespective of their religious
inclinations.

EDUCATIONAL BARRIERS
A major problem in the northern zones where Midwives Service Scheme is not yielding expected results is
mass illiteracy perpetuated by religious leaders who believe that western education will prevent people from
adhering to their religious teachings. The level of maternity and mortality have been associated with level of
education.[3] The literacy level in Nigeria varies markedly between urban and rural areas, between North
and South, and is known to be lowest in the Northern zones of Nigeria, which are currently resistant to the
Midwives Service Scheme. According to the 2006 Census in Nigeria, the entire population of all ages who
could read and write in any language was 78.6%.
This consisted of 84.35% male and 72.65% female. The level of literacy among male and female children
population in rural and urban areas varied between 40.9% and 82.6% among male while that of female
ranged between 14.6% and 74.7%. With regard to adult population aged 15 years and above, the level of
literacy ranged between 14.6% and 62.8% for female while that of male ranged between 40.9% and 81.3%
[12].
The regional variation in health indices are closely related to the literacy rate in the various geographical
zones of Nigeria. For example Lagos State, which has the highest literacy rate (92%) in Nigeria is in the
South West Zone, which has the lowest maternal mortality rate while Borno State with lowest literacy rate
(14.5%)[13] is in the North East, which has the highest maternal mortality rates in Nigeria as well as
resistance to change. This is also the state where child marriage and deep seated cultural barriers are rife.

CULTURAL BARRIERS
Many cultural barriers are inextricably intertwined with illiteracy, ignorance, poverty and misconceptions.
Knowledge comes through education and knowledge also can prevent poverty and malnutrition. Cultural
practices harmful to health abound in Nigeria. The care or lack of care of women is determined to a large
extent in most developing countries by the influence of traditional or cultural factors.
Most communities in rural Nigeria tend to adhere to the old local belief of their forefathers that pregnancy
and delivery is the province of Traditional Birth Attendants. In a study of health seeking behavior in

129

South American Journal of Public Health, Volume-2, Issue-2, 2014

Ologbo, a rural community in the South geopolitical zone of Nigeria, it was found that, private maternity
center was the most preferred place for childbirth (37.3%), followed by Traditional Birth Attendants (TBAs)
(25.5%). Government facility was preferred by only 15.7%.
Reasons for the low preference included irregularity of staff at work (31.4%), poor quality of services
(24.3%), and high costs (19.2%). [9]The cultural pattern in some developing countries is such that women
occupy subordinate position in the community. In Nigeria, decision making both in the family and in public
sphere is still largely left to the man. [14] The acceptance or not of modern maternity practices may
therefore depend on the husbands who may prefer their pregnant wives to assist in the farms or perform
household duties rather than attend antenatal clinics.
Although it is common knowledge that maternity services in many developing countries are poorly utilized
and that some areas have very scanty or no maternity services, it is nevertheless very difficult to assess the
degree of relevant data whereas in developed countries, accurate data are readily obtained from hospitals,
maternity centers or national health statistics and these data are very often representative of the situation in
general populations.
In most developing countries, especially in the rural areas, national health statistics are either not available
or at best are inaccurate. An important reason is that many women do not utilize hospital facilities because
they are frightened, cannot afford the expenses or prefer to use traditional methods. [15, 9] This explains
why most epidemiological investigations (using hospital data) from developing countries, cannot give a true
representation of what obtains in the general population. [16, 17]
Vast discrepancies continue to exist in access to maternal health care between the developed and developing
world, richer and poorer women, urban and rural women, and educated and uneducated women.
At least, 35% of women in the developing countries still receive no antenatal care, almost 50% give birth
without skilled attendant and 70% receive no postpartum care. In contrast, maternal health care is nearly
universal in developed countries. A range of barriers; (delays) limit women’s access to care including
distance, [18] cost multiple on women’s time, poverty and lack of decision making power. Ensuring that
women have access to maternal health care, particularly at delivery and in case complication is essential to
saving their lives. [19]

BRIDGING GAPS THROUGH PARTNERSHIPS AND MASS EDUCATION
CAMPAIGNS
A comprehensive approach to successful implementation of the Midwives Service Scheme in Nigeria
includes utilizing innovative health communications to the policy makers, politicians, rural and urban
dwellers with special attention to the zones in which the scheme is not currently effective. There is need for
partnership [20] among the stakeholders such as the policy makers, politicians, opinion leaders, religious
leaders, school teachers, traditional birth attendants, nurses, midwives, doctors, and organizations involved
in print and electronic media. The aim of this is to improve the general educational level of all members of
the community and create awareness among the stakeholders.
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The electronic and print media will help to jingle adverts on maternal health care on radio and television and
also display such adverts in local newspapers. This message will include information on the primary health
centers and maternities such as location in the various communities, available facilities and affordable
pricing. Sermons in churches and mosques should include health messages on maternal health. Maternal
health and reproductive health should also be taught in schools.
The effect of this will be to inculcate maternal and reproductive health promotion in adolescents, who will
grow up to implement these teachings in their families. In addition they will also inform their parents and
help to reinforce messages already received by parents in mosques, churches, markets and print and
electronic media.

HOME VISITING
Midwives and volunteers should endeavor to visit pregnant women at home. This tends to win the
confidence of pregnant women and break social barriers between the patients and the staff in the health
center. Apart from giving the patient psychological enhancement, it serves to educate the midwifery staff
about the social environment of the patient. [21]

‘EDUTAINMENT’
This is a term developed from education and entertainment. The strategy is n to educate people while they
are being entertained. [22] Primary health centers should be reinvented and launched with entertainment
while partnerships are being developed among the stakeholders. Partnerships serve to integrate and involve
the members of the community in the promotion of their own health using locally available resources in a
win-win situation.
Appropriate health communication through information education and communication materials or Health
education directed to policy makers at all tiers of government can modify the behavior of political leaders
and motivate them to act in the best interest of their followers. Such health communication can be done
through print and electronic media and persuasive interpersonal communication.
Since politicians often invite dance troupes while campaigning, health messages can be encoded in the
songs and demonstrations by the dancers to the target audience. This will promote both the politician and
the health of the community.

SOCIAL ENVIRONMENTAL MODIFICATION
Desirable behavior of utilizing primary health care facilities can be achieved through social environmental
modification, which is based on the fact that most individuals will not readily accept something new until it
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has been approved by the group to which they belong. [21] This implies that if antenatal services and
delivery are approved by the religious group that a woman belongs, she will readily accept such services.
Therefore developing partnerships with pastors, Imams, opinion leaders and other service chiefs in the
community will facilitate primary health care utilization in the North-Western and North Eastern zones that
are currently resistant to change.

REGULATING THE ENVIRONMENT
There is a need for the government to legislate on place of delivery. Deliveries must take place in medical
institutions with skilled birth attendant. It is a colossal failure on the part of the government to attempt to
train illiterate Traditional Birth Attendants for child birth supervision. Traditional Birth Attendants are
unable to make early diagnosis and offer appropriate treatment as they cannot measure blood pressure and
other indicators necessary for monitoring progress in labor. [2]
Traditional Birth Attendants may be integrated into the services of the primary health centers for the
purpose of building partnerships and public relations with the communities but should never be left alone to
supervise deliveries. There should also be legislation against private practices by Traditional Birth
Attendants. The men ( who are usually the family bread winners and decision makers) and women in the
affected zone should educated in the mosques, churches and markets by trained health educators, who
should persuade and motivate women to use the facilities in the primary health centers. The dangers of not
using health facilities should be demonstrated by local drama and pictorial presentation

CONCLUSION
The ministry of Education should improve on enrolment in the primary schools and motivate teachers while
the Ministry of Agriculture should ensure production of adequate food. The Ministry of Health should
ensure that immunization is effective and educate the public on the combination of locally available food
stuff that will form a balanced diet for the girl child so that she will be optimally developed and prepared for
childbirth. Besides the ministry of health and Environment should ensure that the environment is hygienic
enough to avoid infections that will be conducive to stunting of the girl child.
The Ministry of works and Transport should ensure that the roads are motor-able and that waterways are
devoid of danger so that transport of pregnant women to health facilities will be facilitated during labor and
emergencies. The Ministry of Women Affairs should ensure that women’s rights are protected and women
are empowered through training and apprenticeship. To facilitate women empowerment, women should be
educated on how to access low interest loans through non-governmental organizations such as Live above
Poverty Organization (LAPO). Thus, intersectoral coordination and collaboration between the Ministries of
Education, Agriculture, Health, Environment, Works, Transport and women Affairs will optimize the results
and improve the health indicators in all zones in Nigeria.
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ABSTRACT
Serious health effects of lead poisoning have elicited global campaign to eliminate lead use in paint. The
major challenge is the dearth of data on lead levels in paints from developing countries. Thus lead levels of
paints manufactured and sold in Nigerian market were studied. Lead concentrations from 59 paint samples
involving 10 different shades were determined using flame atomic absorption spectrophotometer (AAS).
It was found that 83 % of the enamel paints had higher than the approved levels of lead in some countries
which are 90μg/g and 600μg/g. The lead concentrations in the paint obtained ranged from 22.5μg/g to
74175μg/g, with mean value of 6442.88μg/g and median value of 1685μg/g. The concentration of lead was
very high in almost all the enamel paints which make up over 80 % of the paint samples.
Plastic paints (emulsion paint)generally contained low lead levels (22.5 μg/g -80.5 μg/g). Analysis shows
that there is no significant difference between the concentration of lead and the colours of the paint sampled.
Thus all the paint manufacturers are still using lead containing pigment in their paint production. Efforts
should be made by regulatory authority to spearhead campaign to phase out lead use in paint.

KEYWORDS: Lead level, Paint, regulation, Heavy metal Nigeria,
INTRODUCTION
Lead is one of the few heavy metals that have influenced the world both for good and for bad. Its extensive
use by the Romans made lead to be popularly referred to as a Roman Metal (Nriagu et al.,2009). Though
lead has contributed in no small measures to Industrial development, its dangerous health effects on
humanity and animal alike have not gone unnoticed down to this day. Much of our exposure to lead comes
from human activities including the use of fossil fuels including past use of leaded gasoline, some types of
industrial facilities, and past use of lead-based paint in homes.
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Lead and lead compounds have been used in a wide variety of products found in and around our homes,
including paint, ceramics, pipes and plumbing materials, solders, gasoline, batteries, ammunition, and
cosmetics. The evidence of its hazard potential, especially to children is overwhelming. Reducing such
environmental health hazard is one of the 8 main goals of the United Nations millennium development
goals(Osibanjo,2005).Fatal health effects (Lead poisoning) to neonates, children and pregnant mothers are
associated with exposure to lead in paint due to the high absorbing potential of their developing neural
system. Because lead is persistent in the environment, its release may persist for years after the paint has
been applied to surfaces.
Weathering activities cause paint to lose its binding properties and thus peel, flake and eventually become
dust that can settle on objects that children play with or on utensils at home. Children habitually tend to pick
objects into their mouth as they explore their surroundings, and as a result may leak lead dust on those
objects. When lead gets absorbed into the bloodstream, it bio accumulates and with time, the effects become
manifest in various ways.
The social and health effects of these high lead concentrations include reduction in intelligent quotient
scores, hyperactivity, shortened concentration spans, poor school performance, increasing tendency towards
aggressiveness and learning loss, organ failure, infertility in male and miscarriages in female (
Needleman,2004).
A number of studies have been conducted on lead use in consumer products such as premium motor
spirit(PMS), paints, toils and plastics. The overwhelming evidence of the high lead concentrations in these
consumer products as well as the attendant publicity, has successfully led to the total phase-out of lead in
petrol (Kumar and Gottesfeld, 2008; Clark et al., 2009; Adebamowo et al., 2007). The extent of that global
attention that effected lead phase out from petrol has so far not been extended to lead use in
paint(Montgomery and Mathee, 2005).
Considering that, for over a century now, the need to remove lead use in paint was first mentioned and
further reiterated by international labour organization (ILO), not so much appear to have been done to
eradicate lead use in paint (Gibson, 1904; ILO, 1921; Canfieldet al., 2003).
In many developing countries attention is more often given to disaster caused by lead exposures from
smelters and battery-recycling operations than from consumer products. In the most recent human disaster
episode in Nigeria, over 300 persons died in some local government areas of Zamfara state and Niger state,
as a result of poisonous lead gases emanating from mineral mining sites in those area (The Nigerian
Guardian, June ,2010;WHO,2010).
The global body stated that a random sample of 56 children under the age of five from the affected villages
of Abare and Tunga-guru found that more than 90% of them had lead poisoning, with the vast majority
requiring urgent treatment. The report stated that death occurred predominantly in children under 5 years.
Lead concentrations in soils greater than 10000μg/g were found around habitations in those villages. (CNN,
2010).
Similar incident occurred in a battery recycling plant in the city of Thiaroye SurMer, 2008.Some 17 deaths
were reported and scores of resident poisoned. In China, 15000 people from 10 different villages were
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relocated from Jiyuan in central Henan Province to another location after about 1000 children living around
China’s largest smelter plant died (Reuters, 2009; AFP, 2009; Watts, 2009).
WHO ( 2010 ),has identified lead in paint as one of the 20 risk factors contributing to global burden of
disease with 40 % of children having blood lead levels greater than 5μg/dl of which 97 % are from
developing countries.
Subsequently, the United Nation Environment Program (UNEP), rising from the World summit on
sustainable development through its Strategic Approach to International Chemical management (ICCM) and
International Forum for Chemical Safety (IFCS) has Placed their plan of implementation on the total phase
out of the sale and manufacture of Paint-containing lead(SAICM/ICCM/INF/38, 2008).
The acceptable and holistic practical approach necessary for preventing lead Poisoning in children and adult
is the identification and reduction of all possible sources of lead exposure, paint inclusive(Meyer.et
al,2003). Markowitz (2000), stated that many Countries had placed regulations on lead limit in paint.
Only a few reports on lead use in paint from Africa has so far been documented. In Johannesburg South
Africa, Montgomery and Mathee (2005), observed that despite the voluntary agreement to limit lead used in
paint increasingly high lead concentrations continued to be used. The study found that, one sample from one
of the newest suburbs contained lead concentrations as high as 29000μg/g. The average concentration in the
newest suburb rose to an all-time high of 5940μg/g. Since 2008, a maximum limit of600μg/g had been put
in place by the Department of Housing South Africa.
In Nigeria Adebamowo et al(2007), analysed 25 samples of enamel paint which consisted of 5 different
colours from 5 different manufacturers and observed that the lead concentrations exceeded 600μg/g. The
reported mean and median respectively were 14500μg/g and 15800μg/g which varied by colour with yellow
colour registering the highest. A report has also been carried out in Tanzania on the lead levels paints. The
report showed that of the 26 paint samples, 20 were enamel paint. All enamel paints had concentrations
greater than 90 μg/g while 19 of the enamel samples exceeded 600 μg/g, which also exceeded the voluntary
lead limit of 450 μg/g in Tanzania. In all, 77 %exceeded 90 μg/g.
Senegal study showed that 86% of enamel paint sample had concentration greater than 90 μg/g while 76%
of the enamel paints were higher than 600 μg/g, an average of 4108.2 μg/g(Kumar,2009).
As the first nation to set up an environmental agency (USEPA) in 1970, United States has taken numerous
measures to reduced human exposure to lead. Since the passage of the lead-based paint poisoning
prevention act, other laws have been passed to regulate hazardous chemicals including leaded paint. Some
of these laws include Lead-based paint poisoning prevention act, Residential lead-based paint hazard
reduction act, Children’s products containing lead act.
EPA established a safety standard for renovation, repair and painting work that disturbs lead paints in target
housing and child-occupied facilities built before 1978.This became effective from April 22, 2010. US
states have employed similar measures to check lead in consumer products. Other agencies and departments
of the US such as: Food and Drug Administration (FDA), Department of housing and urban development
,Occupational Safety and Health Administration(OSHA), Consumer Product Safety Commission have
synergized the campaign to reduce exposure to lead in paint .
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Presently USEPA allows a maximum lead limit of 90μg/g. This was sequel to the import and recall of
millions of lead-based paint contaminated toys from China(LawLib.,2010). This effort and the awareness
already created is yielding positive result as the percentage of housing containing lead-based paint is on the
decrease (Wilson et al,2006; Jacobs et al , 2002; Clark et al , 2009).
In India, Kumar and Gottesfeld (2008), observed that the 38 samples of new latex paint sampled contained
lead concentrations lower than the national limit of 600 μg/g. Inthe 31 samples of enamel paint analysed,
over 83 % of the enamel paint brands were very high in their lead content. The mean lead concentration of
the enamel paint was about26000 μg/g .
Earlier report on lead levels in the blood of 10 Indian children discovered that contamination from leadbased paint could have been responsible for the high blood lead level in at least 3 of the children since the
home of 3 of the ten children contain leaded paint (Kuruvilla et al., 2004). Notoriously high lead
concentration were also found in new Chinese paints despite regulation prohibiting levels greater than
600μg/g. Lin et al.(2008),noted that 24% of the 59 samples of enamel paint contained lead levels greater
than or equal to 5000μg/g. About 50% of the sample registered levels greater than or equal to 600 μg/g.
Bright colours of yellow, green and red paints were especially high. In a separate study conducted by Lin et
al (2008), in 12 Nursery schools and 12 primary schools in China, 28samples in all were collected from
school walls, toys and furniture. The values indicated that 57 % of the samples were similarly greater than
or equal to 600 μg/g and 21% were greater than 5000 μg/g as in the new decorative paints as in the new
decorative paint earlier studied.
There is dearth of information on lead concentrations in Nigerian paints, as study by Adebamowo in 2007,
only sampled 5 manufacturers. More such studies are therefore needed to better inform the international
community and to assist in policy formulation that will lead to the total phase out of lead use in paint. It is
worthy of note that apart from WHO,UNEP and its subsidiary IFCS,SAICM/ICCM, other nongovernmental
organizations (NGOs) have put up concerted effort to enlighten the international community on the health
hazard posed by lead in paint .The SAICM proposed global partnership for cooperation to phase out lead in
paint had their first meeting in Geneva Switzerland in May 2010.

MATERIALS AND METHODS
The 59 paint sample of different colours brands and different colours brands and manufacture were
collected from different retail shops depots as well as paint company around 3 major cities of Nigeria where
there are high volume of paint manufacture and use. Six of the samples were water based paint (Emulsion
paint or Plastic paint). The choice of small sample for the emulsion paint was informed by reports which
had shown that water based paint contains very low concentrations of lead (Adebamowo et al, 2007; Clarket
al, 2006). The remaining 53 paint samples were oil based paint (enamel paint).
The samples were collected in plastic containers. Standard operating procedures for analysing lead in paint
using hotplate or microware- based acid digestion and atomic absorption spectroscopy was adopted
(USEPA, 2001b).Each of the wet paint samples was applied on a clean one square foot (1ft2) glass surface

138

South American Journal of Public Health, Volume-2, Issue-2, 2014

using different brush for each sample to avoid contamination. The samples applied were left to air-dry for 4
days. The samples were then scraped off the glass surface using new scraper per sample.
Thereafter, the scraped paint samples were crushed using mortar and pestle to make samples as homogenous
as possible. Enamel paint samples were cut into small pieces using new scissors for each sample. About 2g
each of the air dried sample was placed in a crucible and introduced into an oven at about 120.c for one hour
to remove any moisture. About 1.og each of the oven-dried paint samples were then subjected to acid
digestion.
The digestion vessels were then cooled to room temperature. The solution together with the precipitate was
transferred to a 25ml conical flask and volume made up to mark with distilled water. The solution was
allowed to settle and then filtered. Filtrate was collected in the pre-cleaned sample container. Sample blanks
were also prepared in a similar way. All the digested samples were analysed for total lead concentration
with flame Atomic absorption spectrophotometer using lead lamps.
The atomic absorption spectrophotometer was calibrated using metal reference standard solution before
measurement. A buck scientific model 210 VGP flame atomic absorption spectrophotometer with air /
nitrous oxide as air / oxidant flame and slit size 0.7nm was employed for instrumental analysis. This
determination of lead was carried out at wavelength of 283.2nm. The detection limit and sensitivity checks
for lead used were 0.80mg/Land 10 mg/L respectively. The linear range for lead was 20mg/L.

RESULTS
LEAD CONCENTRATION IN PAINT SAMPLE
Lead concentration by colour
Table 1 showing Average Lead concentration(µg/g dry weight) of household paint by colour and
percentages equal to or exceeding 90 µg/g and 600 µg/g
%≥90 µg/g

%≥600 µg/g

2094.00

86

71

9

1637.39

100

44

Red/pink

10

6559.90

80

80

green

5

15303.00

100

80

yellow

4

170425.00

100

100

Colour

Number
samples

white

7

black

of Average
concentration
µg/g
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Premushroom/brown/chocolate 4

1158.38

75

25

blue

6

2136.04

66.67

66.67

Cream/offwhite

8

1019.34

62.5

25

gray

6

1889.625

83.3

66.67

total

59

202222.675

Average Pb concentration (µg/g)

30000

25000

20000

15000

10000

5000

ne
co
at
D
an
fle
x
S
av
io
ur
E
ur
ot
ec
h
Y
al
og
s

Fi

de
nt

ux

re
si

P

D
ul

co
m

pa
ny
A
sk
ar

0

paint company

90µg/g

Figure 1.Bar chart showing concentration of Pb in µg/g of Redcolour paint from different companies
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Figure 2. Bar chart showing concentration of Lead in µg/g of Yellow colour paint from different
companies
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Figure 3. Bar chart showing concentration of Lead in µg/g of Green colour paint from different
companies
The total average for yellow colour had the highest value of 170425 μg/g. This is followed by green (15303
μg/g) and red (6559.90 μg/g). The colours of yellow, green and black have 100% of their samples
registering values that are greater than or equal to 90 μg/g. Only yellow colour had 100% of its sample
greater than or equal to 600μg/g. The colour with the lowest total average is the cream/off-white colour.
Only 7 samples of the enamel paint exceeded or equalled 10,000 μg/g.
CONCENTRATION OF LEAD IN DIFFERENT COLOURS BY COMPANY
A summary of average lead concentration of the different colours of paint types of some selected company
sampled is presented in table 3.
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Table 3 showing the Concentration of Lead in different colours of paint for some selected companies
sampled
Eurotech paint
Colour

Paint type

Pb
concentration1
(µg/g )

Pb
concentration2
(µg/g)

Average
concentration
(µg/g )

Blue

Gloss

29.75

29.75

29.75

White

Gloss

685.00

675.00

680.00

Black

Gloss

1782.50

1587.50

1685.00

Yellow

Gloss

74175.00

74175.00

74175.00

Red

Gloss

320.25

262.00

291.25

Colour

Paint type

Pb
concentration1
(µg/g)

Pb
concentration2
(µg/g)

Average
Pb
concentration
(µg/g)

National green

Gloss

41600.00

41550.00

41575.00

Red

Gloss

24950.00

24900.00

24925.00

Black

Gloss

436.00

435.50

435.75

Yellow

Gloss

6225.00

6225.00

6225.00

White

Gloss

2502.50

2502.50

2502.50

Yalogs paint
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Danflex paint
Colour

Paint type

Pb
concentration1
(µg/g)

Pb
concentration2
(µg/g)

Average
concentration
(µg/g)

Red

Gloss

895.00

905.00

900.00

National green

Gloss

732.50

732.50

732.50

Golden Yellow

Gloss

42800.00

42750.00

42775.00

Black

Gloss

4095.00

4105.00

4100.00

White

Gloss

4577.50

4582.50

4580.00

Blue

Gloss

2370.00

2360.00

2365.00

Colour

Paint type

Pb
concentration1
(µg/g)

Pb
concentration2
(µg/g)

Average
concentration
(µg/g)

Black

Gloss

4707.50

4702.50

4705.00

National green

Gloss

24825.00

24825.00

24825.00

Blue

Gloss

4090.00

4085.00

4087.50

Golden yellow

Gloss

47200.00

47300.00

47250.00

White

Gloss

3695.00

3705.00

3700.00

Red

Gloss

26425.00

26525.00

26475.00

Saviour paint

Both Danflex paint and Saviour paint had highest concentrations (42750 μg/g) and 47250 μg/g in the yellow
colours. Eurotech paint had the highest lead concentration (74175 μg/g) in all thecompanies sampled. All
Yalogs paints samples exceeded 90 μg/g.
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DISCUSSION
The results show that lead (Pb) concentration of paints produced in Nigeria exceeded the standard limit of
Pb in paint in most developed and developing countries of the world. The new US limit of Pb in paint is 90
μg/g (90 ppm).China, South Africa and India have a limit of 600 μg/g Pb concentration in paint. Of the 59
samples analysed, it was observed that 83 % exceeded 90 μg/g Pb concentrations.
Also 61 % of the paint samples exceeded the 600 μg/g limit. It was observed that the level of Pb in paint
was very high in Yellow, Green and Red colours. It was mainly the enamel gloss paint samples that had
high Pb levels when compared to Emulsion (plastic) paints analysed.
The concentration values of lead obtained for enamel paint ranged from 27.00-74175.00 μg/g. The median
value was 2502.50μg/g. Pb. This indicates that 50% of the enamel paint sampled contained over 2502.50
μg/g Pb which is about thirty times the lead limit in paint.
Most paint companies in the country sampled had Pb levels in the range of 22.5-5157.5 μg/g. The highest
concentration among these top paint companies was from Dulux paint which had values up to sixty times
the standard limit of lead in paint.
A comparison of colours shown in table 1 to 3 showed that yellow colour contained the highest lead
concentrations (74175 μg/g, 47250 μg/g, 42775 μg/g, and 6225 μg/g). This was followed by green colours
(41575 μg/g, 24825 μg/g) and red colours (26475 μg/g, 24925 μg/g) respectively. One way analysis of
Variance showed that there was no significant difference between the concentration of lead and the colour
of the paint samples.
This showed that all the paint companies sampled are using lead containing pigment in their paint
production. All the emulsion paints sampled (6) contained lead concentrations far less than the standard
limit of lead in paint as found in most developed countries. The mean lead concentration of plastic
(emulsion) paint was 38.08 μg/g. The range being 22.50-80.50 μg/g. This result is similar to earlier reported
level of lead in household paints used/sold in Nigeria (Adebamowo et al, 2007).
The bar charts (fig.4.1-4.10) equally showed that the high concentration of lead in yellow enamel paint,
green enamel paint, and red enamel paint decreases respectively in that order. Earlier studies of lead in
blood of Nigerians showed that over 70% of children had lead levels above 10 μg/dl (Wright et al., 2005).
The considerable level of lead in the blood have shown considerable increase in the death rate from various
human activities which include occupational exposures such as mineral mining, working in lead battery
manufacturing factory , waste collectors, inhaling fumes from leaded petrol vehicle, etc.
In many informed developing countries (not Nigeria) there has been new legislation on permissible lead
limits in decorative paint in recent times. However, enforcement of compliance to this legislation appears
not to be as keen. Data gap also exist in most developing countries mostly because of lack of awareness of
the risk that lead in paint pose to the human health. The only available data from China, India and South
Africa showed high levels of lead in new decorative enamel paint. It is important to note that these countries
are major trading partners with Nigeria.
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The international community ,UNEP,WHO and other arms of the united nations organization should
expedite action at monitoring and checking trans boundary movement of hazardous chemicals which
include lead pigments used in paint production. Since there are less toxic alternatives to lead pigment such
as titanium oxide, iron oxide, Zirconium oxide, and various organic pigments, they should be used. Though
this alternative may be a little bit costlier, the cost pales in comparison to the enormous long term health
cost and danger posed by leaded paint.

CONCLUSION
Decorative household paints available in Nigeria contain very high amount of lead (83%).The bright colours
of yellow (74175 μg/g, 47250 μg/g ,42775 μg/g, 6225 μg/g) green(41575 μg/g ,24825 μg/g ) and red (26475
μg/g, 24925 μ g/g) have the highest concentration of lead in them (figs1-3) The levels in this study which
varied significantly with colour had highest levels in the bright colour paints such as yellow, green and red.
The values did not vary with manufacturer indicating that all manufacturers were producing paint containing
lead above the recommended values. The highest overall Pb concentration (74175 μg/g) was from Eurotech
paint, which was over 800 times the lead limit in paint. In fact, almost all the paint samples from Eurotech
paint except one (Blue), contained values greater than the recommended limit of 90 μg/g. In Yalogs paint,
the highest level of lead (41575 μg/g ) was found in green colour enamel paint which was about 450 times
the standard limit. In fact, the entire Yalogs paint sample (5) exceeded90 μg/g Pb.
Saviour paints, similarly had lead levels that exceeded 90 μg/g in all the samples with the highest being
47250 μg/g, a value that is over 500 fold the 90 μg/g limit. The same was also true of Danflex paint. All the
samples exceeded 90 μg/g Pb with the highest (42775 μg/g) being 480 times the standard limit.
Berger paint exceeded by 14 times the lead limit in the highest lead containing sample (Greycolour).All
Meyer paint samples equally exceeded 90 μg/g Pb with the highest being 8410 μg/g which is over 90 times
the recommended limit. Dulux paint had 57 times lead level greater than the recommended value. Askar
paint and President Paints were equally high in lead content with the highest levels being respectively 29
times and 53 times greater than the standard limit of 90 μg/g.
In addition, it was deduced that the main determinant of the lead level was the color of the paint as all
manufacturers surveyed were producing paint with high lead contents. The main reason why they do this is
because of lack of regulation since one of the manufacturers with facilities in Nigeria, China and Singapore
manufactures low lead level paint in the Singapore where there is good regulation but not in Nigeria
.

RECOMMENDATION
The major factor about lead level in paint is the use of lead pigment in paint production. It is indisputable
that hazard posed by lead in the home environment is most often not given much attention. This may not be
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unconnected with failure of health practitioners to suspect/diagnose toxicity due to subclinical (below the
level that warrants health concern) levels of lead in blood .
Lead is a persistent bio accumulative substance (PBS) and dust and flakes from leaded paints are thus
poisoning children and adults alike. There are no lead limits in paint in Nigeria. Therefore, urgent steps and
global partnership should be taken to nip in the bud further lead poisoning from lead in household
decorative paint.

THERE SHOULD BE REGULATION AND MONITORING:
Lead use in paints is not regulated in developing countries. Therefore, it is important to enact mandatory
national regulations for reducing at minimum lead concentrations in paints. This study has identified that
bright colours of yellow, green and red are mostly very high in lead content.
Local consumer product regulators such as Standard organization of Nigeria (SON), NAFDAC, Customs,
Immigration, NESREA etc. should wake up to their responsibilities by not only enacting specific regulation
that will check lead use in paints and consumer product but also, enforce meaningful compliance with the
enacted regulation. Imported products should be thoroughly screened so as to isolate leaded consumer
products that should be recall back to country of origin. There should be total ban and removal of leaded
paint from factories, depots and retail shops.
Safety measures must be put in place
Painters and decorators in the workplace should adopt safety measures such as the use of a nose mask,
respirator, wearing eye protection device and other personal protective equipment. The paint industry should
include a lead free paint symbol (label) on products without lead as a mark of high quality.
Public awareness program should be developed and implemented
Public awareness on lead toxicity is extremely low in developing countries. A mass campaign should be
launched to educate and make people aware (especially painters, architects, and the paint industry) of the
hazards associated with lead.
There should be Environmental impact assessment
Environmental impact assessment should be carried out to ascertain human exposure to lead in paint .This
assessment should involve determination of exposure sources and the extent of lead in blood of Nigerians
especially the most vulnerable group which are the children and pregnant
women.
Global partnership should be encouraged
Concerted efforts should be made to encourage partnerships among the civil society organizations and other
stakeholders in the developing region of the world in order to ensure that lead is eventually eliminated from
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paints worldwide. Also a coordinated and organized network of NGOs such as IPEN, Toxic links, FOTE,
AGENDER, and civil society organizations should be involved in achieving the targets. The paint industry
and health care professionals should set guidelines and modalities to reduce exposure to lead .The Global
Partnership on Lead in Paints formed under UNEP and WHO at the May 2009ICCM2 which was further
consolidated at the initial organizational meeting in May 2010 is a welcome development. Further, industry
through its global outreach and partnerships of various sorts must work to eradicate this preventable
problem.
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ABSTRACT
Diabetes mellitus (DM) is the most common disorder of the endocrine glands caused by an inability to
produce or use insulin. It is the fourth leading cause of death in the World according to World Health
Organization., in Guyana it is among the leading cause of death. (MOH Bulletin)

KEYWORDS:- Diabetes, Dialysis, Kidney Disease, Blood Disease, Arteries, Diabetic Neuropathy

INTRODUCTION
There is an unseen progression of diabetes mellitus with physiological damage that culminates into what is
known as a diabetic complication. Most complications of this chronic disease are known to develop without
signs or symptoms (until the situation is rendered serious) so that the unaware patient will not take measures
to guard against them. While the complications of DM are numerous, one of the most adverse and difficultto-manage is diabetic nephropathy.
Nephropathy is a form of kidney disease that advances to kidney failure. It is a long-term complication
developing in patients who have suffered with diabetes for several years. It predominates amongst type 1
DM patients but to a lesser degree in type 2 diabetics. The glomeruli’s function is lost as small arteries in
the kidneys harden.
The onset of kidney disease (diabetic neuropathy) and its progression is extremely variable. Initially,
diseased small blood vessels in the kidneys cause the leakage of protein in the urine. Later on, the kidneys
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lose their ability to cleanse and filter blood. The accumulation of toxic waste products in the blood may
require dialysis and subsequently therapy of renal transplantation.
The progression of nephropathy can be significantly slowed by controlling blood pressure and by
aggressively treating high blood sugar levels. Angiotensin converting enzyme inhibitors (ACE inhibitors)
or angiotensin receptor blockers (ARBs) used in treating high blood pressure may thus benefit kidney
disease in diabetic patients (Kumar & Clark, 2002 ; Williams & Pickup, 1998).
Diabetes mellitus is a global adversary affecting greater than 200 million people and claiming the lives of
1.1 million more in 2005. While its predominance is centered chiefly within the developed countries,
fatalities are higher among those of the low and middle income countries (over 75%). 1(WHO, November,
2009)
Diabetic nephropathy claims one-third of the medical costs for dialysis- estimated to be over one trillion
dollars- within this present decade. Despite its global burden the problem is further worsen by a remarkable
lack of awareness among the people bearing the problem. “Diabetic nephropathy has become a worldwide
epidemic, accounting for approximately one third of all cases of end-stage renal disease. With increasing
prevalence of diabetes particularly in Asia, and a global prevalence of microalbuminuria of 39%, the
problem is expected to grow.” 2(Worsely et al., 2010)
A general pattern of poor cognizance is abound to those with diabetic kidney disease where few can relate
diabetes as a risk factor for kidney disease and still others may not be conscious of their condition/status
especially those with minor impairment.
Public education is strongly called upon to enlighten the world’s diabetic family of their ineluctable
potential of developing kidney disease and to become mindful of their kidney function status as well as what
treatment is available for them.
2

Worsely et al.; May 24, 2007; Current Diabetes Reports;Thursday; Nephropathy: Worldwide epidemic and
effects of current treatment on natural history; (Volume 6, Number 6 / November, 2006 Diabetic);
http://www.springerlink.com/content/; Retrieved 20/8/2010. There is general consensus that kidney failure
will appear in approximately a third of those affected by diabetes mellitus. It is well established within
scientific grounds that the disease damages blood vessels within the body with consequential kidney
deterioration.
The initiation of kidney degeneration (nephropathy) rarely is marked by symptoms and for this reason
repeated testing for its detection is needed. Fortuitously, the lore of diabetes and kidney complication
reveals that early signs can be diagnosed by the presence of small amounts of protein in the urine
(proteinuria).
“Symptoms related to kidney failure usually occur only in late stages of the disease, when kidney function
has diminished to less than 10 to 25 percent of normal capacity. For many years before that point, kidney
disease of diabetes exists as a silent process.” 4(NIH Publication No. 08–4281; Prevent Diabetes Problems:
Keep Your Kidneys Healthy, 2008)
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National Kidney Foundation; 2007; Diabetes and Chronic
http://www.kidney.org/ATOZ/pdf/diabetes.pdf; Retrieved 3/8/2010

kidney

Disease;

11-10-0209;

4

NIH Publication No. 08–4281; February 2008; Prevent diabetes problems: Keep your kidneys healthy;
http://diabetes.niddk.nih.gov/dm/pubs/complications_kidneys; Retrieved 17/8/2010
For Guyana, the number of new diabetic cases emerging yearly chips away (at a rate that is disconcerting)
another fraction of the healthy population and so fortifies the country’s chronic disease impasse. The
confrontation of this diabetic predicament commands an exceedingly efficacious management stratagem- a
task that hard presses the country’s resources and human prowess.
The health sectors’ statistical review (2008) of this particular non-communicable disease projects that, in
due course, the amount of diabetic individuals would surmount to a fivefold of ten thousand with 56%
dominated by the female sex.
Albeit of the convenience available for determining the years before the advent of type 2 DM by measuring
blood sugar levels, it is daunting that this specific manifestation of the disease should attest for thousands
of the newly diagnosed DM patients in Guyana each year. Inferentially, it is palpable that Guyanese are not
taking advantage of early diagnosis or exhibiting judicious decisiveness when it comes to their wellbeing.
Thereof, the nation is sorely defeated in their wake to inculcate a promotional way of life tailored to thwart
the culturing of diabetes mellitus.
In the perpetual endeavor to create an enterprising diabetic populace it is the arduous road of Guyanese
health professionals to fashion through health education and promotion the knowledge attitudes and
practices of those afflicted with this metabolic disorder.

OBJECTIVE OF THE STUDY
To evaluate the knowledge attitudes and practice of renal complication in Type 2 Diabetics patients the
Peter’s Hall Jamat Medical/Diabetic Clinic.

HYPOTHESIS:
There is a deficiency of awareness amongst the diabetic population and consequentially inept knowledge,
attitude and practices as it pertains to recognizing, preventing and/or treating renal complications.

MATERIALS AND METHOD:
Study site and population:
The Peter’s Hall Jamat was established by the residents of the Peter’s Hall village in the 1960,s and
approximately ten years later the Medical clinic was established under the practicing physician- the

153

South American Journal of Public Health, Volume-2, Issue-2, 2014

deceased Dr.MY Bacchus. The clinic to this day is accessible every Sunday to the public with an
attendance of over 120 persons approximately per clinical visit. The majority of the persons (63%) are
diabetic patients with type 2 predominating are of low economic status and middling educational
background.
Sample Population
Patients with type 2 diabetes mellitus of either gender that attended the Diabetic Clinic of the Peter’s Hall
Jamat were randomly selected for participation in this study. The sample size consisted of a total of one
hundred and fifty patients (150). However, patients that suffered from any known mental illness and those
that were unwilling to participate were excluded. Age, weight and race were not considered as defining
factors for the sample population.
The diagnosis of diabetes was parallel with the established standard of measurement utilized by the Diabetic
Center of the Peter’s Hall Jamat and the establishment of the patients’ diabetic history (of type 2) for five or
more years.
Study Design
A pretested questionnaire was administered to the sample population after consent was obtained to tested
their knowledge, attitudes and practices as it relates to recognizing, preventing and/or treating kidney
disease, and diabetes.
Independent variable: (the variable causing the change – Qualitative)
Establishing the fact that patients of the sample population are suffering with DM was based on their
clinical history or corroborated by their enrollment into the Medical/Diabetic Clinic at the Peter’s Hall
Jamat.
Dependent variable: (the variable that changes – Quantitative)
The patients’ KAP level: whether there are any mediocrity in the Patients’ levels of knowledge, attitudes
and practices in relation to renal failure as a complication of type 2 diabetes.
Based on the responses given and organized from the questionnaires, the researchers analyzed and
determined the study population’s KAP level using points given for correct and incorrect choices- one point
was assigned for every right answer given and ‘0’ or no point was awarded for errors.
The mean score obtained for each section and the corresponding standard deviation was computed and then
for each fundamental section (the three KAP segments). The points were distributed thus: knowledge
received 10 points while attitudes and practices received 5 points each.
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RESULTS:
Altogether 150 patients were enrolled in the study. There were 47 (31.33%) males and 103(68.67%)
females. The greatest number of patients was in the age group of 51-60 years. Africans (67) and East
Indians (43) together accounted for 70% of the sample population. The overall mean (± SD) scores of the
patients were 8.89 ± 2.32. Knowledge score was 3.72 ± 1.67; attitude 3.00 ± .113 and practice 2.17±1.36,
with maximum possible scores for knowledge, attitude and practice patient being 10, 5 and 5 respectively.
Table 1.1: Tabulation of the responses for each domain of the KAP questionnaire
KNOWLEDGE

ATTITUDE

Question
No.
1
2
3
4
5

Correct
answer
56
23
28
22
95

Incorrect
answer
94
127
122
128
55

6
7
8
9
10

113
45
79
66
123

37
105
71
84
27

Average: 65

Question
No.
1
2
3
4
5
Average:

PRACTICES

Correct
answer
77
58
76
93
79
76.6

Incorrect
answer
73
92
74
57
71
73.4

Question
No.
1
2
3
4
5
Average:

Correct
answer
44
86
98
61
20
61.8

Incorrect
answer
106
64
52
89
130
88.2

85

Table 1.1 shows the values obtained for the dependent variable i.e. the distribution of points scored for each
question for the three main domains (knowledge, attitudes and practices) from the sample of 150 patients
tested from the Peter’s Hall Jamat Medical/Diabetic Clinic. The results were tabulated from the
questionnaires dispensed at the clinic on two separate clinic days.
The average for the correct and incorrect responses were calculated at the bottom of each column for very
domain presented giving a clear indication of the study groups performance on each section.
From the existing data, more than 57% of the patients (~85) answered incorrectly to the questions governing
knowledge and practices. Attitudes was the only area tested where the subjects scoring correctly amounted
to more than half of the total persons examined with an average of 76.6. in other words 51% of the sample
population gave the right responses for every question in the attitudes domain.
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Table 1.2: The mean score of the patients
Dependent variables

Total score:

Mean ± SD

Knowledge
Attitudes
Practices

10
5
5

3.72 ± 1.67
3.00 ± 1.13
2.17 ± 1.36

Overall KAP level

20

8.89 ± 2.32

Results derived after the evaluation of the mean KAP level for the population investigated were computed
and displayed in Table 1.2. The hypothesis stating that there is inept knowledge, attitudes and practices as it
pertains to recognizing, preventing and/or treating developing kidney disease is proven true as the KAP
level of the population falls within a mediocre range of 6.57 to11.2.

Table 1.3: Drugs used in therapeutic management of diabetes
Medications used in drug therapy for Diabetes
use of an antihypertensive-drug
Aspirin
Captopril
Aspirin and Captopril

No. of
persons
97
136
34
14

Percentage
of n=150
64.67
90.67
22.67
9.33

The benefits of certain drugs are nullified by their adverse effects particularly with prolonged therapeutic
administration. Aspirin and Captopril are well known for disagreeable outcomes with extensive use such as
gastrointestinal hemorrhage and the progression of kidney disease respectively. Table 1.3 demonstrates the
overt use of aspirin in comparison to a lesser degree the consumption of Captopril. Yet the risk for
developing the antagonistic complications concomitant with diabetes is seemly doubled for 9% of the
population.

156

South American Journal of Public Health, Volume-2, Issue-2, 2014

Figure 1.0 represents a pie chart that shows the frequency of diagnostic tests that reveal kidney dysfunction
actually done by the patients.
Patients received preliminary tests the least as it pertains to renal evaluation with 73.3% of them having
done a urine specimen dipstick test and as such screening for albumin leakage. The data computes that
10.7% of the persons questioned actually had a meticulous diagnostic urinalysis inclusive of microalbumin,
urine chemistry and microscopy (urine exam) done.
The sample group in its entirety has never been subjected to a true renal function evaluation (BUN,
creatinine, GFR) and so was never actually assessed for the development of diabetic nephropathy.
Management of glycaemic control-best done by the glycated hemoglobin test (HbA1c)-was only practiced
by an overwhelmingly disappointing few (7.3%).
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Figure 1.1 above represents a Bar Graph which shows how quickly after diagnosis the diabetics examined
for this project were alerted to the pendant peril of further complications. As seen from the graphical
portrayal of the results acquired, 96% of the patients were not amiss of this fact; hitherto their KAP level of
the subject is disconcerting.
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Figure 1.2 is diagrammatical interpretation of the statistics tallied for the various sources of information
exploited by the participants of the project to feed their consciousness of its overhanging renal impediments.
The clinic itself besides their extant social network (friends and family), was credited (100% assured) for
providing its patients with awareness of renal failure and other complications. The internet while a good
source of information, was least accessed (by a meagerly 2%), possibly due to the predominant aged
population and their alienation from technology. Therein, televised programmes (52%) was the other
popular medium through which the population gain knowledge of the debilitating defects associated with
longevity of this metabolic syndrome.

Self-care for a chronic illness such as diabetes mellitus can be exasperating and impracticable especially
with the many undertakings of a day-to-day life. Obesity common among those suffering with type 2
diabetes is incapacitating by itself along with inadequate energy generate form the inherent mal-absorption
of glucose concurrent with the disease.
Figure 1.3 corroborates these inferences as over 88% of the population reported having challenges with
each aspect of therapeutic management scrutinized for the purposes of this study.
Drug therapy, exercise, dieting and pressure and glycaemic management are all critical to the prevention of
the disease’s progression to complications. The current statistics exhibits the populations struggle to
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maintain good management which was rationally and explicitly internalized in the results accrued for their
practices (Table 1.1).

Figure 1.4 is representative of the statistics gathered for the medical and non-medical remedial measures
conduit to the sample group.
A prescription drug constitutes the therapeutic regimen for all of the participants of this study closely
followed by diet and exercise and regular testing which together was employed by more than 60% of the
population each.
Local concoctions derived from herbs with acclaimed medicinal properties were used by 16% of the sample
group to treat blood pressure, glucose control and abnormal foot swelling (among other aspects of the
syndrome) associated with this chronic carbohydrate dysfunction of normal metabolism.

DISCUSSION
The statistical data shows the KAP level of the study group on average to be 44.95% (Table 1.2) of the total
score (maximum 20 points) awarded for the three domain. This is relatively lacking and suggests that the
community requires a more efficient process of enhancing awareness to tailor their daily proclivities
towards healthier lifestyles.
Only two persons of the entire sample examined were diagnosed for approximately five years. Hence,
98.6% of the population was suffering with this metabolic disease for more than half a decade and conscious
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of its additional burdens. Yet, monitoring of blood glucose is done by majority of the patients when they are
“not feeling well” (61.3%) as opposed to every day (17.3%). Testing blood pressure received even more
tragic results as clinical visits are the most opportune times when the investigated individuals (74% of the
sample) monitor their pressure. This surmounts to once or twice a month depending on how many times the
clinic is frequented which in turn maybe dependent on the wellness of the said patient.
The aforementioned tendencies are no novelties as proven by another study conducted in Kolkota, India.
“Attitude toward regular exercise and dietary modification in diabetics was found to be favorable in the
majority; however, while compliance to dietary modification was reported to be high (82.8%) it was not the
case with regular exercise (32.8%) possibly due to lack of time. The study found that monitoring of blood
glucose at home was very low due to lack of awareness and cost factors but prescription compliance was
very high (95.3%).” 9(PK Kamdar, Nishit Shah, et al.; 2009)
9

PK Kamdar, Nishit Shah, et al. “Assessing the knowledge, attitudes and practice of type 2 diabetes among
patients of Saurashtra region, Gujarat” Year : 2009 / Volume : 29 /Issue : 3/Page : 118-122;
http://www.ijddc.com/article.asp; retrieved 14-9-10
Several pathophysiologic mechanisms contribute to the genesis and development of renal failure in the
patient with diabetes. One major contributing factor found in recent studies shows that hypertension and
insulin resistance influence the maintenance of an elevated risk for kidney damage. The etiology of this lies
in the fact that blood pressure and glucose control are momentous to delay and possible prevention of
nephropathy. This common pathophysiologic manifestation of renal failure in diabetes deems these two
non-communicable diseases a global epidemic.
Indubitably, it is of solemn importance that the community’s understanding of diabetes and diabetes
nephropathy surpass the sentient echelons of just being cognizant of it. Their feelings and preconceived
ideas must influence compliance to treatment and motivate effective disease management. Poor knowledge
and attitudes will be demonstrated through poor actions. As apparent from the data acquired, the averaged
score attained for the knowledge aspect of the study was 37.2% of the maximum 10 points accessible.
The disease’s pathogenesis is least understood by the patients wherein the purpose of insulin is a
preponderant unknown in the sample group. The causation is also unacquainted to the target population as
145 of 150 failed to tick the option that suggested a combination of all other factors listed. There is also
strong correspondence amongst the greater part of the group (70.6% of the answers) that with the right
medications, exercise and diet diabetes can be cured. Another void in the responders’ knowledge is their
enormous concern that uncontrolled diabetes is annexed to heart disease alone while the kidneys and eyes
are of unwarranted interest. Overall, the average score obtained for the knowledge domain of this KAP
study was 3.72 (± 1.67). Finding that the average score did not exceed even 50% of the maximum points
(i.e.10) awarded for this domain is a veracity of the deficient information needed for these patients to make
lifestyle changes and enhance self-care or even seek better treatment.
The palpable severity in lack of knowledge thereof is incontestably reflected in the community’s practice.
Acquiring education and effective disease management is momentous as the treatment of this metabolic
disease is predominantly effectuated on an individual basis. Knowing what to eat for instance influences the
diabetics’ nutrition, blood glucose control and inexorably the rate at which diabetic complications may
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develop. Yet, it is below par that persons of the sample population admittedly indicated the use of high
glycaemic indexed foods such as white bread, fried foods, and large amounts of salt, among others. The
problem is further solemnized by the eating routine practiced by the respondents. For the majority (58%),
several snacks a day was the most popular pattern adapted by the diabetics investigated. Consequently,
correct dieting becomes difficult to maintain with unplanned meals, late night eating (14%) or eating when
time is available (16.6%).
Exercising everyday is another keystone for efficacious diabetic therapy. Once or twice a week is not
adequate for therapeutic management as it is customary for 105 of the patients interrogated. More than 50%
of the remainder does not. Regular exercise should not be performed only when time is available (as
indicated by 20 individuals of the sample). It should be a daily routine for successful diabetic control.
Persons with diabetes attending the Peter’s Hall Jamat Clinic rely heavily on medications for their sickness;
even the obscure avenue of herbal medicine is sought by some (12.6%). The average score statistically
computed for the practice domain was 2.26 (±1.39). Here again the study sample failed to achieve half of
the total score attainable (maximum five points).
On a positive note, the attitudes of the community toward this distressing metabolic syndrome were found to
be within acceptable ranges. With an average score above the 50% threshold (i.e. 3.00± 1.33), most of the
question posed were answered correctly.
The attendants of the Jamat’s clinic suffering with type 2 diabetes well perceive the pendant risk they face
of heart disease, stroke and pathologic injury to small vessels of the body. They are unanimously chary of
LDL cholesterol and saturated fats and mindful of why exercise is necessitated. Though, they did not grasp
the mechanism by which physical work out and keeping fit benefits their disease state. A striking
correspondence arrested by 42.6% of the sample group is that exercise only improves oxygen flow. In
addition, the reduction of insulin resistance and regulation of blood pressure were disassociated from the
benefits to be accrued from exercising
No one viewed the use of coke, bacon fat and baked beans as significant enough to contribute to the
nephrotic complication of diabetes. Despite their misgivings, everyone (100%) was receptive to the reality
that a combination of all aspects of therapeutic management is de rigueur to the prevention of complications
maturation and the amelioration of the disease itself. The option –all of the above-identifying exercise, diet,
monitoring blood pressure and glucose and adhering to medication regimen as treatment measures was
chosen unanimously.
Nevertheless, having the right attitude by itself is insufficient to answer the call for the lifestyle changes
pertinent for individuals to delay or even avert altogether the need for dialysis, amputations, by-pass
surgery- the entire gamut of medical intercessions that can be circumvented with good overall diabetic
control. Knowledge and practices should also be engineered towards healthy lifestyles both at the grass root
and health care levels. This finding is in close agreement with the aforementioned cross-sectional KAP
study conducted in Kolkata, India.“Diabetic patients rely mostly on drugs and dietary modification for
disease control while neglecting other lifestyle modification. Promotion of healthy lifestyle modifications
and self-care should be incorporated as part of diabetes education in all treatment facilities.” 10(PK Kamdar,
Nishit Shah, et al.; 2009)
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Although diabetes is a pervasive disease within the country, critical epidemiological data statistically
quantifying the problem is absent and so the there is no actual scale available to give measure to the
magnitude of control needed for the disease and its related complications.
10

PK Kamdar, Nishit Shah, et al. “Assessing the knowledge, attitudes and practice of type 2 diabetes among
patients of Saurashtra region, Gujarat” Year : 2009 / Volume : 29 /Issue : 3/Page : 118-122;
http://www.ijddc.com/article.asp; retrieved 14-9-10
The aforementioned studies in correlation with the findings of this one objectively portray the situation as it
pertains to the outer world. However, perpetuate representation of the disease’s prevalence, mortalities,
morbidities and progressive treatment mediated by continuous surveys and research is momentous to
evaluate our critical capacity of management and determining how much further there is to go. The
derivation of strategies, apportioning of resources and identification of new clinical patterns critically relies
on contemporaneous information-the collection of which requires urgent relevance by the health sector.
In rectifying the expeditious growth of renal complication among diabetics, assiduous management must be
pursued. Changes administered in numerous areas, including the management of hyperglycemia in diabetes,
nutrition, and treatment have proven to aid in the adjournment of ESRD. Maintaining a blood pressure at or
below 130/80 mmHg is another instrument of complications prophylaxis that is strongly advocated.
Systematic examination of patients based on symptomology- e.g. unintentional weight gain from fluid build
up, fatigue, swelling of legs etc-can be effective in screening for the development of renal failure and needs
to be pragmatically implemented in clinics and other health institutions.
Managing hyperglycemia can be a problem for many people with diabetes. It is advised that early
intervention with metformin in combination with lifestyle changes to improve glycemic control. This is
concurrent with the revised recommendations strategized from recently included information of a Consensus
Statement published by the ADA and the European Association for the Study of Diabetes (EASD). It also
urges early initiation of insulin for those who present with weight loss and more severe symptoms.
(‘Prevention, Detection, Evaluation and Treatment of High Blood Pressure in Diabetics’ Archives of
Internal Medicine, 1997)
11-

The Report of the Joint National Committee on ‘Prevention, Detection, Evaluation and Treatment
of High Blood Pressure in Diabetics’ Archives of Internal Medicine, 1997, 157: 2413–2446.
Although the principles of management in the diabetic patient prescribe the use of drug administration, the
prolonged use of certain drugs adds to the abhorring diabetic end-organ complications. The use of an
antihypertensive drug was documented for 64.6% of the study sample, with captopril specifically consumed
by 22.6% of the entire sample size. It was not amiss that the popular pain reliever Aspirin was utilized by
90.7% in the group’s drug therapy. Both captopril and aspirin were being taken by 14 (9.33%) of the
persons participating in the study. It is a medical lore that aspirin in itself (even in lower doses) when used
in progressive therapy can effectuate intracranial and gastrointestinal bleeding. Hemorrhagic stroke is likely
to be directly linked to the intracranial bleeding induced by aspirin therapy. It is also known that the
protracted use of anti-hypertensive medication and even the anti-diabetic drug metformin can contribute to
renal damage.
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In isolation, there is an imperative requisite for public health and clinical strategies to prevent diabetes in
unaffected persons as well as to prevent or reduce the burden of complications among those who are
affected. Among the measures that should be adopted to stem the flood of diabetes in the Caribbean region
are lifestyle interventions to promote better nutrition and to increase exercise; patient education, particularly
about the central role of diabetes self-management; and the multidisciplinary team approach in the provision
of care.

CONCLUSION
It was projected that the KAP level of the diabetic population attending the Diabetic Clinic of the Peter’s
Hall Jamat are at a substandard level. Based on the findings using the statistical calculations of chi-square
on the data obtained it was deduced that the observed values deviated from the expected with quantitative
statistical significance to prove the hypothesis. The X2 resulted in a value of 6.8 thus exceeding the tabulated
2 value (10.828 for p = 0.001). It can be safe therefore to say that there is significance of the inadequate
KAP regarding nepropathy and its relation to type 2 diabetes. The corresponding p-value derived was
0.0091 (less than the threshold p-value in used i.e. 0.05) suggesting that ~99% probability exists that the
same results will be found in another population with random sampling.
The observed values for the knowledge and practice domain when evaluated were of significant deviation
from the expected. For n-1 degree of freedom and probability of 0.001, the X2 value-61.4- for the
Knowledge domain exceeded the critical value ( 2) of 10.828. It induces that the knowledge of the sample
population was indeed grim confirming the hypothesis. The chance of this being an adequate representation
of the wider population is significantly high given a p-value of > 0.0001 calculated for this domain.
The p-value obtained for the practice domain was 0.0226 which strongly corresponds to the abortive
diabetic management being conducted by the investigated individuals. The p-value goes hand in hand with
the calculated X2-5.2- (derived from the data obtained) exceeding the Chi-square (2) value of 3.841 for n-1
degree of freedom and a probability of 0.05. It is only through stringent care management that glycaemic
control and ultimate improved life standards can be achieved. High blood pressure is intense stimulus for
the development of renal failure yet regular blood pressure evaluation is one of the more critical areas of
failure observed. This coupled with irregular and insufficient exercising devastates the delicate glycaemic
control of a diabetic.
For the attitudes domain, the statistical values computed show a prominent departure from the expected
proving with a Chi-square value of 6.8 (for p=0.05) and p-value of 0.0091 that the mind-set of the diabetic
patients is revolutionarily assenting. It confirms that the way of thinking is geared towards alleviation of
their medical problem (as is of any person with a health issue). Conversely, the beneficence of therapy is not
attainable with just the appropriate attitudes, but must go hand in hand with the pragmatic rationales
cultured by knowledge and enforced by practices.
With education the misconceived myths of diabetes and unacquainted facts can be clarified while with
motivation the prowess of self-care can be amplified. It is recommended that health education and
promotion with focal stress on understanding this debilitating disease and mastering its care be extended to
the population through the medium of televised broadcasts and the support of both governmental and non-
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governmental organizations. Physicians and other health care workers at the primary levels should be
alerted of the substandard knowledge, attitudes and practices possessed by the people of Guyana. They
should provide to the best of their abilities the enrichment of behavioral modifications that necessitates
health care refinement of our jaded but precious diabetic population.

RECOMMENDATIONS

1. Physicians tending diabetic patients should be more pro-active towards health education with emphasis
on diabetic complications.
2. Information should be made available through pamphlets, educational programmes and advertisements of
the pathogenesis of the diseases and the ineluctable routes to its devastating complications.
3. Clinical visits can be an opportunity for health care workers to enquire about health practices especially
when diagnostics tests shows a patient’s health parameters are not within normal ranges. The need to
motivate and imbue the necessity for self-care management requires tenacity on the part of the health
professionals.
4. The dangers of unremittingly using certain medications should be made cognizant to those with chronic
diseases like diabetes. The means to relieve those with lifetime illnesses of their dependence on drug
therapy should be aggressively pursued.
5. The population without diabetes but prone for its development should be made aware of the disease
through family counseling of those in whom the ailment is already extant. Lifestyle changes induced at an
early stage geared towards healthy choices is pertinent to the delay of the onset of inherent and
environmental diseases like diabetes.
6. Health education programmes regarding diabetes and its prevention should target the younger generation
through educational channels likes schools, religious centres, workshops, youth groups, etc.
7. The diabetic populace should be made cognizant of new medical advancements available to increase
efficiency of disease management like the use of the HbA1c test.
8. The deficiency of studies evaluating the KAP of varying demographics and linking causative factors for
the conflagrating diabetogenic environment must be given immediate attention.
9. Poverty, smoking, and obesity are a few of the contributory elements of diabetes which also requires the
need for medical intervention from the level of political policies governing the health system to the grass
root health care being proffered.
10. Continual testing should be made mandatory by clinics which should monitor clinical parametersparticularly those associated with complications development-through regular follow up.

165

South American Journal of Public Health, Volume-2, Issue-2, 2014

REFERENCES

1) Anon, article date: 01 Mar 2010 - 6:00 PST;Think Globally, Act Locally To Reduce Burden Of Diabetic
Kidney Disease, Diabetes; Urology / Nephrology; http://www.medicalnewstoday.com/articles/180714.php,
Retrieved 22/8/2010).
2) Atkins RC, Zimmet P.; Diabetic kidney disease: Act now or pay later. Saudi J Kidney Dis Transpl
2010;21:217-21; http://www.sjkdt.org/article.asp; Retrieved 19/8/10.
3) Belle TR, Fraser HS, Adomakoh SA, Walrond ER; April 2002; Economic cost of managing diabetes
mellitus in Barbados [conference presentation]; Caribbean Health Research Council, 47th Annual Council
and Scientific Meetings, Georgetown, Guyana; http://revista.paho.org; Retrieved 20/8/2010
4) Burt VL, Whelton P, Roccella EJ, et al. (March 1995). "Prevalence of diabetics, Results from the Third
National Health and Nutrition Examination Survey, 1988-1991". http://hyper.ahajournals.orgRetrieved
2010-08-04.
5)
Butt
Saud,
Hall
Phillip,
Saul
Nurko;
Diabetic
Nephropathy;
http://www.clevelandclinicmeded.com/medicalpubs/diseasemanagement/nephrology/diabetic-nephropathy/;
Retrieved 18/8/2010
6) Correa-Rotter et al.; (Kidney International (2005) 68, S69–S75; doi:10.1111/j.1523-1755.2005.09813.x);
Early detection and prevention of diabetic nephropathy: A challenge calling for mandatory action for
Mexico and the developing world; http://www.nature.com/ki/journal/v68/n98s/full/4496442a.html;
Retrieved 22/8/10
7) UpadhyayDinesh K, et al.; November 26, 2007; Knowledge, Attitude and Practice about Diabetes among
Diabetes
Patients
in
Western
Nepal;
http://www.rmj.org.pk/rmj_jan_jun_2008/original_articles/dm_attitude/pdf.pdf; Retrieved 29/8/10
8) EHE Newsletter, Volume 9, Number 5,
http://www.eheintl.com/newsletter.jsp; Retrieved 8/26/2010

March

3,

2009,

Kidney

disease;

9) GINA;July18, 2008; Diabetes registry established - will allow for easy patient follow,
http://www.gina.gov.gy/archive/daily/b080718.html, Retrieved 22/8/2010
10) Gordon Serena; Tuesday, Dec. 29 (HealthDay News); Diabetics Less Prone Now to End-Stage Kidney
Disease; http://www.medicinenet.com/script/main/art.asp; Retrieved 22/8/10
11) Gower Timothy; How Diabetes Affects the Kidneys; http://health.howstuffworks.com/how-diabetesaffects-the-kidneys1.htm; Retrieved 9/23/10

166

South American Journal of Public Health, Volume-2, Issue-2, 2014

12) Holly Kramer, MD1 and Mark E. Molitch, MD2;Screening for Kidney Disease in AdultsWith Diabetes;
http://care.diabetesjournals.org; Retrieved 8/22/10
13) Ian H. de Boer and Michael W. Steffes; March 14, 2007; Glomerular Filtration Rate and Albuminuria:
Twin Manifestations of Nephropathy in Diabetes; J Am Soc Nephrol 18: 1036-1037, 2007; Last Reviewed:
February 27, 2009; http://nkdep.nih.gov/patients/kidney_disease_testing.htm; Retrieved 8/22/10
14)Jamal
Soraya,
Monday,
March
8th;
Protect
Your
Kidneysdiabetes;http://malaysia.news.yahoo.com/bnm/20100308/tap-kidney-with-pix-5cdd12e.html;
3/18/10

Control
Retrieved

15) Janet Worsley, Norwood and Charles B. Inlander; Diabetic Complications;The Factors Behind
Complications
of
Diabetes;Excerpt
from:
Understanding
Diabetes;
http://www.diabetesinfocenter.org/View.aspx?url=diabetic_complications; Retrieved8/18/10.
16) Kumar PJ & Clark M (2002). Clinical Medicine. Pub: Saunders (London), pp. 1069-1121.
17) Pagana, Kathleen Deska. 1998; Mosby's Manual of Diagnostic and Laboratory Tests. St. Louis: Mosby,
Inc.; http://medical-dictionary.thefreedictionary.com/Creatinine+Test; Retrieved 3/25/10
18) Perneger Thomas V. , MD, PhD et al.; (Ann Intern Med December 15, 1994 vol. 121 no. 12 912-918);
End-Stage Renal Disease Attributable to Diabetes Mellitus; http://www.annals.org/content/121/12/912.full;
Retrieved 9/22/10
20) Tetsutani Tamiko 1993; 64:69-74 (DOI: 10.1159/000187281); Nephron; Early Detection of Diabetic
Nephropathy and Criteria for the Initiation of Therapy;Published online: December 12, 2008;
http://content.karger.com/ProdukteDB/produkte.asp; Retrieved 8/22/10
21)WHO;
November
2009;
Diabetes
(Fact
http://www.who.int/mediacentre/factsheets/fs312/en; Retrieved 8/20/2010

sheet

N°312);

22) Worsely et al.; May 24, 2007; Current Diabetes Reports;Thursday; Nephropathy: Worldwide epidemic
and effects of current treatment on natural history; (Volume 6, Number 6 / November, 2006 Diabetic);
http://www.springerlink.com/content/; Retrieved 8/20/2010
23) Williams, G & Pickup, JC (1998) diagnosis and classification of diabetes mellitus. In: Handbook of
Diabetes. Pub: Blackwell Science, Oxford ,pp1-2.

167

South American Journal of Public Health, Volume-2, Issue-2, 2014

ESTIMATES OF HEALTH CARE PROFESSIONAL
SHORTAGES IN SUB-SAHARAN AFRICA BY 2015: A
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A Case Study By Talkmore Maruta, Zimbabwe
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ABSTRACT
The article by Richard M Scheffler; et all titled; Estimates Of Health Care Professional Shortages In SubSaharan Africa By 2015 published in the Health Affairs Journal volume 28, issue 5 of 5 2009 is reviewed.
The review considers how the article is written in terms of structure, content and its effectiveness on
addressing the issue of shortage of human resources in public. The issue of human resource shortage and
brain drain especially in the developing world has been widely discussed, therefore, the relevancy, accuracy,
objectivity, clarity of this article with respect to this subject area will be reviewed.

KEYWORDS:- Health, Forecasting Model, Health Workers, Laboratory Scientists, Medicine

INTRODUCTION
The article include a short abstract that summarizes mostly the methodology used for estimating the need,
shortage and cost implications in terms of human resource requirements in healthcare for 39 countries in
Africa. Although the article does not have a clearly marked introduction subheading, it is has the study data
and methods, results and discussion subheadings.
The authors uses a forecasting model to estimate the need for health professionals and from there deduce the
magnitude of the shortage. The target year used was 2015, the rational being that it is the target of the
United Nations Millennium Development Goals. It is reasonable to use the MDG as reference in discussing
this topic as three of the eight MDG goals concern health directly i.e. reduction of child mortality,
improvement of maternal health and reducing the public health impact of HIV/AIDS, malaria, and other
diseases. Thirty nine countries were samples. Based on the forecasting model, the authors estimate a total
need of 800,000 at an estimated cost of $2.6 billion which is 2.5 times more than the total current budget for
the 39 countries samples.
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In its estimates the authors used some reputable sources e.g. Data on the number of doctors, nurses, and
midwives by country was extracted from WHO Global Atlas of the Health Workforce March 2007 and the
wages data from the “Occupational Wages around the World” database, published by the National Bureau
of Economic Research. The other estimates of anticipated wage bill if all need is met were extrapolated
using data from these sources as well as the WHO recommended 2.28 health care professionals (0.55
doctors and 1.73 nurses and midwives) per 1,000 population.
The results are presented descriptively as well as with tables (4) and one graph with summaries of results
and used for discussion. During discussion, the authors review their result and findings and link these to
policy implications going forward.

LITERATURE REVIEW
The shortage of health workers has been linked to poor health indicators1. As much as a 140% increase is
required in some of these countries to get closer to achieving the MDG targets1. There are many factors that
have contributed to these shortages, including poor investments in in-service training, brain drain, career
changes and premature mortality.
Africa has the worst healthcare shortage with estimated 2.3 healthcare workers per 1000 population
compared to the Americas that have 24.8 per 1000 population2. The healthcare workers make up 1.3% of
world healthcare workers, yet they cater for 25% of the diseases burden2. Of the 57 countries with critical
shortage of healthcare workers, 36 are in Africa3. Worse still, this shortage in Africa is skewed towards the
poor in rural areas. This will greatly affect attainment of the MDG for example it is indicated that there is a
direct relationship between healthcare shortage and survival of women during child birth4
There are many strategies that have been suggested to alleviate the problem. These include increased direct
investment intro training and establishment of human resource policies that will guide recruitment and
retention studies.

ARTICLE CRITIQUE
AUTHOR
The journal describes the author, Richard Scheffler as a distinguished professor of Health Economics and
Public Policy who at the time of writing and publication of the article was based at the School of Public
Health and Goldman School of Public Policy, University of California, Berkeley. His credentials are
credible in the area of health economics as he was at that time also the director of the Global Center for
Health Economics and Policy Research. This institution should be of high standing as it is collaboration
between PAHO and WHO Collaborating Center on Health Workforce Economics Research.
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ACCURACY
The article uses credible sources for its data that include WHO for its estimates. The rationales used for
some of its assumptions are valid and are supported by literature e.g. when estimating the budgetary needs
using the WHO Global Atlas of the Health Workforce 2007 database and the WHO mapping of health
professionals. The sample size of 39 out of a total of 54 African countries is representative enough to be
able to generalize across the region.
However, there were some limitations that could have affected the accuracy and representativeness of the
results and conclusions. The paper only considered doctors, nurses, and midwives and did not consider
other important health professionals who are involved in the delivery of healthcare. These include
laboratory scientists, pharmacists, physiotherapists, occupational therapists and others. In some countries,
remuneration of general nurses and midwives are not the same and this could have affected the estimates for
the wage bill. However, the authors cite lack of credible sources for this information.
After considering the published 2.28 health care professionals per 1,000, the authors deduced that 0.55 of
these will be doctors using a study done by the same author. After 0.55 for doctors it leaves 1.73 for nurses
and midwives. However, the authors could also not find credible sources to be able to determine the nursemidwife mix within the 1.73. To estimate the supply for the professionals by country for 2015 the authors
used a combination of previous estimates and data and specifically for doctors they used the supply
estimates done by the same author of the paper.
The authors cite this as the only available source for such estimate. For the above mentioned two, the
authors could have included a limitations sub-heading to discuss these further include potential impact on
results and how other authors could further explore these areas to provide more evidence to increase
credibility.
RELEVANCE
The issue of healthcare worker shortage in Africa is widely known and discussed (ref). Post colonialism,
many African country economies went into decline (Zim reference) at a time where demand for such skills
was increasing in the developed world. This article, therefore is very relevant as the issue of healthcare
shortage and brain drain has not been fully addressed. Data and empirical evidence is still required in terms
of cost implications for addressing this shortage. The authors provide valid discussions that the results they
provide can influence decisions on training in terms of facilities and numbers required for different
professionals. The paper provides practical solutions to addressing the need using cost effective approaches
e.g. increasing the nurse: doctor ratio.
Doctor salaries are higher than nurses and a significant portion of the doctor’s work can be shifted to nurses
without compromising quality of service. Some of the policy implications suggested have actually been
successful in some countries e.g. use of incentives to retain staff has been successful in Botswana where
healthcare workers, among others receive a scarce skill allowance, offered accommodation etc. Task
shifting where some workload is shifted to nurses e.g. consulting general cases and only refer complications
to doctors allows for increasing the nurse: doctor ration, cutting down on the budget as nurses come at a
lower cost for the same number of doctors.
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OBJECTIVITY
The article was objective enough by using hard evidence gathered from several countries without
manipulations by the authors. The authors were clear that not all 39 countries analyzed would experience
shortage, an assumption that could be made for all African countries. The authors briefly discussed
limitations of their study, which mostly was availability of quality data.
However, the other limitations that could potentially affect the results, conclusions and discussions were not
fully discussed e.g. the issue of assuming nurses and midwives have same remuneration, not being able to
segregate nurses and midwives in the 1.73 health care professionals per 1,000 assumption. One of the key
tool used for forecasting healthcare worker shortages across the 39 countries was adopted from the
“Forecasting the Global Shortage of Physicians: An Economic- and Needs-the Authors’ analysis which was
developed by one of the authors of this paper. If this could have been supported by other methods it could
increase the credibility of the forecasting. This however, does not necessarily take away the validity of the
estimates used.
STABILITY
Article is published in the Health Affairs peer reviewed journal and uses renowned references like the
WHO.
ANALYSIS OF GRAPHS AND TABLES
The authors used tables and 1 graph to summarize some of their results. Table 1 summarizes the need,
supply and the shortage of doctors and nurses across the 31 countries. However, there was no summary
table or figure illustrating surplus in the other 8 countries. Exhibit 5 gives an easy to read summary line
graph for the 3 different scenarios when addressing staff shortage by using different healthcare mix e.g. the
nurse and midwives: doctor ratio. It summarizes the impact of increasing the nurses: doctor ratio which is
shown by an increase in percentage servings.
RECENT ADVANCES RELATED TO THE TOPIC
The article was received in April 2012 and published in August 2013. Before that, there had been
laboratories in the ASLM2012 Call to Action 12.

CONCLUSION
The article by Richard Scheffler is relevant and provides useful empirical evidence that will be useful for
governments in Africa and other developing countries for use in policy development and implementation. It
also provides an opportunity for additional studies that could include the full range of healthcare workers
that are involved in the provision of health services and testing of other forecasting models for healthcare
worker shortages.
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ABSTRACT
One of the indispensible components in the war against HIV/AIDS is the voluntary counseling and testing
and this has acquired global recognition.
This study was done to ascertain the knowledge, attitudes and practices of VCT among rural dwellers in
Kogi State Nigeria. Data were obtained through questionnaires administered to 250 participants who were
selected through quota and convenience sampling and were analyzed manually.
Finding shows that the awareness of VCT in this area is 79% with the highest source of information as mass
media (79%). 52% agreed to receive VCT if offered.. 14% have accessed VCT services before this study.

KEYWORDS:- HIV, Drugs, Disease, Virus, Cure, Testing, VCT

INTRODUCTION
The Human Immunodeficiency Virus/ Acquired Immune deficiency Syndrome (HIV/AIDS) is a killer
disease that affects all age groups and all cadres including the unborn. The disease is without a cure though
some antiretroviral drugs and preventive strategies that could prolong life of the infected are available.
The first step in the control of the HIV epidemic, facilitate access to care and prevent further infection is
knowledge of one’s HIV status .One of the accepted methods of ascertaining HIV status is through
voluntary counseling and testing. (VCT). VCT is recognized globally as an effective and pivotal strategy for
both preventive and care of HIV/AIDS.
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In spite of the critical importance of VCT, there are many challenges as many people are yet to accept and
embrace it fully. The reasons for this are many and varied and include fear of stigmatization, loss of the love
of loved ones, religious fanaticism “it’s not my portion syndrome”, fear of needle pricks during the sample
collection, acceptance of the inevitability of death “something must kill a man syndrome”. Ignorance of
even the educated ones.
It is based on the forgoing that this study was done to ascertain the uptake of the VCT services with a view
of assessing the past, the present and help in public health policy making in HIV control by forecasting and
fine-tuning available methods based on the critical analysis of the result especially as it regards rural
dwellers using a rural settlement in Kogi State as a case study population.

AIMS OF THE STUDY
The aim of this study was to investigate the knowledge, attitude and practices of VCT for HIV among rural
dwellers in Kogi state.

OBJECTIVES OF STUDY
The objectives of the study were to:
•
•
•
•

Assess knowledge of rural dwellers in Kogi State on VCT services for HIV
Determine their attitudes towards VCT.
Ascertain their practices of VCT
Identify challenges associated with VCT uptake

SIGNIFICANCE OF STUDY
The findings of the study could add to existing knowledge nay literature. It would be useful in designing
education materials to enhance the knowledge of students, medical practitioners and the government and
hence contribute to strategies and policies that could enhance the uptake of VCT services.

STATEMENT OF PROBLEM
HIV/AIDS is a highly prevalent disease with high mortality and high global burden. Situations will become
worse if not controlled. The first step in the solution of any problem is identification of the problem. VCT
services in identifying the problem of HIV/AIDS and its complications.
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HIV infection is known for its associated stigma and this can be a hindrance for people to go for a test. In
spite of all government and nongovernmental awareness campaign efforts, most people still show apathy to
avail themselves of the services which is free in Nigeria.
What is the situation with rural dwellers in Kogi state?

LIMITATIONS
● Language barrier.
● Difficulty in cutting down the number of volunteers to the sample size.

LITERATURE REVIEW
VCT is recognized globally as an effective and pivotal strategy for both prevention and care of HIV/AIDS.
Counseling and testing centers are places where people get to know more about HIV/AIDS and /or to check
their serostatus so as to make informed decisions about their health and behavior. (GHS, 2009).
VCT is necessary to direct HIV infected people to antiretroviral therapy which is becoming increasingly
available and accessible. Research indicates that even though there is a high level (over 95%) of awareness
of existence of HIV/AIDS, there is a lower level of in depth knowledge especially on modes of
transmission. (NACP/GHS, 2010). This makes VCT services an important avenue to receive important
information. VCT services come to the knowledge of people by the following means.
In a study conducted among healthcare professional students undergoing diploma, degree and certificate
courses, all the participants indicated multiple responses with respect to sources of information on VCT.
These sources included radio and television, friends, schools, church, mosques, seminars and through
visiting VCT centers. (Charles et al)
Manirankunda et al (2007) explored perception, needs and barriers of Sub-Saharan African migrants with
respect to HIV/VCT.Data collected through group discussion showed that participants were in favors of
VCT by principle. However, participants indicated that barriers of VCT outweigh advantages. The barrier
included the fear of positive test results and is related to personal and social consequences, lack of
preventive health behavior, denial of HIV risks and missed opportunities.
The fear of testing positive in the test itself was a common expressed psychological barrier. (Morin et al,
2006) Research indicates that people only accept VCT when planning marriage or when they want to travel
abroad.(Alemeyehu,2010). Holmes et al (2008) found out more educated women were less likely to accept
VCT than the less educated. In a study conducted in 35 districts of the 10 regions of Ghana among adults in
school and out school youth and military personnel and their families revealed that there was a low uptake
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of VCT services(NACP/GHS,2010). According to Charles et al (2009), participants were aware of the
benefits of VCT. However, only a few (35%) had undergone VCT.
Denison et al,2006 discovered that adolescents delay in seeking VCT until they found a family member or
friend who supported the idea of testing.
Morin et al(2006) carried out a study to evaluate a strategy to remove barriers of knowing ones HIV status
by implementing a mobile VCT service that provided free anonymous , rapid testing in public market places
in a rural community and a high density community in Zimbabwe. The majority of the participants (99%l
elected to receive HIV test result same day. Reasons for not testing previously were convenience of location
and low end cost. One could argue that participants could have potential problem with testing in public
places or settings.
Cartoux et al (1998) undertook a study in which pregnant women of gestation age 7 months or less and aged
18 years and above attending antenatal clinic underwent VCT in Abidjan, Cote d'ivoire and Bobo Dioulasso,
Burkina Faso. More of the women (22%) refused the test in Abidjan than in Bobo Dioulasso (7.6%)
The most common reason for refusal were to seek agreement of partner, fear of AIDS and the need to make
a decision later at home In view of the indispensable role of VCT, this study is done to investigate the
knowledge, attitude and practice of VCT for HIV among rural dwellers in Kogi State.

DESIGNS AND METHODS
Research Design: A cross sectional study . A qualitative descriptive study was used.
Research setting: It was conducted in one of the rural areas in Kogi state. There are ten districts in the area
and the population is made up of fishermen, traders, farmers, artisans, and few civil servants.
Target population: The target population was rural dwellers in the ten districts with an estimated population
of fifty thousand and comprised both male and females of ages 11 to 60.
Sample size and sampling techniques: The quota and convenience sampling techniques were adopted to
select 250 people; 25 from each of the villages. Only those seen in the fields were recruited.
Research instrument: A structured questionnaire which consisted of both open and closed ended questions
was designed to capture the objective of the study. It covered demographic details of respondents, their
knowledge, attitudes and practices of VCT for HIV.
Procedure for data collection: The data collection took place between June and July 2013. A prior letter was
sent through the Chiefs and madakis (local chiefs) who gave their consent. The towns were informed
through town criers announcing the VCT to the ten regions. This was done in conjunction with management
science for health (MSH).
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Prior to administration of the questionnaires, the purpose of the study was explained and participants
informed that their participation was voluntary and that they could opt out of the study at any point without
any need for explanations. Those who were willing were sort out and by simple random sampling the 25
respondents were selected.
The completed 25 questionnaires from each of the 10 districts were collected and collated.
Data analysis: It was done manually
Ethical considerations:
1. The chiefs of the districts were aware and permission was obtained.
2. Full disclosure of the purpose of the study was provided to each participant to enable them make an
informed decision on their participation.
3. Individual consent was sought following addressing their questions.
4. They are informed that the process was voluntary.
5. Anonymity wad assured by asking participants not to write their names on the questionnaire forms.
6. They were all also assured of confidentiality

RESULTS
The results of the study done on the knowledge, attitude and practices of voluntary counseling and testing
for HIV in the rural areas in Kogi state Nigeria are as shown below.
250 questionnaires were administered and analyzed based on the following parameters, age of respondents,
gender, marital status, religion, educational level, awareness of VCT, means of awareness, views on
importance of VCT services, who should undergo VCT, attitudes towards VCT, issues on confidentiality,
reactions to a positive result. Below are the tables and bar charts representing the aforementioned
parameters.

TABLE 1. AGE DISTRIBUTION
AGE RANGE
11-20
21-30
31-40
41-50

NO
27
83
54
47

%
11
33
22
19
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51-60
T0TAL

39
250

15
100

Table 1 shows the age distribution of respondents and shows that the age range of 21-30 forms bulk of the
respondents while the least was age 11 to 20.

TABLE 2. GENDER DISTRIBUTION
GENDER

NO

%

MALE
FEMALE
TOTAL

113
137
250

45
55
100

Table 2 shows the gender distribution and shows the females leading 55% while males were 45%

TABLE 3 MARITAL STATUS
MARITAL STATUS
SINGLE
MARRIED
TOTAL

NO
82
168
250

%
33
67
100

Table 3 shows the marital status of respondents and it shows that the married were 168 (67%) while the
singles were 33%. The married were not divided into divorced, separated or widowed.

TABLE 4 RELIGION
RELIGION
TRADITIONAL
MUSLIM
CHRISTIAN
OTHERS
TOTAL

NO
41
79
120
1
250

%
16
32
48
4
4
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Table 4 shows the religious caste of respondents which shows that the Christians to be 120 (48%) , Muslim
79 (32%).

TABLE 5 AWARENESS OF VCT
AWARE
YES
NO
TOTAL

NUMBER
198
52
250

%
79
21
100

Table 5 shows awareness of VCT. 79% of respondents were aware of the word VCT but many did not
understand the concept. 21% were not aware.

TABLE 6- MEANS OF AWARENESS
MEANS
MASS MEDIA
CHURCH
FRIENDS
HEALTH PERSONNEL
TOTAL

NO
72
40
52
34
198

%
36
20
26
17
100

TABLE 6 Shows the means of awareness. Mass media ranks first with 72 respondents (36%) followed by
friends. Health personnel has the lowest value (17%)

TABLE 7- RESPONDENTS VIEWS OF IMPORTANCE OF VCT SERVICES

VIEWS
IT IS IMPORTANT
IT IS NOT IMPORTANT
TOTAL

NUMBER
197
43
250

%
79
21
100
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Table 7 shows views on importance of VCT services. 197 (79%) said it was important while the remaining
saw no need for it.

TABLE 8-WHO SHOULD UNDERGO VCT
WHO
EVERYONE
PEOPLE WITH MULTIPLE
PARTNERS
ANYONE
SEXUALLY
ACTIVE
PEOPLE ENTERING INTO
MARRIAGE
NOBODY
TOTAL

NO
140
30

%
56
12

20

8

7

3

53
250

21
100

Table 8 shows who VCT is for. 140(56%) feels everyone should be involved. The 53 (21%) who said VCT
is not important still insisted that no one needs the services.

TABLE 9- ATTITUDE TOWARDS VCT
ACCEPTANCE OF VCT
YES
NO
NEITHER YES NOR NO
TOTAL

NUMBER
130
100
20
250

%
52
40
8
100

Table 9 shows attitude to VCT. 130 (52%) respondents agreed to acceptance of the services. While 100
(40%) rejected the services.

TABLE 10 PREVIOUS VCT HISTORY
VCT HISTORY
YES
NO
T0TAL

NO
30
220
250

%
14`
86
100

180

South American Journal of Public Health, Volume-2, Issue-2, 2014

BAR CHARTS
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DISCUSSIONS
In the present study, the awareness of VCT for HIV in Kogi state is 79% which is commendable but not
satisfactory. This is because most areas do not have electricity or the terrain is such that radio waves do not
permeate these areas. This is higher than a study done in Awka among under graduates in a polytechnic in
south-east Nigeria where the awareness was 63.21. (ikechebelu et al(2006)
The mass media (28%) and health personnel (26%) were the highest source of information. This is in
contrast to the Ikechebelu et al’s study was the highest source of information is mass media and friends
lying credence of the role of in HIV issues.
For those who have heard of it many do not really understand the concept of VCT.
About 79.1 (197) respondents agreed VCT was important and all agreed that the advantages includes;
● To know ones status
● Protect one from infection
● Seek medical attention
● Prevent transmission to others.
On the subject of who VCT is for, 140 (56%) agreed that it is every one, while a fraction went for anyone
who is sexually actively, people with multiple partners and 53 (21%) said it was not necessary.
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130(52%) agreed to receive VCT while 100 (40%) rejected. The percentage that accepted the project in this
study is lower than what was reported in a previous study done at a polytechnic where the percentage that
was willing to accept VCT was 72% (Ikechebelu et al 2006). The major reason for rejection was that those
receiving VCT will be seen being promiscuous (55% of those who said no).
80% of those who accepted VCT services said they will take the result in good faith. 10% mentioned suicide
while it was not the portion of 10%.
Those who accepted were asked who they will likely disclose their status to if they are positive. 31% chose
family members, while 41% chose to keep it to themselves because of issues like, breaks in relationships an
stigmatization.
14%have had VCT before. Of the 14%, 13 (43%) did it just to know their status, while 12 (40%) did it as a
prerequisite for blood donation. The result is lower than that of a study conducted in South Africa by
Kalichman et al 2003 where about 44% have been tested before.
Many other issues were raised by the respondents as to why they will not to be tested. These include;
1. Fear of outcome of results
2. Religion, for example, a Muslim is not allowed to see his/her blood during the holy month of
Ramadan (which incidentally was the period of the study.)
3. Superstition some claimed that HIV is spiritually acquired.
4. Some claimed to be healthy and hence do not need testing.
5. Fear of pricks while collecting the samples.
6. HIV association with death, some believe that it is better not to know ones status than to know and
die by piece meal.
7. Ignorance: some people ask for financial benefit before VCT claiming that the health workers are
working for their money.
8. The single ones claim to be virgins even when it is clear that HIV has other means of transmission,
though sexual transmission is the highest.
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CONCLUSION
Having come to the end of the study, I conclude that the level of awareness of VCT for HIV in Kogi state is
impressive though a room for improvement exists because of the important role VCT has in the
management and prevention of retroviral disease.
Information is the key word. People should be educated on the need to avail themselves of the opportunity
to get tested. The government and nongovernmental organization have being trying by making the testing
free but the consumption is still poor because of the myths and wrong information people have about HIV.

RECOMMENDATIONS
Considering the health burden, social and economic implication of HIV/AIDS and the role that early
detection plays in the pathogenesis, prevention of transmission and care, every effort should be geared
towards effective and efficient VCT. I hereby recommend that:
1. More VCT centers be established in rural areas
2. More radio and television jingles with involvement of influential persons such as actors and
actresses.
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ABSTRACT
The Ghana National Health Insurance Scheme (NHIS) is to assure equitable and universal access for all
residents of Ghana to an acceptable quality package of essential health care services without out-of pocket
payment. The objective of this study is to examine the perceptions and experiences of health care providers
and clients in the Upper East Region of Ghana regarding the NHIS.
The study was cross-sectional and Patient exit interviews, in-depth interviews and focus group discussions
(FGDs) were used to collect data.
The NHIS was seen by all participants of the study to be beneficial. It led to an increase in the utilization of
health care services for the insured and mobilized health resources for facilities. Insured clients reported
verbal abuse, long waiting times, not being physically examined and discrimination in favour of the
uninsured and the rich. Providers think that the insured were abusing their services by frequenting the
facilities, and sometimes faking illness to collect drugs for their uninsured relatives. The biggest challenge
was the delay in reimbursement of claims as a result; providers were not able to purchase drugs and nondrug supplies threatening the sustainability of the NHIS.

KEYWORDS: National Health Insurance, Upper Region, Perception, Zebilla, Bawku Municipal.

INTRODUCTION
Health care financing continues to stir debates around the world. Many low and middle income countries
especially, keep on exploring different ways of financing their health systems. This is due to the fact that
their health systems are chronically under-funded [1]. However, the overwhelming evidence suggests that
user fees constitute a strong barrier to the utilization of health care services, as well as preventing adherence
to long term treatment among poor and vulnerable groups [2]. These problems led to yet another debate to
look for other alternatives of health care financing.
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Ghana is among the few African countries that promulgated a National Health Insurance (NHI) law (Act
650). Hitherto, the country had been providing free health care services for her citizens after independence
in 1957. This was possible due to the small population size (about 8 million) at the time and a flourishing
economy. However, the free health care services could not be sustained because of the economic crisis in
the 1970s and early 1980s which adversely affected all sectors of the economy leading to budget cuts on
social spending including health and education. Thus, little money was available for the health sector and
this led to widespread shortages of essential medicines, supplies and equipment which adversely affected
the quality of care in public health facilities [3].
To forestall these problems, cost recovery or user fees (popularly called “cash and carry”) was introduced in
the late 1980s in all government facilities. Patients were made to pay for the full cost of medication and
care. However, the user fees policy affected the utilization of health care services by Ghanaians. The poor
especially, were undertaking self-medication and also reporting late to health facilities for treatment [4].
This prompted the need to look for other alternatives of health care financing, which led to the introduction
of some Community-based Health Insurance Schemes (CBHIS) in the early 1990s.
In order to promote universal coverage and equity, the government of Ghana adopted the National Health
Insurance Scheme (NHIS) in 2003, which was fully implemented in 2005. The NHIS aims to assure
equitable and universal access for all residents of Ghana to an acceptable quality package of essential health
care services without OOP payment being required at the point of use [5]. The NHIS is based on District
Mutual Health Insurance Schemes (DMHIS), which operates in all 170 districts of the country. The NHIS
covers both the formal and informal sectors of the economy.
The aim of the study was to examine the perceptions and experiences of health care providers and clients in
the Upper East Region of Ghana about the NHIS.
Since its inception in 2005 in Ghana health facility utilization has been increasing (from 626,765 in 2005 to
4,952,049 and 17,603,216 in 2007 and 2009, respectively an increase of 2,708% from 2005 to 2009). This is
a positive development, but, the implication of the increased utilization of services is worrying as total
disbursements (subsidies and reinsurance) for claims payment increased from GH¢ 7.60 million in 2005 to
GH¢35.48 million in 2006 showing an increase of 367%. The payments increased from GH¢79.26 million
in 2007 to GH¢ 198.11 million in 2008 and further increased to GH¢308.15 in 2009 whiles insurance
premiums dropped from 5% in 2008 to 3.8% in 2010 [6]. Nonetheless, there is still a growing concern on
the sustainability prospects of the National Health Insurance Scheme (NHIS) which has recently and
frequently been the debate of all in the media, policy circles, among technocrats and politicians. Concerns
have been raised following administrative defies, consumer dissatisfaction, providers complaints, actual
membership coverage and presently the conversion of the scheme to a one time premium. Despite this fact,
few studies have specifically focused on assessing the sustainability prospects of the NHIS.

METHODS
STUDY DESIGN
The study was cross-sectional and data collection was carried out between December, 2012 and January,
2013. Both qualitative and quantitative methods were used in order to enhance the validity of results
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through triangulation. Patient exit interviews (survey) were used in the quantitative methods. The main aim
of the survey was to gather data on patients’ perceptions and experiences in the two public hospitals in the
two districts. Private health facilities were not included for the survey due to time and financial constraints.
The qualitative approach used in-depth interviews and focus group discussions (FGDs).
The interviews were held with providers, health insurance managers and their claims officers. The purpose
of the interviews was to get an insightful data on providers’ perceptions of the NHIS and that of clients. The
interviews were also meant to collect insurance managers’ views about the NHIS, providers and clients. The
FGDs were conducted among community members. The utilization of the FGDs was also to elicit the
perceptions and experiences of community members about the NHIS. Some policy documents were
reviewed as well for the study.
STUDY AREA AND SITE
The study was carried out in the Upper East Region of Ghana, considered as one of the three poorest regions
in the country, with the least number of health workers. Two districts were purposively selected (out of nine
districts in the region) for the study, to reflect urban and rural settings. The selected districts were the
Bawku municipality an urban setting and the Zebilla district (rural setting where not many studies have been
carried out).
STUDY POPULATION
The study involved insured and uninsured clients, service providers and scheme managers of the two
districts.
SAMPLING FOR THE PATIENT EXIT INTERVIEWS
A sample size was calculated for the survey in the two districts (Bawku municipality and the Zebilla
district). Health insurance coverage for the two districts was almost the same (50%) for Bawku and Zebilla
[7, 8]. The calculated sample size for the two districts was 200 (100 for each district and distributed equally
between the insured and uninsured).
Systematic random sampling was used to recruit insured clients at the health facilities for the survey. On
average 15 participants were recruited a day, using a recruitment interval of 8 patients, starting with the
arrival of the first patient. All uninsured clients who presented at the health facilities during recruitment and
consented were interviewed. This was done due to their (uninsured) limited use of health care services as a
result of the Out of Pocket Payment (OOP). It must be noted that the original intent of the study was to
recruit only outpatients; however, it became difficult getting the uninsured clients, especially in the Bawku
municipality when the study commenced. It was realized that most of the uninsured visit the facilities as
inpatients. Therefore the recruitment was extended to include inpatients in that municipality, to allow for the
required sample size to be obtained.
Structured questionnaire were used to collect the required data. These questions were developed in English
and translated into the local dialects. A back translation was done for all questions to ensure that their
meanings were not lost out as a result of the translation. Questions were based on physical examination at
the consultation rooms, waiting times, OOP payments made at the facilities and overall satisfaction with
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health care provision. Validation of the questionnaire was done through interviews conducted in a public
health centre in Garu. Two well-trained field assistants fluent in the dialects spoken in the chosen districts
were responsible for conducting the interviews.

IN-DEPTH INTERVIEWS
Fifteen (15) in-depth interviews were conducted with providers and health insurance managers in the two
districts (8 interviews in Bawku and 7 in Zebilla). Semi-structured interview guide was used for conducting
the interviews, which was in English because all the participants could speak English fluently. The
interviews covered the reimbursement process, the response of providers to the reimbursement process,
providers’ treatment of insured clients and challenges facing the NHIS. Piloting of the interview guide was
done with providers in the Health Centre in Garu. The interviews were recorded with a digital voice
recorder. The recordings were listened to and transcribed for the data analysis. Field notes were also taken
alongside as a complement.
FOCUS GROUP DISCUSSIONS (FGDS)
Eight (8) FGDs were held with community members in the two districts. The discussions were conducted
with both insured and uninsured men and women between the ages of 18 and 60 years (both productive and
reproductive ages).
One community each from the two districts was selected for the FGDs. This selection was done according to
the community’s location from the health facility because the location of a community to a facility can
determine the health seeking behaviour of its residents. A community that extended out from the facility up
to about 8 kilometres (KM) was the criteria for its inclusion in the study. A community that extends about
8kms from a facility includes households that are nearer to the facility (about 4kms within) and also
households that are far from the facility (about 4kms further). Sabongeri in Bawku and Binaba in Zebilla
were the communities selected and used for the discussions. The selection of the participants for the FGDs
was also done taking into account their residential location to the facilities in the two districts. The study
brought together participants who lived nearer (about 4kms within) and those who lived further (about 4kms
further) from the facilities for the discussions. Each discussion group had a membership of 8 to 12 members.
An interview guide was developed in English and translated into the local dialects by experts as well. The
guide contained issues on the perceptions and experiences of community members about the NHIS and that
of providers’ behaviour. A pilot test of the interview guide was done in the Bugri community in Garu. The
discussions were recorded and transcribed into English. All transcriptions were done verbatim to reduce
errors. Field notes were also taken, to complement the transcribed notes. The field assistants conducted the
FGDs.
DATA ANALYSIS
The data from the survey was entered into EpiData software (3.1) and later transferred to STATA, (version
10.0) for analysis. The data was entered twice as a form of validation check, to help detect errors and
inconsistencies. The identification of outliers and other inconsistencies among the variables was done
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through the running of frequencies and cross tabulations. Chi-square test was used to test for differences in
groups and t-test for differences in means. The in-depth interviews and FGDs were recorded and
transcribed. This data was analysed manually using themes. The investigators read through all the
transcripts exhaustively and coded them. The codes were matched and generated into common themes and
sub-themes for the write-up.

ETHICAL CONSIDERATIONS
Permission for the research was also obtained from hospital management and all participants gave informed
written consent to be interviewed or surveyed.

LIMITATIONS OF THE STUDY
The study was carried out in only two public health facilities, despite the visible existence of the private
sector. About 1,277 private health facilities have been accredited, providing about 10% of health care
services in Ghana [9]. This therefore affects the representativeness of the facilities surveyed. A study in two
public health facilities would not be enough to represent both the public and private health facilities.

RESULTS
This section comprises of the results for both the survey and the qualitative study. A total of 200
respondents were recruited for the survey comprising of 100 participants each in two public facilities in the
Bawku and Zebilla districts. The 100 respondents in each district were stratified equally into insured and
uninsured positions. There were also 15 in-depth interviews and 8 focus group discussions held for the
qualitative study.

CHARACTERISTICS OF RESPONDENTS
Table 1 is a composition of the characteristics of respondents for the survey. About 51% of the respondents
were in the age range of 21–60 years who were uninsured while 49% were in the 0–20 age range and were
insured. Females were more than the male respondents, with 57% being insured and 55% being uninsured.
Outpatients who were insured were 85% while the uninsured were 69%. Insured and uninsured inpatient
respondents were 15% and 31% respectively (Note: the inpatients came from the Bawku municipality only).
Demographic characteristics of respondents for the in-depth interviews and focus group discussions were
not documented.
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Characteristics

Bawku Municipality

Insured
Fre q
%
Age (years)
(50)

Zebilla District

Uninsured
Fre q
%
(50)

Insured
Fre q
%
(50)

Total

Uninsured
Fre q
%
(50)

Insured
Fre q
%
(100)

Uninsured
Fre q
%
(100)

0-20

20

40

21

42

29

58

24

48

49

49

45

45

21-60

29

58

28

56

16

32

23

46

45

45

51

51

1

2

1

2

5

10

3

6

6

6

4

4

23

46

24

48

20

40

21

42

43

43

45

45

Inpatient

15

30

31

62 -

15

15

31

31

Outpatient

35

70

19

38

85

85

69

69

61+
Sex
Male
Type of patient

50

100

50

100

Table 1:Characteristics of respondents

VARIOUS VIEWS ABOUT THE NHIS
The qualitative aspect of the study sought the views of the insured, uninsured, health care providers and
health insurance managers about the NHIS in both districts. Below is a compilation of these views.

VIEWS OF INSURED CLIENTS
The insured discussants all agreed that the NHIS is very useful. It made access to health care services very
easy. This was due to the fact that one was not required to pay for services at the point of consumption:
It is good because we in this community are farmers and poor, when you are sick, at once you cannot sell a
fowl to be able to go to the hospital. But with the insurance, we are safe now (FGD, insured men-Zebilla).
But the insured clients were not happy with high premium payment for registration, the delay in processing
the insurance ID cards after registration, and the yearly renewal of the ID cards. Besides the perceived
limited benefit package of the NHIS and the unreliable nature of the insurance agents were other issues the
insured were not pleased with. The insurance agents were accused of charging unofficial fees and also
causing delays in the processing of the insurance ID cards.

VIEWS OF UNINSURED CLIENTS
The uninsured clients also recognized the usefulness of the NHIS. They reported that they had seen insured
clients accessing health care services without any payment. The insurance helps in the sense that when you
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are admitted in the hospital it is free, you get everything for free; even the bed free (FGD, uninsured menBawku municipality).
The uninsured were of the view that the premium paid was high and hence a barrier for them to register with
the NHIS:
Most of us in this community are farmers, with our incomes being unstable. It is very difficult getting that
amount of money to join the insurance (FGD, uninsured women-Zebilla).
The delay in obtaining the insurance ID cards and their yearly renewal were other issues that the uninsured
complained about concerning the NHIS. The above issues therefore do not motivate them (uninsured) to
subscribe to the NHIS:
We have heard people complaining of delays and the yearly renewal of their insurance ID cards which is a
bad thing. This doesn’t encourage our registration (FGD, uninsured men-Zebilla).

VIEWS OF HEALTH CARE PROVIDERS
Health care providers in the two districts indicated that the NHIS enabled providers to get funds in bulk to
carry out their operations and to undertake minor infrastructural developments in the facilities. It had also
made health care services accessible to the insured without any payment at the point of consumption. This
was reflected in the high attendance by the insured. They attested to a phenomenal increase in attendance
compared to the period when the NHIS was not in operation:
The NHIS assisted in health care delivery. The insured are able to access health services all the time
without any instant payment (In-depth interview, hospital accountant-Bawku municipality).
But providers perceived that the introduction of the NHIS had led to service abuse by the insured. The
insured frequent the facilities with minor ailments and even attend to collect drugs for their uninsured
relatives and friends. Some insured clients even offer their insurance ID cards to the uninsured for a fee to
use to access health care:
Some people can come to the hospital ten times in a week. There is an abuse by the insured (In-depth
interview, hospital accountant-Bawku. Even some can move from eye clinic to orthopaedics department the
same day for services).
A major challenge disclosed by providers was a delay in reimbursement. Providers were not paid for over
eight (8) months in both districts:
For almost eight (8) months, the insurance has not paid the hospital (In-depth interview, hospital
administrator-Zebilla).
But the NHI Act (650) stipulates that providers should be reimbursed four weeks following the month for
which claims were submitted. This was not the case and hence contravening the NHI Act (650).
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The main reason for the delay in payment was the inability of the National Health Insurance Authority
(NHIA) to provide funds for payment. The NHIA seems to be overwhelmed with the amount of claims
submitted by the various DMHIS for payment. There is also corruption among the officials of the NHIS.
One nurse in Bawku Presbyterian said, ‘’scheme managers even conspire with private health providers to
inflate bills for their own personal gains’’.
Due to the delay in reimbursement, providers were unable to procure drugs and non-drug supplies for the
smooth operations of the facilities:
The delay affects our work, because if you don’t have the logistics to work with...tell me, assuming that you
have ran out of drugs, they (NHIA) have not paid you, where will you get the money to buy the drugs? (Indepth interview, hospital administrator-Zebilla).
The delay in payment had made providers resort to the issuance of prescription forms for insured clients to
buy drugs out of the facilities.
Another consequence of the delay in reimbursement was the fact that it had made some providers prefer
clients who would make OOP (Out- of- Pocket) Payments for services to those with the NHIS cards:
Some facilities in the South of the country have turned away people who are insured. It is true that some
facilities and pharmacies would prefer people who will pay in cash to those with insurance, due to the delay
in reimbursement (In-depth interview, hospital accountant-Bawku).

VIEWS OF HEALTH INSURANCE MANAGERS
Insurance managers considered the NHIS to be one of the best social interventions that enabled clients to
have access to health care services as and when needed:
As at now, insured members are accessing health services without the problem of having to pay at the point
of use (In-depth interview, insurance manager-Bawku).
Insured members do not wait for their health problems to deteriorate before they seek health care. A number
of operations had been carried out especially for people with hernia. A health insurance manager remarked:
Our region is hard hit with hernia problems and the NHIS has helped to reduce this problem. A substantial
number of operations has been done (In-depth interview, insurance manager-Zebilla).

PERCEPTION OF WAITING TIMES AT THE FACILITIES
Insured and uninsured clients’ views of waiting times in the facilities have been captured in Table 2. While
no difference was observed for inpatients of insured and uninsured status in the Bawku municipality (pvalue = 0.345 ), there was a difference between outpatients who are insured and those who are uninsured
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(p-value = 0.003). About 76% of outpatients who are insured compared to about 63.16% uninsured
perceived the waiting times to be too long. In the Zebilla district, the insured (68%) regarded waiting times
to be too long (p-value = 0.000) as well. Further, a difference (p -value = 0.001) had been found for the
combined result from the two districts between the insured and uninsured. About 59% of insured
respondents viewed the waiting times to be too long compared to only 35% of the uninsured.
We come to the hospital early in the morning and leave only in the evening for home. We spend the whole
day in order to get treatment (FGD, insured men-Bawku).
The health insurance managers and providers also agreed that waiting times for the insured was longer than
for the uninsured due to the documentation process that the insured need to undergo.
Waitin
g
times?

Bawku municipality
Inpatients

Zebilla district

Outpatients

Outpatients

Total

Insure Uninsure P- Insure Uninsure PUnisure PUninsur Pd
d
value
d
d
value Insured
d
value Insured
ed
value
*
*
*
*
Fre
Fre
%
%
q
q
Too
long

Fre
Fre
%
%
q
q

6

2
4

Ok

9

3
77.4
6 24 2

6
16 4

Total

15

3
31
0

35

7

Fre
Fre
%
%
q
q

Fre
Fre
%
%
q
q

36.8
7
63.1
4 0.345 19 6 12 6 0.003 34 68 16 32 0.000 59 59

62

7

6
19
2

16.2
2

16 32 34 68

38

50

10
10
50
0
0

41 41
100

35

35 0.001

65

65

10
100 100
0

Table 2: Characteristics of respondents
* Chi-square test to compare proportions for insured and uninsured respondents.

VIEWS ON PHYSICAL EXAMINATION OF CLIENTS BY HEALTH CARE PROVIDERS
Table 3 consists of the responses on whether clients had been physically examined in the consultation room
by providers. Except for the insured and uninsured outpatients in the Bawku municipality (pvalue = 0.263), the rest of the results indicated a signifi cant difference for the two groups. More of the
uninsured reported having been physically examined than the insured. About 94% of the uninsured
outpatients in the Zebilla district responded “yes” to being physically examined by providers compared to
78% of the insured outpatients (p-value = 0.021). This pattern was also observed for the total responses
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between the two groups, where 81% of the uninsured reported having been physically examined compared
to 68% of the insured respondents (p-value = 0.035).
Physic
ally
exami
ned?

Bawku municipality
Inpatients

Insured
Fre
q

Bawku district

Outpatients

Total

Outpatients

Uninsur P- Insure Uninsu P- Insure Uninsur P- Insure
ed
valu
d
red valu
d
ed
valu
d
e*
e*
e*

12

Fre
Fr
Fr
Fr
Fre
%
%
%
%
%
Freq
q
eq
eq
eq
q
41.3
67. 0.04
58.
32. 0.26
0.02
8
23 65 0 17 62 11 35 3 39 78 47 94 1
68

No

3

14.2
9

8

50

85.
18 71 8

Total

15

30

31

62

35 70 19 38

Yes

%

Fre
q

%

68

81

81

32

32

19

19

100

10
100 100
0

%

11 22 3

50

50

6

10
50 100
0

Uninsured

Pvalue
*

0.035

*Chi-square test for comparing proportions for insured and uninsured respondents.
Table3: Views on physical examination of clients by health care providers
The point was buttressed by the qualitative study as well. Some insured discussants were not physically
examined by providers before prescribing drugs for them. This was seen in both districts. An insured client
said:
..after my complaints, the doctor just wrote some drugs for me, he did not touch any part of my body (FGD,
insured women-Zebilla).

DIRECT PAYMENTS FOR HEALTH CARE SERVICES
The uninsured and some insured patients made direct OOP payments at the facilities for drugs and services.
Table 4 is a detail of these payments. The mean OOP payments for insured (8 in number) and uninsured
respondents (50 in number) in Bawku was GH¢ 7.625 (USD 5.37) and GH¢ 23.74 (USD 16.63) respectively
(regardless of patient type). Also, the mean OOP payments for inpatients (35 in number) and outpatients (23
in number) in the municipality was GH¢ 24.91429 (USD* 17.545) and GH¢21.24685 (USD* 14.962) in the
given order (irrespective of insurance status). Uninsured outpatient respondents in Zebilla district made a
mean OOP payments of GH¢23.5 (USD 17.96) for health care services. But insured outpatient respondents
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made no OOP payments in the district. The overall result from the two districts showed a mean OOP
payment of GH¢23.62 (USD*16.63) for the uninsured (100 in number) and GH¢7.625 (USD*5.37) for the
insured (8 in number).

Bawku
municipality

Zebilla
district
Total

Insurance
status

Obs

Mean
(GH₵)

Stddev
(GH₵)

Insurance status
not considered

Obs

Mean
(GH₵)

Stddev
(GH₵)

Insured

8

7.625

9.164177

Inpatient

35

24.91429

12.97593

Uninsured

50

23.74

11.34579

Outpatient

23

16.34783

9.398301

Insured

-

-

-

Inpatient

-

-

-

Uninsured

50

23.5

14.16124

Outpatient

50

23.5

14.16124

Insured

8

7.625

9.164177

Inpatient

35

24.91429

12.97593

Uninsured

100

23.62

12.76658

Outpatient

73

21.24658

13.21592

*Exchange rate: GHÂ¢2 .20 = USD 1 (15/03/2013).
Table 4.Direct payments for health care services
From the qualitative study, the introduction of the NHIS had made the cost of services to rise. The new
increased charges implemented by the NHIS for payment to providers for their diagnosis and treatment were
the same charges that the uninsured would have to pay when they visit the facilities: These days the cost of
seeking health care services is very expensive. The worst thing is when you are on admission, they may
charge you between GH¢ 300 and GH¢ 400 (US $ 263.15 and US $ 350.88) for just 2 or 3 days. It wasn’t
like that (FGD, uninsured women-Bawku).
The high service charge had become a challenge for the uninsured when accessing services. The result is
low utilization rates. Providers revealed that only few of the uninsured were visiting the facilities and mostly
in critical conditions: We have realized that with the uninsured, unless they are seriously ill they don’t
report early to the facilities. Some of them just come to die (In-depth interview, medical doctor-Zebilla).

ACTUAL TIME SPENT BY CLIENTS AT THE FACILITIES
Time spent at the facilities by respondents is shown in Table 5. The overall result from the two districts
showed a difference (p-value = 0.0274) in time spent by the insured and uninsured outpatient
respondents. The insured outpatients spent a mean time of 236.8 minutes while the uninsured outpatient
respondents spent a mean time of 203.0 minutes seeking health care services. A similar observation was
made in the Zebilla district, where the insured outpatient respondents spent a significant mean time of 238.1
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minutes seeking health care likened to a mean time of 199.6 minutes spent by the uninsured (pvalue = 0.0096). No mean time difference was observed for insured and uninsured inpatients (p value = 0.0890) and outpatients (p -value = 0.5238) in the Bawku municipali ty.

Inpatient (days)

Outpatient (minutes)

Obs Mean Stddev P-value Obs Mean Stddev P-value
Insured 15 2.533333 1.302013 0.0890 35 234.8857 122.8059 0.5238
Bawku municipality Uninsured 31 3.677419 2.371878

Zebilla district

Insured

-

-

-

Uninsured

-

-

-

Insured

19 212.1053 127.7684

-

50

238.1

47.92607 0.0096

50

199.56 91.35894

15 2.533333 1.302013 0.0890 85 236.7765 86.2944 0.0274

Total
Uninsured 31 3.677419 2.371878

69 203.0145 101.8208

*t-test to compare mean time spent by insured and uninsured respondents.
Table5:Actual time spent by clients at the facilities
The interviews with the health insurance managers collaborated the finding of the survey by confirming that
the insured experience a lot of delays when seeking health care:
We’ve received numerous complains of delays by our clients at the facilities. Some insured clients spend a
whole day seeking health care in the facilities (In-depth interview, insurance manager-Bawku).

Overall satisfaction with health care provision
Table 6 shows the overall level of satisfaction of respondents with health care service provision in the two
districts and facilities. In all, there was no difference (p-value = 0.177) in response with regards to
satisfaction with health care service provision between the insured and the uninsured. About 76% of the
insured and 82% of the uninsured were satisfied with the health care provided them. The same pattern had
been observed between inpatients of insured and uninsured positions (p-value = 0.734) as well as
outpatients who are insured and uninsured (p-value = 0.240) in the Bawku municipality. Equally, the
Zebilla district saw no difference in response for the insured and uninsured outpatients (p-value of 0.292).
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Satisfa
ction
with
health
care?

Bawku municipality
Inpatients

Insured
Fre
q
Satisfie
d
10

%

Fr
%
eq

Outpatients

Total

Fr
Fr
%
%
eq
eq

Fr
Fre
%
%
eq
q

Fr
eq

31.2
67. 0.73
68.
32. 0.24
8
0.29
5 23 65 4 22 75 11 35 0 44 8 48 96 2 76

4

25

8

50

Dissati
sfied

1

50

-

-

15

Outpatients

Uninsu P- Insure Uninsu P- Insur Uninsu PPred val
d
red val ed
red valu Insured Uninsured valu
ue*
ue*
e*
e*

A little
satisfie
d

Total

Zebilla district

30

31 62

12 75

8

50

5

1
0

1

-

-

1

2

50

35 70 19 38

%

Fre
q

%

76

82

82

2

4

21

21

18

18

0

0

3

3

0

0

1
50 0 50 100
0

10
100 100
0

0.17
7

100

*Chi-square test to compare proportions for insured and uninsured respondents.
Table 6: Overall satisfaction with health care provision
However, the qualitative study revealed that the insured were not pleased with the service provision. Most
insured clients in both districts perceived that providers discriminated against them by causing delays for
them when they come for their hospital folders at the records unit. Providers also prescribe low quality
drugs for them, issue prescription forms for them to buy drugs out of the facilities, and sometimes verbally
attacking them for no apparent reason:
Some of the staffs are too discriminatory. When you come without insurance, very quickly they will attend to
you (FGD, insured men-Zebilla).
It was also reported by the insured that providers tend to give preferential treatment to the rich, who were
well dressed and attended the facilities in cars. They (insured) contended that the rich were attended to
quickly than the poor, but discussants did not indicate whether these rich people were insured or uninsured
clients:
They have their own people who are well dressed and good looking, but not poor people like me (FGD,
insured women-Zebilla).
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The insured therefore concluded that it was because they were not making instant payment for health care
services, they were being discriminated against by the providers.

DISCUSSIONS
The study found that the NHIS is working, promoting access for the insured and mobilizing revenue for
providers. Both the insured and uninsured were satisfied with care provided (survey findings). However,
most insured clients had reported long waiting times, verbal abuse, not being physically examined and
discrimination. Providers perceived that the insured were abusing their services and generating lots of
workload for them. The uninsured were found not to be utilizing the facilities.
Firstly, the finding that utilization of health care services had increased under the NHIS, are confirmed by
other studies. For instance, both baseline and endline studies on the NHIS saw an increase in utilization of
health care services from 37% in 2004 to 70% in 2008 in Ghana [10]. Similarly, the Ministry of Health
(Ghana) reported that the use of outpatient and inpatient services under the NHIS almost doubled between
2005 and September 2007 [11]. A recent study in the Volta Region of Ghana, also found the NHIS to have
positively affected health seeking behaviour and the consumption of health care services [12]. Elsewhere in
Burkina Faso, Gnawali et al. reported higher utilization rates (about 40% higher) for outpatient services
under the Community-based Health Insurance Scheme [13]. The finding on increased utilization could be
explained by some unmet health care needs prior to the introduction of the NHIS, especially when the “cash
and carry” was in operation. It could also be explained by an abuse on the part of insured clients as
perceived by providers. The delay in reimbursement might be one of the underlying reasons for the
differences in the behaviour of providers towards the insured and uninsured. This will require action by
policy makers to address the issue in order to promote the sustainability of the NHIS and to make possible
the attainment of universal health coverage.
Secondly, the combined result for the two districts and that of Zebilla revealed that the insured perceived
waiting times to be long. The same trend was observed when the actual time spent at the facilities was
determined for both insured and uninsured. Insured outpatients spent more time in the facilities than the
uninsured. The finding is in line with what Bruce and colleagues identified, that clients making OOP
payments for health care services had shorter waiting times than their counterparts who were carrying health
insurance cards [14]. In Burkina Faso too, it was found insured respondents complaining of long waiting
times when they access health care services [15]. The finding showed a difference in waiting times between
the two districts which could be explained by the fact there was more medical staff in Bawku than in
Zebilla. For instance, the Bawku hospital had 6 medical doctors, while Zebilla had just one. But providers
explained that the differences in waiting times by the insured and uninsured was due to the processes that
the insured goes through in terms of documentation. Given their (insured) high attendance rates, waiting
times were likely to be high for them. It would therefore be appropriate if the NHIS or policy makers are
able to put measures in place to reduce the documentation process for the insured and help bring down their
waiting times.
Thirdly, the findings from the survey and FGDs proved that more of the uninsured than the insured reported
having been physically examined by providers. The finding runs contrary to that of a study done in Egypt,
found insured clients to have had a significantly higher frequency of physical examination, laboratory
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investigations and diabetes education compared to their uninsured colleagues [16]. However, the finding
could be explained by the high attendance of the insured, creating more pressure on providers, thus making
physical examination a time-consuming exercise. With this finding, it is required that a continuous
monitoring of the provision of health care services is undertaken by a joint team of Ghana Health Services
regional directorate and NHIS staff to ensure that services rendered to insured clients are of the required
standard and quality.
Fourthly, the overall mean for direct OOP payments for drugs and services for the uninsured was GH¢23.62
(USD16.63). Proportionally, this payment would be 1.2% to the average annual household expenditure of
GH¢ 1,918.00 (USD 1,350) in Ghana [17]. Indirect costs were not included, but are known to be quite
significant when seeking health care services in Ghana. A direct cost of GH¢23.62 (USD16.63) for one
episode of illness could therefore be considered high. Besides, the FGDs showed that most of the uninsured
were the poorest and hence that payment would have a significant negative impact on them. In fact, the
literature on health insurance in Africa has shown that the poorest were not represented among the insured
and could adversely be affected by direct OOP payments [18]. Special efforts are required to include this
class of people in the NHIS. But the insured that made OOP payments were for services or drugs not
covered by the benefit package of the NHIS.
Lastly, the survey showed that the insured and uninsured were satisfied with health care provision under the
NHIS. This conforms to a study exploring the level of satisfaction among insured and uninsured clients
under two CBHIS in India. It showed no significant difference in the level of satisfaction for the insured and
uninsured for the two schemes [19]. However, the FGDs with community members revealed that the insured
were less satisfied with the provision of health care than the uninsured. This is also supported by Bruce et al.
where the uninsured were more satisfied with the quality of care than the insured. The finding underscores
the fact that some consumers of health care services, especially the insured are not happy with the services
rendered them in the era of the NHIS. This requires further investigation as to why there is dissatisfaction
with service delivery which this study did not address. Once more, the NHIA should endeavour to provide
continuous monitoring and evaluation of the services provided by providers to ensure confidence and
satisfaction.

CONCLUSION
The perceived opportunistic behaviour of the insured by providers was responsible for the difference in the
behaviour of providers favouring the uninsured. Besides, the delay in reimbursement also accounted for
providers’ negative attitude towards the insured.
The NHIS was seen by all participants of the study to be beneficial. It led to an increase in the utilization of
health care services for the insured and mobilized health resources for facilities. The insured and uninsured
were satisfied with the care given them, according to the survey. However, most insured clients reported
verbal abuse, long waiting times, not being physically examined and discrimination in favour of the
uninsured and the rich. Providers also think that the insured were abusing their services by frequenting the
facilities, and sometimes faking illness to collect drugs for their uninsured relatives. This had affected
significantly the behaviour of providers towards the insured.
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One of the biggest challenges was the delay in reimbursement. Managers and providers agreed that the
NHIA had not reimbursed providers for almost eight (8) months. As a result, providers were not able to
purchase drugs and non-drug supplies and hence were prescribing drugs for the insured especially, to
purchase outside the facilities. The delay also affected providers’ ability to pay their casual employees who
were not on government’s payroll. This again, influenced the behaviour of providers where some of them
preferred clients who would make instant payments for care. There is urgent need to address these issues in
order to promote confidence in the NHIS, as well as its sustainability for the achievement of universal health
insurance coverage.
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ABSTRACT
Obesity is an urgent and growing global health problem of critical concern. The causes of this epidemic are
complex and multifactorial, but fundamentally lead to an excess calorie intake and inadequate energy
expenditure. Modern lifestyles, incorporating altered eating patterns, access to cheap, highly palatable,
energy-dense yet nutritionally-poor foods, sedentary life-style and labour-saving devices which reduce
physical activity have hugely accelerated the problem during the latter part of the 20th century.
Obesity is a complex condition, with serious social and psychological dimensions, affecting virtually all
ages and socioeconomic groups . The health consequences range from increased risk of premature death, to
serious chronic conditions that reduce the overall quality of life. Of special concern is the increasing
incidence of childhood obesity. The literature has been extensively reviewed to give an overview of the
causes, the health problems associated with this disorder, the mode of assessment of the degree of obesity,
its consequences, various methods of managing obesity with particular emphasis on dieting, exercise and the
possible use of drugs (anorexiants) as well as surgery.

KEYWORDS: Obesity, anorexiants, nutritionally-poor, multifactorial.

INTRODUCTION
The problem of obesity is a source of concern due to its high rate of morbidity and mortality( Peeters et al,
2003 ) The prevalence of obesity is seen not only in the Western World but also in the poorest developing
countries, amongst the successful group; readily recognizable by their protruding abdomen who can afford
to overeat and overdrink. The problem is actually worse in the developed countries of the world (Friel et al,
2007). It has been observed that the site in which excess fat tends to accumulate like the abdominal wall, the
hips, thighs and the chest could bear important relationship to the development of some of the most chronic
diseases of our time (Datillo and Kris, 1992 ).
There are functional differences between adipose tissue in the abdominal region and that in the gluteal –
femoral region. It has been found that during stress, there is a release of catecholamines, which
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preferentially cause increased lipolytic activity, together with depressed lipoprotein lipase activity, in
abdominal adipocytes as compared with femoral adipocytes (Larasson et al, 1984 ). There is high
concentration of free fatty acids (FFA) released in the liver from the portal vein, which predisposes to the
risk of diabetes mellitus and cardiovascular diseases. It has been emphasized that obesity is associated with
considerable pain, decreased physical function and vitality, worry, depression, social and psychological
handicaps (Fine et al, 1999). It has also been linked to eating disorders and low self-esteem (Yanovski et al,
2002). This article is therefore aimed at high lighting the etiology of obesity, its classification, its
assessment, associated health problems and its overall management.

ETIOLOGY
Overweight is defined as a BMI greater than 25kg/m2 while obesity is defined as a BMI(Body Mass Index
) of 30kg/m2 or more (Salem and Bloom, 2010). Obesity is a complex problem resulting from a
combination of medication, genetic, behavioural, environmental, cultural and socioeconomic influences.
Drugs such as steroids, contraceptive pills, antidepressants and many others have been shown to cause
obesity as side effects (Suter, 1994 ).
Genetic influence has an important role to play in the etiology of obesity. An individuals’ resting metabolic
rate, which accounts for the vast majority of energy expenditure is determined in part by genetics (Chagnon
et al, 2003). Obesity often runs in families since families tend to share lifestyle habits as well as genes.
Recently, Froguel and colleagues have identified two alleles of an appetitie-stimulating gene called GAD2,
which codes for an enzyme, glutamic acid decarboxylase that catalyzes the production of a neurotransmitter,
gamma-amino butyric acid (GABA) that interacts with a neuropeptide Y (NPY) in the hypothalamus to help
stimulate appetite (Froguel et al, 2003). One form of the gene was found to be protective against obesity,
while the other increased the risk of obesity.
Feeding habit is an aspect of behavioural factor that cannot be overlooked. Obesity is primarily caused by an
excess of food intake and inadequate energy output, whether from habit, greed or to compensate for stress
or psychological problems coupled with sedentary lifestyle ( Wesley et al, 2007 ).
Environment, too, can play a significant role. Parental neglect and physical, verbal or sexual abuse during
childhood have been linked to obesity in later life (Lissau and Sorenson, 1994; Williamson et al, 2002).

CLASSIFICATION OF OBESITY
It is almost meaningless to state merely that a patient is obese without specifying the kind of obesity because
the consequences of the different forms are so different. Two types of obesity have been identified, one
termed android (central obesity) in which the fat is mainly on the upper part of the trunk (on the chest and
abdomen) while the other called gynoid (peripheral obesity) in which the fat is mainly around the hips and
thighs ( WHO Bulletin, 1986 ).
Both forms of obesity could be observed in each of the sexes but the android form is more characteristic of
the male while the gynoid of the female. Studies have shown that there are functional differences between
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the different fat depots in women in relation to physiological state like pregnancy, lactation, and with age
before and after menopause (Beazley,1995).

ASSESSMENT OF OBESITY
The accepted best guide to measure overall adiposity or obesity is the body mass index (BMI) or quetelet
index (Stunkard et al,1990), defined as weight in kilograms divided by the square of height in meters
(BMI=kg/m2) or as weight in pounds multiplied by 705 and then divided twice by height in inches. BMI is
considered a reasonable surrogate measure of overall adiposity in the general population. Waist/hip
circumference ratio (WHR), a surrogate measure of intra-abdominal or central obesity, predicts long-term
disease risk in both men and women, independent of BMI (Rexrode et al, 1997).

CONSEQUENCES OF OBESITY
The evidence for the adverse effects of obesity in the general population is overwhelming and indisputable.
Many studies have shown a positive association between increasing BMI and greater health risk (Datillo and
Kris, 1992). Those of particular interest include medical, gynecology and obstetrics and social problems.

MEDICAL PROBLEMS
METABOLIC SYNDROME
Several studies have demonstrated that overweight and obese individuals are at increased risk of developing
what is referred to as metabolic syndrome or disorders whereby there is deleterious changes in the metabolic
pathways (Cook et al, 2003). For most patients, the root causes of the metabolic syndrome are improper
nutrition and inadequate physical activity (Friel, 2007). Other factors characteristic of the metabolic
syndrome are atherogenic dyslipidemia (elevated triglyceride levels), raised blood pressure and insulin
resistance.
CARDIOVASCULAR DISEASE
Overweight and obese people are at substantially elevated risk for developing hypertension. The mechanism for
the relationship between body weight and blood pressure has not been fully elucidated. Obese individuals have
high concentrations of plasma thrombogenic factors, such as fibrinogen, factor VII and Plasminogen activator
inhibitor-1 (PAI-1) which predispose to cardiovascular diseases (Ridker, 1999).
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Diabetes Mellitus
Abdominal obesity appears to be a strong predictor of diabetes in women than in men, independent of BMI and
waist circumference (Carey et al,1997). The ability of obese patient to produce excess FFA, which accumulates
in the liver, inhibits the hepatic clearance of insulin leading to peripheral hyperinsulinemia.

Other chronic diseases
Obesity is also associated with the incidence of several major cancers, including postmenopausal breast cancer,
cancers of the colon, endometrium and kidney (American Institute For Cancer Research Bulletin, 1997). In
addition it predisposes some individuals to increased risk of stroke, asthma, and sleep apnea (Young et al, 2002;
Rexrode et al, 1997, Carmago et al,1999).

Increased Mortality rate
Obesity is associated with a significantly increase in premature mortality in adulthood. A body weight of 10%
above average is accompanied by a significant increase in mortality for both men and women. Conversely,
weight loss has a favourable effect on mortality (James, 1991).

GYNECOLOGY AND OBSTETRIC PROBLEMS
Menstrual disorders such as irregular menstruation, scanty menstruation and occasional amenorrhea are
common features in obese women. These have been attributed to the abnormalities of sex hormone metabolism
in obesity particularly increased production rates of adrenal androgens, increased estrogen production and
increased peripheral conversion of androgens to oestrogens (Suter, 1994).
Labour: Obesity in women can cause serious pregnancy-related complications. One of the outcomes associated
with maternal overweight and obesity include labour and delivery complications. Labour is reported to be
difficult and prolonged in obese women due to the poor quality of the abdominal muscles (Cedergren, 2004),
non-engagement of the head in the presence of fat within the pelvis, ineffective uterine contraction and the
excessive size of the baby. These often result in high incidence of surgical intervention to secure delivery.
Other pregnancy-related complications associated with obesity are birth defects, especially neural tube defects,
infertility, fetal and neonatal death and delivery of large-for-gestational age (LDA) infants (Pandey and
Bhattacharya, 2010).

SOCIAL PROBLEM
Being overweight tends to be more of a social problem for a woman than a man. The oversize and shapeless
figure of an obese woman often constitute an embarrassment to her and apparently affects her confidence

210

South American Journal of Public Health, Volume-2, Issue-2, 2014

negatively. It could also affect her chances of getting married. The loss of interest in her by the male partner can
have a paradoxical effect whereby she resorts to excessive eating in order to console herself. This ultimately
results in inferiority complex and anti-social behaviour (Yanovski et al, 2002).

MANAGEMENT OF OBESITY:
The primary goal of obesity treatment is to improve the patient’s health and quality of life through dietary
changes, regular exercise, pharmacotherapy and as last resort, surgery in severe obesity. Weight loss is a key
therapeutic objective. Intentional weight loss of any amount in women between 40-60 years of age who had
never smoked was associated with reduction in mortality (Williamson et al, 1995). Modest weight reduction has
been associated with significant improvements in hypertension, lipid abnormalities and glycemic control (Tuck
et al, 1981; Dattilo and Kris, 1992 ).

Dietary Change: Education on the type of food to be taken is very important and eating in between meals
should be discouraged. Successful weight loss requires that more energy be expended than consumed on a daily
basis. The key to all positive long-term dietary changes, however is to adopt what is called the “prudent diet”
which emphasizes lots of vegetables, fruits, whole grains, fish and low-fat dairy products (Bonow and Eckel,
2003; Wesley, 2007) as against the “western diet” which comprises of red meat or processed meat, a lot of fries,
high-fat-dairy products, refined grains, sweets and desserts.

Exercise: There is a consensus that virtually all individuals, not only obese persons can benefit from regular
physical activity. An exercise program of moderate physical activity, if undertaken regularly by overweight
individuals can increase maximal oxygen uptake and thus cardio-respiratory fitness and weight loss (Bertram et
al, 1990). Clinical guidelines suggest life-style-based approaches for at least six months before embarking on
drug therapy.

Pharmacotherapy : Weight loss medications have the sole objective of suppressing appetite. The use of antiobesity drugs should be considered as an adjunct to diet and exercise modification when reduced calorie diet
and life-style changes do not promote weight loss after a period of time. When used alone, anti-obesity drugs
have been associated with suboptimal weight loss. Unfortunately, drugs currently available for long-term
weight management are limited in number and efficacy. Some of these drugs have been removed due to
significant side-effects such as hypertension, severe mood disturbance, cardiovascular pathology and increased
mortality( Salem and Bloom, 2010). Currently available compounds include :
i.Sympathomimetic-amphetamine-like drugs- At present, there remains three sympathomimetic
amphetamine-like drugs as weight-loss adjuncts. These include Phentermine, diethylpropion and
Phendimetrazine. This class of drugs has been associated with systemic and pulmonary hypertension as well as
the potential for abuse and addiction, thus approved only for short term use(Ioannides-Demos et al, 2006).
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ii. Sibutramine (Meridia ; Abbot) belongs to a class of selective serotonin and norepinephrine re-uptake
inhibitors that elevate synaptic concentrations of 5-hydroxytryptamine(5HT). It may also increase energy
expenditure through sympathetic activation. It induces both decreased food intake and increased thermogenesis.
Significant adverse effects seen with this drug include hypertension, tachycardia, headache, insomnia,
constipation and dry mouth and may be a cause for concern(Padural et al, 2007) ).
iii. Orlistat (Xenical ;Roche), an irreversible inhibitor of intestinal lipases which decreases fat absorption in the
intestine by inducing stool excretion of about one third of all dietary fat has been shown to achieve a significant
weight loss in obese persons. Most common adverse effects reported with the drug include gastrointestinal
discomfort and fecal urgency. This mix of modest weight loss and often intolerable side effects leads to high
attrition rates in users. However because it decreases fat soluble vitamin absorption, vitamin supplementation is
recommended(Padural et al, 2007).
iv. Surgical Intervention : Gastrointestinal surgery is the most effective treatment for severely obese persons
who fail to loss weight through diet, exercise and medications or who have serious obesity-related health
problems. Weight loss surgeries are of two types: malabsorptive or restrictive operations. The most common
malabsorptive operation is gastric bypass (GBP), which is considered the gold standard bariatric operation.
However gastric bypass patients require considerable nutritional supplementation and close follow-up, as
patients may experience vomiting, weakness, faintness, sweating, diarrhea, and ulcer.
The second type of weight loss surgery is the restrictive operations which reduce stomach size. Adverse effects
of this surgery include pulmonary embolism, gastrointestinal leak, deep venous thrombosis and wound infection
(Mason et al, 1992).

CONCLUSION:
It is necessary to point out that the adverse effects of obesity on health are indisputable. While life-style
interventions at personal and societal levels are of the utmost importance, the patients’ will power and cooperation is needed to achieve a permanent weight loss which will go a long way to improve the patients’
quality of life. Nevertheless, the need for better tolerated and more efficacious pharmacotherapies are
undoubted.
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ABSTRACT
The socio-economic status of individuals, households and community play a key role in their
health status especially for those in rural areas amongst which the pauper dwells. The fact that
out-of-pocket(OOPs)expenses especially amongst the rural poor leads to more
poverty/impoverishment, indebtedness and or death calls for strategic and highly efficient health
financing measures to resolves issues around OOPs. This study thus, seeks to understand the
relationship between the socio-economic status of rural dwellers in Ejigbo LGA and out-ofpocket expenses made on their healthcare.
This cross sectional study was carried out Utilizing an interviewer administered questionnaire to
1280 respondents who were selected using stratified random sampling of respondents in
structures and households. SPSS version 21 was used to analyse the data obtained. Level of
Educational attainment, income/earnings per month and occupation were scaled and cumulated
to obtain the socio-economic scale/status
Majority of respondents belong to the lower socio-economic class, and had up to secondary level
education. More than half of the rural dwellers earn between ₦10,000 ($62.5 US). In this study,
64.4% of respondents spent₦5,000 ($31.25 US) or less on their health through out -of-pocket
spending (OOPs) in 3 months consequently about ₦1,666.66 ($10.41 US) in a month.
A statistically significant correlation was found between SES of respondents in rural area and
their OOPs on healthcare. An increase in SES revealed an increase in OOPs. A significant
relationship was found between the SES of respondents and the OOPs on healthcare which was a
reflection of educational status, occupation and income/earnings of community members. This
survey also reveals that the poorer the people, the less they spend on their healthcare owing to
the fact that they have low earnings/income. Hence, there is need for more efficient risk pooling
mechanisms in order to assure equity in healthcare service delivery.

KEYWORDS:- Healthcare, Socio-Economic Class, Education, Statistic, Community,
Expenses
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INTRODUCTION
Socio-economic stratification is a key parameter for proper understanding of the affordability of
community health services, amenities and their purchasing capacity (Shankar and Arlappa,
2013). Understanding the relationship between socio-economic statuses of individuals in rural
areas and the amount of out-of-pocket spending (OOPs), gives directions as to premium
determination for a proposed community based social health insurance program in rural settings.
Currently in Nigeria, health care financing mechanisms include government expenditure on
health from revenue collections/taxes, private sector risk pooling/insurance schemes, private outof-pocket payments for healthcare/user fees and donor-funded health program.
People who benefit more from these private risk pooling mechanisms are majorly employees in
the formal sector and organized private sector. The social health insurance scheme in the country
only covers individuals and families employed in the formal sector (comprising mainly of people
in paid employment in public and private settings), leaving out millions of individuals in the
informal sector of the economy ie. Non salary earners like Artisans, Self-employed individual
and small scale businesses etc. and these are the main drivers of the economy in rural settings.
Further, many rural dwellers are in the informal sector. Community Health Insurance Program is
usually aimed at providing equitable and accessible healthcare services to the rural community
while discouraging out-of-pocket payments as well as considering affordability of quality
healthcare services.

JUSTIFICATION
Though OOPs on healthcare in comparison with socio-economic status have been studied in
some countries, there is still paucity of information on this aspect of healthcare financing in the
rural areas in Nigeria. Thus, there is need to study and understand the relationship between
socio-economic status and trends of OOPs, especially in rural settings in Nigeria. There is
paucity of information on how OOPS and other financing mechanisms lead to or have
differential effect on various socio-economic classes in healthcare seeking, access to care and
utilization of services in Nigeria (Onwujekwe et al, 2010). Equity and efficiency in healthcare
remains an issue in Nigeria evidenced by WHO 2000 rankings of countries based on healthcare
system performance. Nigeria was ranked at the 187th position out of the 191 countries under
consideration in terms of overall efficiency in healthcare system. Therefore, lack of risk pooling
mechanism, which contribute to equity issues, need to be addressed.

STUDY OBJECTIVES
The broad objective of this study is to determine the relationship between Socio-economic status
of community members and OOPs on healthcare.
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THE SPECIFIC OBJECTIVES OF THIS STUDY ARE:
1. To determine the existing health insurance plan of members of the community
2. To describe the socio-economic characteristic of respondents
3. To determine the amount of out-of-pocket spending (OOPs) on their health on a monthly
basis
4. To understand the relationship between economic status and rate of out-of-pocket
spending on healthcare

RESEARCH QUESTIONS
1. What are the types of health insurance plan community members are enrolled into?
2. What is the socio-economic characteristic of members of selected communities in Ejigbo
LGA?
3. How much do community members spend viz out-of-pocket payments on their healthcare
monthly?
4. What is the relationship between economic status and rate of out-of-pocket spending on
health?

NULL HYPOTHESIS:
There is no significant relationship between Out-of-pocket spending on healthcare and the socioeconomic status.

METHODS
SURVEY DESIGN: This was a cross sectional study which utilized validated intervieweradministered questionnaire. Part of this survey was presented earlier in Capstone project 3.
LOCATION: This is a part of a pre- implementation survey conducted prior to the
implementation of a community based social health insurance program in rural Southern Nigeria,
Osun state, Ejigbo LGA in Dec 2013. 4 communities were selected due to high volume of
population density and proximity to the primary healthcare service provider proposed for the
program.
SAMPLING TECHNIQUE: Stratified random sampling technique was used
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SAMPLE SIZE DETERMINATION:
Minimum sample size computed with model below:
N=(Z α + Z β )2 .P(1-P)/D2
Z α = 1.96 (derived from alpha of 0.05)
Z β = 1.28 (derived from a power of 90%);
P(1-P) derived from variance with P=0.5
Power of the study (D) is set at 10% which is the minimum difference between those well –
disposed to systematic healthcare offered by orthodox scheme and those not disposed.
N = (1.96 + 1.28)2 X 0.5(1 – 0.5) / 0.12
= 10.49X0.25/0.01
= 262.25
Approximately a minimum of 263
Since the study took place in 4 pilot communities with a total of 1280 respondents.
INCLUSION CRITERIA/POPULATION OF INTEREST: Community members above 14 years
and are not employed into the formal sector but resident in selected community. The category of
respondents include, (but not limited to those in this list) Market men/women, farmers, National
Union of Road Transport Workers (NURTW), artisan groups (e.g. hairdressers/barbers, tailors,
shoemakers, peddlers, confectionary makers, retirees, widows etc, unemployed, part time
employment, low cadre in formal sector, companies with less than 10 workers etc as per National
Health Insurance Scheme (NHIS) criteria. We ensured that they were all potential enrolees.
EXCLUSION CRITERIA: Respondents below 18 years of age, persons with full time
employment in a formal sector (federal, State or LGA) were excluded from being interviewed.
INSTRUMENT: Interviewer administered questionnaire with structured and unstructured
questions with various sections relating to socio-economic status and OOPs has described in
Appendix 1 was utilized for this study.
VALIDITY: Questionnaire was be sent to experts for review and comments which were
appropriately effected.
RELIABILITY: The questionnaire that was utilized has been pilot tested in order to check for
consistency and repeatability the questionnaire on selected members of the community (the
interviewer, etc) who will subsequently be excluded from the main research.
DATA COLLECTION PROCEDURES: The questionnaire shall be reviewed first with the
interviewer, followed by identification of the community and systematic random sampling of
areas where respondents were located. For those who had challenges with interpreting English

218

South American Journal of Public Health, Volume-2, Issue-2, 2014

language, the questionnaire was translated and back translated into the local language (Yoruba)
and the questionnaire were completed with the help of a guide/interviewer. The data was
obtained from respondents by interviewer-administered questionnaire by trained field-research
assistants. In order to limit recall bias, respondents were asked to recall expenses made on
Healthcare as OOPs only in the last 3 months.
METHOD OF DATA ANALYSIS: Information obtained was collated, examined for completion
and coded. Data was imputed and analysed using SPSS version 21. The results include frequency
distribution of various responses, means and standard deviation computed for variables requiring
levels of measures. Socio-economic status shall be scaled from the cumulative computations of
scores assigned to level of education, Income/Earnings and occupation.
Kuppuswamy’s method of Social Classification of an Individual was employed in scaling and
determining the Socio-economic status (SES) of individual respondents. Educational level was
classified into 8 different classes which include: None, Primary, Junior Secondary, Senior
Secondary, Post Secondary, Diploma/NCE, Graduate/HND/NYSC, Post graduate. The
Occupations were grouped into 7 categories namely Unemployed, Un-skilled worker, semi
skilled worker, skilled worker, clerical/shop owners/trader/farm owner, semi profession/junior
civil servant, professional/senior civil servant. Income/earnings per month of the individual were
classified in naira as below 10,000; 10,001 – 20,000; 20,001 – 40,000; 40,001 – 60,000; 60,001 –
100,000; above 100,000. Each category was given a score each. The total score for SES
computation was equal to 20 points. Then, SES was classified into 5 classes namely: Lower SES
(scores of 1-4), Upper lower SES (scores of 5-8), Lower middle SES (scores of 9-12), Upper
Middle SES (scores of 13-16) and upper SES (17-20).
ETHICAL CONSIDERATIONS: This survey was of no known harm to the respondents. Only
willing persons were interviewed with no undue coercion or duress. Informed Consent was
obtained before interviewing respondents and they were treated with dignity and respect.
Confidentiality of all information obtained was assured and maintained throughout.

RESULTS
Total number of respondents interviewed with completed questionnaire were 1280, comprising
of 643 (51.0%) males and 637 females (49.0%) with age range of between 15 to 90 years.
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CHART 1: TYPES OF HEALTH INSURANCE PROGRAM RESPONDENTS ARE
AWARE OF

As shown in the chart 1 above, no respondent mentioned community based social health
insurance program. Only 3 respondents mentioned TISHIP (Tertiary Institutions Student Health
Insurance Plan) while 1266 (98.0%) are not aware of any health insurance plan.
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CHART 2: SOCIO-ECONOMIC CHARACTERISTICS OF RESPONDENTS

This survey showed that 26.9% of respondents had no form of education, 21.3% only had
primary/basic level of education while 28.4% completed their senior secondary education. In
addition, 3.5%, 8.6%, 5.0% and 1.0% had post secondary education, technical/Diploma,
University first degree and post graduate degree respectively.
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CHART 3: OCCUPATIONAL CLASSIFICATION OF RESPONDENTS

Chart 3 above showed that majority of respondents engage in one form of trading, clerical and
farm cultivation. Labourers on the farm were not termed as farmers; rather they were categorized
as labourers under unskilled workers. Apprentices were categorized as semi skilled workers.
There were some unemployed who still had a form of earning or the other; they were classified
as unemployed owing to the fact that, this is not the only factor to be considered in determining
socio-economic status.
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CHART 4: CATEGORIES OF MONTHLY INCOME/EARNINGS BY RESPONDENTS

Estimated average monthly income/earnings of respondents was₦17,754.67 ± ₦19,251 with a
range of 0 to₦200,000; median and modal monthly income/earnings was
₦10,000. It was
discovered that majority (50.4%) only earns between 0 and 10,000 naira on a monthly basis.
Also 23.4% of the respondents had monthly earnings between 10,001 and 20,000 naira. The
remaining few respondents constituted 18.1%, 5.1%, 2.4% and 0.5% in the categories of 20,001
to 40,000 naira, 40,001 to 60,000 naira, 60,001 to 100,000 naira and 100,000 and above
respectively.
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CHART 5: ESTIMATED MONTHLY OUT-OF-POCKET SPENDING (OOPS) ON
HEALTHCARE BY RESPONDENTS IN THE LAST 3 MONTHS.

Minimum amount which respondents reported to have expended via OOPs in the last three
months was ₦0.00, maximum amount being
₦135,000; mean OOPs amounts to ₦2,873.88 ±
₦5,748.86; median expenses was at
₦1,750.00.

CHART 6: CATEGORIES OF SES OF RESPONDENTS

Relationship between socio-economic status and OOPs on healthcare of respondents
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After computing the Socio-economic Status (SES) of respondents from their scaled level of
education, occupation and income/earnings per month, mean SES was found to be 7.5±2.6,
median and modal SES were 7.0 and 6 respectively with minimum score of 1 and maximum of
17 on a scale of 20 scores in total.
The Null hypothesis for testing states that there is no significant relationship between Out-ofpocket spending on healthcare and the socio-economic status.
After subjecting the hypothesis to statistical testing using SPSS v 21, findings from this study
showed Spearman’s correlation coefficient (r) = 0.6 (p value = 0.0000, i.e p<0.05) 2 tailed test,
thus, the null hypothesis is rejected and restated thus: there is significant relationship between
SES of respondents (in rural area) and OOPs on healthcare. As shown in chart 7 below, as SES
increases the OOPs also increased.

CHART 7: RELATIONSHIP BETWEEN SES AND OOPS OF RESPONDENTS IN
RURAL NIGERIA, EJIGBO LGA.
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DISCUSSIONS
Total number of respondents interviewed with completed questionnaire were 1280 (51.0% and
49.0% males and females respectively) with age range of between 15 to 90 years.

EXISTING HEALTH INSURANCE PLAN OF MEMBERS OF THE COMMUNITY
98% of the community members are neither aware of or have any Health Insurance Plan (HIP).

SOCIO-ECONOMIC CHARACTERISTIC OF RESPONDENTS
26.9% of respondents in the rural area under study had no form of education while majority
(54.9%) of respondents only had between primary and secondary level education. This reveals
that the rural dwellers are mostly of low literacy level. Many of respondents in the survey
community were mostly farm owners, clerical officers, traders and skilled workers including
artisans. A chunk (50.4%) of the community members had income of ₦10,000 ($62.5 US). This
category of community members who form the bulk of respondents live with about 2 US dollars
per day. Another chunk (41.5%) had income ranging from
₦10,000 ($62.5 US) to ₦40,000
($250 US) per month. This is only a segment of the community who also have dependants who
also depend on these monthly earnings. Though, questions about dependants were not asked in
this survey, subsequent studies of this nature needs to put this into consideration in order to
actually determine the per capita income and SES.

AMOUNT OF OUT-OF-POCKET SPENDING (OOPS) ON THEIR HEALTH
In this study, 64.4% of respondents spent ₦5,000 ($31.25 US) or less on their health through
out-of-pocket spending (OOPs) in 3 months consequently about
₦1666.66 ($10.41 US) in a
month.

THE RELATIONSHIP BETWEEN ECONOMIC STATUS AND RATE OF OUT-OFPOCKET SPENDING ON HEALTHCARE
Evidently, this survey corroborates many surveys that have been carried out in rural areas. For
the purpose of analysis SES was classified into 5 using the Kuppuswamy’s Method of Social
Classification of an Individual. The five classes under consideration were lower class, upper
lower class, lower middle class, upper middle class, upper class. Findings from this study
showed that 5.3% belonged to the lower class which is the lowest category of SES class while
68% of the respondents belong to the upper lower socio-economic class with a score of between
5 – 8 points out of 20. In essence, this chunk of respondents, represent the poor in the
community.
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Hypothesis testing revealed for this study that a significant relationship exist between SES of
respondents (in rural area) and OOPs on healthcare. This survey showed that SES increased with
the OOPs.

CONCLUSION
In conclusion, a significant relationship was found between the SES of respondents and the
OOPs on healthcare which was a reflection of educational status, occupation and
income/earnings of community members. This survey also reveals that the poorer the people, the
less they spend on their healthcare owing to the fact that they have low earnings/income. Thus,
the need for more efficient risk pooling mechanisms in order to assure equity in healthcare
service delivery.
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ABSTRACT
This paper presents a critical discourse on sexuality in Ghana. It examines the religious,
constitutional and legal arguments on sexuality. It also examines the issue of sexuality
(Homosexuality) as a normal or an abnormal behaviour, private or public matter, as well as the
place of morality in sexual matters. All these were examined in respect of power relations and
law. The study used a letter written by the Christian Council of Ghana, internet news sources,
and some responses that were gathered via informal discussions.
The study used various theoretical tools such as perspectives of queer theorists, Foucault, and
Brock’s writing on sexuality to interpret and interrogate the data. The paperexplores the clashes
in the legal orders i.e. it shows how the Ghana Criminal Code and other traditional norms
criminalize ‘Unnatural Carnal Knowledge’ intercourse whilst at the same time the constitution
and other international lawsguarantee the right to freedom from discrimination. These legal
ordersbring into sharp focus issues of legal pluralism as the normative orders contradicts a
statutory order whilst at the same time the statutory orders clash each other. The studyalso shows
that whilst the dominant group considers homosexuality as an abnormal sexual behaviour
homosexuals through the theoretical perspectives consider their sexual orientation as one of the
terrain towards sexual citizenship.
The study further shows how ‘power’ permeate the whole sexual discourse as to who even
determines morality. The paper concludes by settling on recommending a balanced approach to
dealing with homosexuality rather than adopting an abusive approach.

KEYWORDS: Theoretical approach; Homosexuality; Human Rights; Power; Morality
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INTRODUCTION
In many parts of the world, homosexuals remain highly stigmatized minorities. Homosexual acts
are still commonly criminalized, though declining in number (Sanders, 1996). According to the
first and most recent UN study in 2011 about seventy-six (76) countries criminalizes or penalizes
adult same-sex relations, including Ghana. While homophobia is increasingly compared to
sexism and racism, discrimination against homosexuals is much more widely accepted than other
forms of discrimination. Foucault and other historians disclosed how homosexuals were
punished through legal and religious sanctions (Somerville, 1994:243). The criminalization or
penalization of homosexuality in some countries as stated in the UN report is indicative that
ostracism in various forms associated with homosexuality cross both national and ethnic lines
(Kymlicka, 1995: 19), as it is not only a characteristic of some developing countries but also that
of some developed nations.
There are numerous religious objections against homosexuality. The main religious
denominations (Christianity, Islam etc.),and the dominant traditional cultures especially in
Ghana are continued to be cited as basis for state sanctioned discrimination. Although dominant
cultures are often cited as basis for discrimination, from other perspectives, the neglect of a
particular culture (i.e. whether majority or minority culture) may leave people in the ‘dark’. It
will likewise raise critical issues such as how people should deal collectively with economic
disadvantage, prejudice, and the dilemmas of procreating and raising families under such
conditions (Sullivan, 1989).
Nonetheless, the neglect of a particular culture may not at all time leave people in the ‘dark’
since it may also lead to the emancipation of the ‘self’. That is, others may also have the
opportunity to express themselves without reference to a particular culture in a way that may
please them. This devalues culture as a weapon to ensure conformity and acceptance of the status
quo.
In Ghana the dominant culture or group does not give a nod to homosexuality. It is unambiguous
that even in customary practices Ghanaian customs frown on gay and lesbian engagements
because of the traditional understanding of the concept of marriage as between a man and a
woman. By tradition, people who engage in homosexual activity are banished from the society.
Furthermore, no religion in Ghana condones the act. It is viewed as an abomination and as a real
threat to family systems and nationhood. Therefore, it is argued that the earlier the constitution is
reconstructed to be explicit on the phenomenon, the better it will be for the nation.
These kinds of arguments form a part of the common expressions most politicians, some scholars
and religious leaders of different ideological persuasions put forward as their perspective. The
dominant groups usually flout the fact that the society is made up of diverse cultures and each
culture needs recognition, tolerance and respect as the dominant groups or cultures warrant for
themselves. Tolerance, recognition and its associated characteristics form a part of the
civilization discourse on sexuality as agued by Brown (2006: Denike, 2010).This is suggestive
that tolerance in its treasured state is quite acceptable rather than castigation, which in most cases
leaves traces of pain on its victims.

229

South American Journal of Public Health, Volume-2, Issue-2, 2014

On 18th March, 2013 a news item popped up on the Ghana News Agency website about how
youth in Tamale (the regional capital of Northern region, Ghana) have threatened to lynch
homosexuals. Part of the content read:
“We the youth in Tamale are against lesbians and gays. Our religion and culture is
against it, we are going to fight it to ensure that it does not gain grounds in Tamale”.
Before this news item, some ministers of state (public officials) in Ghana declared war on
homosexuals (Karim, 2011); inciting the law enforcers to arrest and prosecute all persons
suspected to be homosexuals. This reaction from public officials is synonymous with the liberal
view that those with public authority tend to abuse their power and invade the private spaces of
individuals (Bonilla, 2006), though it is argued that what constitute private is determined by
laws/norms. This reaction also establishes the power relation and the authority bestowed in some
people in the Ghanaian society.
It likewise suggests, as pointed out by Nikolas and Valverde (1998:550), that legal mechanisms
play a vital role in sexuality and the authorization of disciplinary and bio-political authority. This
may mean that because public officials have been empowered by the constitution, and by the
criminal code/law they can take legal actions against homosexuals; that is why some public
officials are exhibiting their authority and power on issues of sexuality by way of so-called
‘controlling the population’ from falling into moral threat. It is noteworthy that it is not all public
officials with influence who have attempted to stamp their authority on sexual matters; however,
this paper does not support the response of those public officials and the angry youth in Tamale
who have threatened to lynch homosexuals.
This is because subjecting homosexuals to physical abuse is a violation of basic human rights
protected under international laws. There are also a lot of on-going debates on/about sexuality,
the legality (which include individual rights), and the cultural relevance of homosexuality in
Ghana and around the globe, hence, the need to be tolerant.

AIMS AND RELEVANCE OF THE STUDY
There are very few studies on sexuality in Ghana. Awotwi (2012) examined the rights abuses of
female sex workers by law enforcement agencies whilst Danquah (2012) examined the legal
arguments on same-sex marriages. A chunk of the few other studies are devoted to sexual health.
These studies are important in their own rights; however, the neglect of the sexual discourse on
homosexuality in respect of power relations, morality, normal or abnormal, and human rights
through a critical, theoretically informed, and a socio-legal approach means that other
constitutive components of sexuality remains inchoate.
This paper aims to present a discourse on sexuality (gay-sexuality or same-sex relation) in terms
of constitutional and legal arguments (human rights discourse), sexual orientation as a normal or
an abnormal behavior, gay-sexuality as a public or private matter, how power relations
encompasses gay-sexuality, and finally how at times official and non-official state laws (local
norms) contradict each other in respect of gay-sexuality.
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These aims will be achieved while bearing in mind that power transcends politics and that it is an
everyday, socialized and embodied phenomenon. I will raise some relevant questions that
demand pertinent dialogue. I will argue precisely from the legal and sociological point of view.
This study will contribute to the literature in this domain of study and to the understanding of
sexual matters in Ghana.

METHODS
This study made useof some theoretical tools such as Deborah Brock’s writing on sexuality,
Foucault’s writing on sexuality with reference to power (i.e., toward the idea that ‘power is
everywhere’, diffused and embodied in discourse, knowledge and ‘regimes of truth’), legal
pluralism, as well as other theoretical frameworks. Secondly, this study made use of both
primary and secondary data.
The primary data was collected via informal discussionwith some residents in Ashaiman (a
suburb of Accra), and with some students in the University of Ghana.The secondary data was
collected via published articles, internetnews sources,and a letter written by the Christian
Council of Ghana (CCG). Data was analyzed through the espoused theoretical frameworks.One
of the limitations of the study was that the views obtained only reflected that of the dominant
culture. This did not affect the study since the approaches to discussion were more of interpretive
and interrogative. The other limitation was the limited availability of scholarly work produced in
the context of Ghanaon the subject matter.
As a result the study drew much from Western literature. However, this also did not affect the
content of the study since the literatures used here were more appropriate and applicable to the
context of Ghana.

THEORETICAL APPLICATIONS AND DATA ANALYSIS
A) RELIGIOUS, CONSTITUTIONAL AND LEGAL ARGUMENTS
In general many liberals and non-liberals have made constitutional arguments either in favor or
not in favor of homosexuality. Constitutional arguments support Terry’s (1995:161) assertion
that the debate on homosexuality has shifted from biological discourse to legal discourse. To
Terry, many who support Lesbian, Gay, Bisexual, Transgender, Queer or Questioning, and
Intersex (LGBTQI)prefer to make their arguments by drawing analogies from constitutional case
law that protects the rights of individuals to form associations and to practice the religion and
culture of their choice. To invoke an example, the Hawaii Supreme Court’s ruling of Baehr vs.
Lewin(1993), that the state’s denial of licenses violated the Hawaii constitution’s equal-rights
protections.This notwithstanding, many peopleand some institutions still do resort to religious
positions. Acase in point, the Christian Council of Ghanawhich acts as the mouth piece of some
Christian churches in Ghana stated in a letter that:

231

South American Journal of Public Health, Volume-2, Issue-2, 2014

“We of the Christian Council in Ghana are responding to the homosexual question not
as people who without sin but are doing so as sinners who have been saved by grace
through faith in Christ Jesus, who is the means by which our sins are forgiven; and not
only ours but the sins of the whole world…. Today, homosexuals have adopted an open
lifestyle describing their otherwise shameful practice in a more ‘positive’ term as gay.
We, of the Christian Community in Ghana, deem it unacceptable that people be
frowned upon and described as ignorant, unreasonable, un-academic and unenlightened
because they insist on proven standards of decency. The various English versions of
Leviticus 18:22: “Thou shall not lie with mankind as with womankind: it is
abomination” (KJV); “Do not lie with a man as one lies with a woman; that is
detestable” (NIV); “You shall not lie with a male as with a woman; it is an
abomination” (NRSV) are so clear that the verse needs no further interpretation or
explanation.
As the prophetic voice of the country, we wish to state that this detestable and
abominable act, if passed into law in Ghana, will bring the wrath of God upon the
nation and the consequences will be unbearable.”
It is clear that the Christian Council posits their argument from the biblical point of view. They
regard homosexual acts as evil, unnatural, sinful, and as an unacceptable way of life. This
position may deny individual rights as it contradict the constitution on rights and freedoms. The
position of viewing homosexuality as a criminal behaviour and people [homosexuals] who need
to be saved however fall in line with the criminal code of Ghana which makes homosexuality a
criminal act.The position by the Christian Council of Ghanathat man-to-man is an abominable
act which implies that sexual orientation should be heterosexual as determined by God or
natureis also in variance with the views of queer theorists that sexual desires and identities are
not determined by nature, and therefore are not fixed and unchangeable, but malleable and fluid.
These views presented by the former (CCG) and the latter (Queer theorists) are poles apart.
In Ghana, although litigation is rare, homosexual activity is illegal as stated in the criminal code.
Chapter 6, Article 104 of the Sexual Offences Act in the Ghana Criminal Code states that
whoever has unnatural carnal knowledge:
“of any person of the age of sixteen years or over without his consent shall be
guilty of a first degree felony and shall be liable on conviction to imprisonment for a
term of not less than five years and not more than twenty-five years;” “of any person of
sixteen years or over with his consent is guilty of a misdemeanour”.
The unnatural carnal knowledge is interpreted to include consensual sexual intercourse between
men which means that gay-sexuality is a criminal act. Notably, a part of the effects of this clause
is that, it encourages discrimination and persecution against homosexuals on the basis of their
‘unnatural carnal knowledge’ intercourse and other consensual sexual behaviours.Furthermore,
the criminalization of consensual same-sex conduct violates rights to privacy,which is protected
under international law, and places States in material breach of their obligation to protect the
human rights of all people, regardless of sexual orientation or gender identity.
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In the light of Stoler’s analysis of unnatural canal knowledge it is argued that "Ethnographies of
empire should attend both to changing sensibilities and to sex, to racialized regimes that were
realized on a macro and micro scale.... Such investigations may show that sexual control was
both an instrumental image for the body politic ... and itself fundamental to how racial policies
were secured and how colonial policies were carried out" (2002: 78). This means that some of
the laws prohibiting same-sex relations are a legacy of colonial rule: imposed on the countries
concerned during the 19th Century by the then colonial powers. For example, many of the laws
used to punish gay men in Africa and the Caribbean were in fact written in Victorian
London(Free and Equal United Nations for LGBT Equality, 2011).
In response to the criminal code, Chapter 5 of Ghana’s 1992 Constitution guarantees the
protection of all human rights for Ghanaian citizens.Article 17 of the constitution also guarantees
the right to freedom from discrimination.
This means that, one cannot discriminate against anyone for being a homosexual while the
criminal code says the direct opposite.[Note: Constitutional articles are macro directions
therefore freedom from discrimination does not automatically involve sexual orientation
although queer groups use this as a platform from where they pitch their argument].Whilst it can
be argued that the constitution does not include sexual orientation, the constitution guarantees the
right to freedom from discrimination. This means that if a person’s right to privacy and nondiscrimination is violated it breaches the constitution as well as the 1966 International Covenant
on Civil and Political Rights. For example, in 1994, in the case of Toonen vs. Australia, the
United Nations Human Rights Committee confirmed that laws criminalizing homosexuality
violate rights to privacy and non-discrimination in breach of States’ legal obligations under the
International Covenant on Civil and Political Rights.
Where these laws are enforced, they may also lead to violations of the right to freedom from
arbitrary arrest and detention. All this brings to bear the tension between the criminal code, the
constitution,and the International Covenant on Civil and Political Rights which guarantees the
protection of individual rights.This kind of uneasy tension between the laws is not common to
only Ghana, but also to some Western nations including the United States. This calls for a critical
legal study on how to reconcile conflicting laws or establish a common ground for opposing laws
in the society.
In respect of human rights as shown in the case of Toonen vs. Australia(1994) individuals should
have a choice whether or not to engage in the act of carnal knowledge intercourse. Despite this, it
is worthy to point out as argued by Mutua (2008) that regardless of human rights as a part of the
civilization discourse it inappropriately presents itself as a guarantor of eternal truths without
which human civilization is impossible. The human rights corpus, though well meaning, but as
argued by Mutua (Ibid), it is an Eurocentric construct for the reconstruction of non-Western
societies and peoples with a set of culturally biased norms and practices. Therefore, if human
rights movement is to succeed, it must move away from Eurocentrism as a civilizing crusade and
attack on non-European peoples. Mutua(Ibid) further argues that it is only a genuine
multicultural approach to human rights that can make it truly universal. Therefore, Ghana and for
that matter Africa must be positioned to deconstruct – and to reconstruct a collective bundle of
rights that the members of the society can claim as theirs.
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Notwithstanding the critiques of human rights, between the constitution and the criminal code,
the constitution automatically takes precedence since it is supreme to the criminal code.Aside
from this, the intervention of international laws is also visible. The question is what will be the
place of a nation’s sovereignty when international laws are implemented? What must be
recognized here is the conflict between the rights of homosexuals given by the constitution and
international laws, the criminalization of homosexuality by the criminal code, and the resistance
by the dominant culture through the lens of religion.It must be stated that the Christian Council
has made it crystal clear in respect of human rights that:
“We cannot afford to destroy the future of this country in the name of human rights.”
This matter brings into sharp focus issues of legal pluralism as the normative ordering (religious
norms and customs) contradicts a statutory order whilst at the same time how the statutory orders
clash each other. It similarly shows how plurality of traditions, norms and customs can co-exist
but at times how these norms tend to illegalize other minority norms. This case of legal pluralism
in Ghana is more likened to Moore’s (1978) notion of the semi-autonomous social field, that is,
one that “has rule-making capacities, and the means to induce or coerce compliance; but it is
simultaneously set in a larger social matrix which can, and does, affect and invade it, sometimes
at the invitation of persons inside it, sometimes as its own instance”. This may draw our attention
to the fact that different legal orders exist in relation to each other and hence affect the way that
each is able to operate just like how religious norms and local customs affect some aspects of the
laws especially regarding human rightspractices in Ghana.
What isalso important here is the power and authority relations that are identified between these
two sexual groups (heterosexual and homosexual), that is, as to who determines what is
acceptable or unacceptable through legal debate and the type of regulations or laws to be
accepted so far as a sexual practice is concerned. This power relation in terms of who determines
what a particular law should be meant for is pointed out by Brock (2013:2),that the making of
sexual meanings is entangled in a complex nexus of power and that sexual expression is often the
target of specific regulatory practices. This is apparent in the case of the ‘unnatural carnal
knowledge’ in Ghana’s criminal code as it defines specific sexuality. This also brings to bear
how sexual identity in general is seen as a product of power networks as well as how sex itself is
seen as a product of the emerging arrangements of force relations as stipulated by Foucault
(McWhorter, 2004:47). The question which arises from this power relation is who determines
which sexual group is acceptable in Ghana? Who interprets the law? Who direct the discourse?
Foucault argues in “The History of Sexuality” with respect to the repressive hypothesis that those
who control power or knowledge (NB: power not in terms of agency) obviously determine what
must be approved. In Ghana, the dominant culture (heterosexual) clearly determines what must
take place in main stream society whether with or without reference to the law. In this respect, as
the dominant heterosexuals may control power and knowledge they tend or seem to be giving the
homosexuals a strong resistance without taking into consideration the emerging dialogue on
sexuality and the role of human rights in Ghana. This explains how the dynamic relation between
power and knowledge shapes beliefs, feelings, identities, and actions, as well as the broader
social context in which people live (Brock, 2013).
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B) WHAT IS NORMAL OR ABNORMAL? THE CRITICAL VIEW POINT
In Ghana and most countries in Africa and that of the West, homosexuals consider their sexual
orientation as an identity as well as part of their private sphere whilst the dominant culture
consider homosexual acts as abnormal, filthy, un-African and feels threatened by the practice. As
a discussant said:
“Homosexuality is totally abnormal and those who engage in the practice are sick
people who need serious medical attention. Such people must never be condoned in our
[Ghanaian] society. …such people must be burnt alive to death(Group Discussion,
Ashaiman, January 3, 2014).”
A similar but a little contradictory response was made by the Reverend Prof. Emmanuel Martey
(moderator of the Presbyterian church of Ghana) in an interview with Joy fm(one of the nation’s
leading radio stations) and later published on the Ghana News Agency website on 6th January,
2014. He stated that:
“…Witchcraft is a sickness and homosexuality is also a sickness and you help the sick
person to get healed so why should you rather kill” (Rev. Prof. E. Martey).
Although these responses may seem the same in terms of victimization, the contradictory
element is that the former was quite intolerant as the response suggests that homosexuals should
be killed or should not be condoned in our societies whilst the latter response shows that
homosexuals should not be harmed based on the kind of sexual orientation they share. This
shows that not all Ghanaians are intolerant when it comes to issues related to homosexuality, but
this does not also mean that all those considered tolerant are in favour of homosexuality as it can
be deduced from the response below:
“… I am against homosexual but that doesn’t mean that homosexuals should be lynched
or should be maltreated, no that is not what the Bible teaches” (Rev. Prof. E. Martey).
These responses show how some people are emotional about the subject matter in Ghana.
Theresponses to a very large extent also reflect the views of the dominant culture. What the
dominant culture neglect is the question about what constitute normality or abnormality. Brock
(2013:6-7)argues that ideas of normality and its opposites are co-constituted; each can occur, and
only make sense, in the context of the other. However, Brock (2013) was lessexplicit on the fact
that what is considered a normal or an abnormal sexual practice is subjectiveand that what one
considers to be a normal sexual behaviour will be abnormal in another sense. The dominant
sexual group in Ghana fails to recognize from the perspective of homosexuals that their practice
is normal and that their practice was only considered abnormal in the lenses of the heterosexuals.
This calls for a distinction between what is considered a normal and an abnormal sexual
behaviour. Although to Brock (2013) the distinction between normal and abnormal sexual
behaviour is no longer so clearly demarcated. Nonetheless, an attempt to distinguish this
phenomenon presents another power relation. The emerging question is who controls the
discourse on normal or abnormal sexual behaviour in Ghana? It is ostensible that whoever
controls the discourse determines what is normal or abnormal and what the final decision should
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be. Indeed if it is the dominant group then this puts homosexuals in a disadvantaged position
since they are a minority group.
The reason for the disadvantaged position of homosexuals is that the dominant beliefs seem to
reflect the interests of the most powerful groups. This does not necessarily mean that these
beliefs are imposed upon the less powerful groups, but rather through cultural practices, consent
is created. In examining the nexus between these two groups another power relation is identified
in respect of how hegemony is achieved, that is, the assurance of the maintenance of the social
order not through force or coercion but through cultural domination. This point out Foucault’s
idea that power is pervasive and multi-faceted, working within everything and not moving with a
single direction or plan; as it is even evident in making this distinction between normal and
abnormal sexual behaviour. What is important here is that whatever constitutes normality or
abnormality should be a private and personal issue and not determined by the dominant group.
In respect of private and public sphere, from a conservative perspective, the dominant groups
argue that since each individual directly or indirectly belongs to a family which may have a link
with the dominant groups, whatever -whether positive or negative thataffects the individual may
therefore affect the major stream of society since individuals do not live in isolation.In all
probability, the conservatives may believe that to codify the equality of men and women
marriages would undermine the values upon which traditional marriages rests. Theseperspectives
to some extent suggest that the private sphere of people should be invaded in as much as the link
between the individual and the society still exist as a discussant said:
“We live in a community in which whatever affects one person affects the other and the
family. Therefore, if I sit down unconcerned because of a so-called privacy then I will
be doing myself and the society a great disservice(Group Discussion, University of
Ghana, December 6, 2013).”
The question therefore is, if private spheres are to be invaded what should be the limit of that
invasion?

C) THE PRIVATE AND PUBLIC SPHERE: THE CONCEPT OF MORALITY
Another important point is the distinction to be made between what is private and public, and the
limits of the state and the public in interfering in what is considered as an individual private
space knowing that what is considered as a private space is based on laws/norms which to some
extent places limit on sexual expressions. One common observation is that the debate between
public and private matter is already skewed towards favoring the heterosexuals in Ghana, but
what the dominant group does not recognize is that whether the criminal code makes the practice
legal or not individual rights guarantee all persons the equal opportunity to participate in the
political sphere and shield the private sphere so that all human beings can decide, question, and
transform their life project (Bonilla, 2006). Therefore, homosexuality needs not to be opposed
but be considered among the multiple normative so that homosexuals can negotiate as part of the
terrain of sexual citizenship (Cossman, 2008) which is considered a legal right.
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It is usually assumed that statutes about sexual regulations are largely negative in character
especially from the ‘moral’ perspective. To the conservatives in the West which when stretched
to Ghana and Africa, sexuality was largely considered as a disruptive force which needs to be
repressed and regulated lest people fall into moral danger (Brock, 2013:4). The question is, how
does Ghana regulate sexuality by law with respect to issues regarding morality or immorality?
The point here is that the term ‘morality’ is highly subjective, not absolute and changes with
time. For example, in the time of slavery, the act of slavery was considered something acceptable
and by a stretch moral. At that time, the act of helping slaves was ‘immoral’ by the standards of
the societies concerned. Now, however, helping slaves is a good and moral act in modern acuity.
This may mean that what may be considered as ‘moral’ can be subjected to a wide range of
applications and extremes, and that some societal morals can be created from ‘false’
beliefs(Joseph, 2011), whilst at the same time it can be created from ‘truth’. This is what makes
the concept of morality a very complex one since the homosexual claim to rights can be
considered a moral claim.
Adding to the debate, it will not take more than a simple understanding of the arguments being
made by several public officials and religious leaders to acknowledge that they are confusing
morals with law though law and morality might be inherent in each other. This happens when
one’s moral values are in direct conflict with a legal standing, just as the dominant culture tries to
rule out the practices of homosexuals claiming the practice is immoral and illegal with or without
considering how morally centred argument can cause pain, suffering and violates the rights of
others (Denike, 2010).
The Christian Council argues through the constitution that:
“Children and young persons have a right to ‘receive special protection against exposure
to physical and moral hazards’ (Article 28 (1)(d) of the 1992 Constitution of the
Republic of Ghana).”
Though the constitution made mention of moral hazards what is unclear here are which activities
constitute moral hazards. This is an issue for constitutional lawyers, judges,as well as sociology
of law scholars to battle with. If I may ask what is considered sexual morality or immorality?
Who makes the law regulating sexuality? Who has the power to define morality in terms of
sexuality? All this discourse as to who defines what, who has the power etc. falls in line with
Foucault’s idea that sexuality is a means of focusing, channelling, and transmitting power, and
power is a creative force that determines the relationship between people and institutions. In the
case of Ghana, the bourgeois or so-called moralist who effectively invents what one think of as
"sexuality," uses this invention as a means of bolstering and extending their power.
The upper class or elite uses their power (being it political or knowledge) to determine how
sexual morality or immorality must be understood. Meanwhile, within the many communities in
Ghana people have what they consider moral or immoral. In addition, within the dominant
cultures there are conflicts of interest, which are redolent, that whatis considered moral or
immoral must be understood as a private matter and not public though it is important that the
larger community must sometimes agree to what is and what ought to be. Also, at times between
and among the various religious units there are different beliefs and practices. It is therefore
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imperative to state that no matter one’s moral standing or cultural beliefs, the law remains law so
far as it does not undergo change and one’s moral belief is his/her belief whether expressly or
impliedly given. Therefore, segregating or declaring war on one sexual group is not the way
forward as it is stated by the Christian Council of Ghana and the Rev. Prof. E. Martey
respectively:
“We are opposed to the victimization of persons on the grounds of sexual orientation
and recognize the social and emotional stress and the loneliness borne by many who are
homosexual” (CCG);
“If somebody confesses to be a homosexual or somebody comes out of the closet, as
they say, that doesn’t mean that the person should be lynched. We are not in the jungle”
(Prof. E. Martey).
All this analysis of sexuality on the basis of the relationship between law and cultural beliefs and
how power pervades our daily lives finds expression in the fact that state law penetrates and
restructures other normative orders through symbols and direct coercion whilst at the same time
non-state normative orders resist and circumvent penetration or even capture and use the
symbolic capital of state law as argued by Merry (1988).

CONCLUSION
The idea that power is wielded by people or groups by way of ‘episodic’ or ‘sovereign’ acts of
domination or coercion has been challenged by Foucault, seeing it instead as dispersed and
pervasive which is in constant flux and negotiation (Foucault, 1998: 63). Well noted,Ghana is
most often discussed in a way that is synonymous with social control or sovereign power despite
the fact that the idea that power is pervasive and in constant unrest and arbitration is also made
manifest in everyday life.
The arguments in favour or against minority groups are usually either centred on morality or law.
In the case of morality most of the positions are drawn from the Bible, which can be deduced
from the letters written by the CCG whilst most of the legal arguments are looked at from the
human rights perspectives though in the case of Ghana the criminal code makes the practice a
crime. It is important to state that morality is not only a religious claim since a claim to equal
treatment could also be considered a moral claim.
The most important question at this point, which has already been asked by a number of scholars
(John Gardner, Sarah Braasch etc.) in other jurisdictions is, what is the place of morality in law?
Some scholars claim that law and morality are indivisible and that morality serves as the basis
for any legal or political system. It is also argued that law is nothing if not a moral claim, a moral
imperative and a moral prescription. Though other scholars may disagree I share in the
perspective that law to some extent must have certain moral aims.
If it lacks those aims it may not be considered as law. It must aim to be just (Postema 1996: 80),
or aim to serve the common good which usually has moral connotations (Finnis 1980: 276), or
aim to justify coercion as a form of social control (Dworkin 1986: 93), or aim to be in some other
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way morally binding or morally successful. I am of the point of view that there is a strong
relationship between morality and law. The problem with my views as Gardner (2008) pointed
out is that at least some intentional law-makers have no moral aims; therefore some laws may
also have no moral aims. If laws have no moral aims, then I will like to argue in line with John
Gardner that the whole legal systems may, indeed, be run by selfish legal thinkers for whom the
system is primarily a complicated extortion hullabaloo.
As already stated, minority groups in most cases in Ghana usually prefer to argue from the
constitutional case point on human rights, but as also argued that morality has a place in law, the
two most important questions are, do human rights as implied in Ghana have moral aims? What
will be the place of law when morally centered arguments deny others their liberty? Examining
these questions I will therefore state that whether law is imbibed in morality or not it is a
continuous battle for the legal brains and an interesting area for more scholars to explore.
This notwithstanding, whether the case of homosexuals is morally justified or not, whether it is
legally justified or not, and whether it is a private or public matter I am of the liberal view that
accommodating and respecting minority culture is very paramount. It is clear most Ghanaians are
rooted in their cultures; yet one should not lose sight of the fact that everyone has what she/he
believes in as well as our individual sexual identity and rights.
Therefore, recognising others as members of the community irrespective of their sexual
orientation is one of the ways towards both cultural diversity and a multicultural constitution.
Non-recognition of homosexuals and other minority groups such as women on the basis of
morality, religion, lawor who has the power can inflict harm, pain and suffering which can also
be a form of oppression(Danike, 2010; Taylor, 1994). This can saddle victims with a crippling
self-hatred, because due recognition is not just what one owe people but rather a vital human
need (Taylor, 1994:26). The critical examination of governmentality approach has become very
significant in terms of thinking about and the exercise of power regarding sexual discourse.
Every sexual group require accommodation to protect them from domination. This can be
responded to by implementing accommodating policies that concede jurisdiction over certain
matters, such as sexuality and family law etc. Many multicultural theorists have embraced
accommodation as the best way to protect minority groups from oppression by the state and the
dominant culture. The overall effect of the analysis isto adopt a balanced solution, that is, whilst
it is important to respect the minority groups, it is also important to protect and sustain the
dominant cultural beliefs, assumptions and institutions.
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ABSTRACT
To have a vibrant and productive economy in any nation, it becomes imperative that the health
and safety of her workers must be given priority attention by the worker himself, employer and
the government. Because of the increasing industrialization, infrastructural developments and
modernization taking place in developing countries particularly like Nigeria. These factors have
not only increased the job opportunities in and around the country but at the same time increased
the incidence of morbidity and mortality of workers.
And so it is important that the worker has an in depth knowledge and understanding of the nature
of the job with regards to the health hazard exposures peculiar to the job and the safety measures
to be undertaken even before accepting the job. More so, safety officers, factory and industrial
managers etc. need to appreciate the need to know all that is involved in the job in order to make
the workplace a safe and conducive one for the worker and achieve high productivity.
This paper attempts to highlight a lot of occupational hazards that occur among both the formal
and informal Nigerian workers, reasons for their occurrences, safety measures, lapses on the part
of the employer and reveals the laxity on the part of government to enact and enforce
occupational safety and health laws.

KEYWORDS:- Occupation, Health, Workplace, Hazards, Nigeria, Safety

INTRODUCTION
DEFINITION OF OCCUPATIONAL HEALTH
The joint International Labour Organization (ILO) and the World Health Organization (WHO)
constituted in 1950 and revised in 1995, defined Occupational Health as the “promotion and
maintenance of the highest degree of physical, mental and social well-being of workers in all
occupation”. ILO further summarized Occupational Health definition as the “prevention of
departure from health among workers caused by their working conditions; the promotion of
workers in their employment from risks resulting from factors adverse to health, the placing and
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maintenance of the worker in occupational environment adapted to their physical and
psychological well-being; and the adaptation of work to man and man to his work.
Despite improvements in occupational safety and health over the years, workers continue to
suffer work-related deaths, injuries, and illnesses. Though the Occupational Safety and Health
Act (OSHA) makes it mandatory for employers to provide a workplace free from recognised
hazards that cause, or are likely to cause, death or serious physical harm to employees, the
growing rate of work-related diseases across the globe is alarming (Eroke, 2013).
Nigerian workers across all sectors of the economy recently have become more endangered and
prone to accident which ranges from minor to fatal, as some have lost their lives right in the line
of duty, while some have lost vital organs, therefore rendered permanently incapacitated.
WHAT IS AN OCCUPATIONAL HAZARDS?
The nature, situation and conditions of work determines the type and nature of occupational
hazards (diseases and accidents) prevalent in a particular occupation/industry. Even the work
processes, products and bye products can constitute a health hazard to the workers, their
immediate families and their neighbourhoods (Achalu, 2000).
The hazards can affect many organs of the body causing some pathological changes that can
threaten the health and well-being of workers. The threat can result in physical, mental, social
and behavioural changes and even death if prompt treatment is not instituted. This is why it is
very necessary for occupational health practitioners to have thorough knowledge of the hazards
associated with each occupation for quality care provision and accuracy in diagnosis. The
workers should also be well educated on the hazards in their particular occupation. This will
enable them take precautionary measures and then comply with the occupational safety measures
provided for them.

OCCUPATIONAL HEALTH PROBLEMS
Occupational health problems can be regarded as diseases, accidents and other hazards arising
from the work environment or situations that arise in the attempt to perform tasks in any
occupation. It is a compensable disease that arises out of and in the course of employment
(Henderson and Nite 1978, p. 243).
WHAT ARE SAFETY MEASURES?
Safety implies as state of relative security from accidental injury or death due to measures
designed to guard against accidents (Burdine and Mc Leroy, 1992). As a legal concept, it implies
a state of relative security from accidental injury or death due to measures designed to guard
against accidents (Burdine and Mc Leroy, 1992). Therefore, safety measure is an effort or action
put in place to prevent, minimise and eliminate danger.
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HISTORICAL BACKGROUND
DEVELOPMENT OF OCCUPATIONAL HEALTH IN NIGERIA
Development of occupational health in Nigeria followed the pattern in other developing
countries. Originally, the main occupation was unmechanized agriculture and animal husbandry.
The workforces were mainly women and children. Payment for work was not known. Workers
were exposed to many types of health hazards. Treatment then was not organized. Later,
manufacturing including construction came into being. Modern occupational health, reported
(Achalu, 2000) started as a result of colonization and industrialization by Britain.
The first occupational health services in Nigeria was introduced by the Medical Examination
Board of Liverpool Inferminary in 1789 with the main aim of caring for the health of British
slave dealers from Africa to Britain. However, after the abolition of slave trade, the Royal Niger
Company of Britain increased its exploration and trading activities in Nigeria. The Company
organized its own health services which were later inherited by the United African Company
(UAC). During the British colonial rule, many of their soldiers were dying of malaria.
This led Colonel Lugard to establish health services to take care of the health and welfare of
soldiers and other colonial administrators. Later, during the Second World War, the Medical
Corps was separated to cater for the military alone leading to the creation of Public Health
Service which became the nucleus of the National Health Service. After the world war, many
industries started emerging chief among them were construction of rail lines and coal mining.
This attracted employment of many Labourers especially young men. These workers commonly
worked 12-14 hours shift; 7 days a week under unspeakable conditions of grime, dust, physical
hazards, accidents, smoke, heat and noxious fume among others.
Feeding was very poor; workers were dying in their forties and fifties. People had no knowledge
between work conditions and health. They accepted work related illnesses and injuries as part of
the job and lived shorter lives. Employers attributed workers' poor health and early death to
workers' personal habits on the job and their living conditions at home. Little or no attention was
paid to prevention of the hazards in work places. Payment was very poor and dismissal very
common because job seekers were many. Workers' reaction to poor conditions at work resulted
in killing of coal miners in Enugu. That exposed the working conditions of coal miners and the
origin of worker's day in Nigeria. These developments and awareness lead to the establishment
of some occupational health services in some Nigerian industries and occupational health
legislations Act in Nigeria. The earliest practices that can be regarded as occupational health
services in Nigeria were carried out by British Companies like UAC, John Holt.
This was followed by establishment of some occupational health services by Nigerian
governments in the Railway Corporation and Coal Mines. Such services included preemployment and periodic medical examination, treatment of minor illnesses and accidents. In
some cases, general practitioners were hired on part time basis, especially in urban centres to
take care of the sick injured workers. The increased industrialization and its impact on health,
safety and welfare of workers lead to the creation of occupational health unit in the Federal
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Ministry of Health and the Institute of Occupational Health in Oyo State Ministry of Health.
These agencies organized courses for managers, safety officers, medical officers, occupational
hygienists, and other personnel involved with the protection, maintenance and promotion of
health and welfare of workers in Nigeria.
POPULATION WORK FORCE IN NIGERIA
Thirty-eight per cent of the male working population in Nigeria are engaged in agriculture
(against 20% of women) and 56% of the female working population are engaged in sales and
service occupations (against 19% of men). Twenty-one per cent of men and 9% of women are
engaged in skilled manual trades and 16% of men and 8% of women in professional and
technical jobs (NPC) Less than 15% of the total workforce is employed by government in the
civil service ( Omokhodion, 2009) .

FORMAL SECTOR
This is the sector of the economy having occupations in which the workers are largely employed
formally by private or public i.e. government. The jobs are administratively structured such that
the worker’s job is secured to some extent.

OCCUPATIONAL HEALTH PROBLEMS IN INDUSTRY
Workers in industries do face numerous occupational health problems. Such problems seriously
affect their productivity and life span. The main problems include: Problem of social and
environmental pollution, air pollution, noise pollution, and chemical pollution.
SOCIAL AND ENVIRONMENTAL HEALTH PROBLEMS:
Migration of both skilled and unskilled workers from rural to urban centres causing
overcrowding and environmental pollution. The migration results in unemployment, poverty,
lower standard of living, delinquent behaviour such as abuse of drugs and alcohol, prostitution,
robbery, and psychological problems among others. These outcomes bring about stress, anxiety
and their implications. Apart from environmental pollution, there is problem of poor housing,
overcrowding, poor working conditions and malnutrition.
Traumatic injuries are common especially where protective measures are not taken seriously.
Most known injuries include musculoskeletal injuries, traumatic amputations, bruises,
lacerations. These do cause serious set-back in the industries concerned. There could be lost of
economy due to absenteeism and poor productivity.
Air pollution is a serious health problem of industrialization. Apart from contamination of air
and the entire environment through automobile and industrial fumes, it introduces harmful
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pollutants from the exhaust of internal combustion and diesel engines. The pollutants affect the
entire body organs and cells causing such risk conditions as cancer, degenerative and chronic
diseases including irritation of respiratory and cardiac problems, loss of visibility leading to
accidents (Achalu, 2000).
EXCESSIVE NOISE POLLUTION
Noise is a form of energy that is transmitted through the air as waves with varying pressure
(Achalu, 2000). Noise is measured in decibels. The lowest sound, the human detects is one
decibel and the highest is 150 decibel which is damaging to the ear. Example of industries that
can produce loud noise include: automobiles, milling/grinding machines, panel beating
workshops, stereo equipment workshops, generator producing industries and many others. These
industries produce serious health problems which are often neglected. Problems from the noise
include poor hearing, loss of concentration, irritation, fatigue, restlessness and in serious cases
loss of hearing.
Excessive temperature and humidity in industries have their own problems. This occurs in
industries where the industrial processes make atmospheric control difficult. Examples of such
industries are textile mills, laundries, breweries. The resultant problems include eye
inflammations, respiratory and gastro-intestinal problems and even exhaustion resulting from
atmospheric extremes.
Poisonous - harmful substances other than gases and fumes can be present in industries to cause
problems. Chemicals used in industrial plant operations can act as poisons to cause harm to the
skin. Chemical chronic poisoning can occur in workers improperly handling materials in routine
operations without protective measures.

OCCUPATIONAL HEALTH PROBLEMS OF WORKERS IN HEALTH
INSTITUTIONS
Health workers in health institutions (hospitals, clinics, health centres etc) are faced with
numerous health problems which impact seriously on their health status. The hospital
environment by its nature is full of hazardous agents. The problems could be classified into
endogenous and exogenous (Asogwa, 2007).
a) Exogenous problems are such that were brought into the hospital environment by the health
worker suffering from such a condition such as tuberculosis, Human Immunodeficiency Virus
(HIV), chicken pox and other conditions that have long incubation period and cannot be
diagnosed early for preventive measures to take place.
b) Endogenous problems are those acquired within the hospital from patients, patients' relations
or even from workers. Example of such problem include hepatitis B, HIV, other blood sera (that
is hazards due to exposure to infected blood and other body fluids), other
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problems include protozoa infections such as malaria parasites. The hazard could occur through
needle stick injuries, lacerations from razor or Lancet or scalpel blades that were infected and
other sharp instruments.
c) Hazards resulting from radiation such as x-rays used for radiotherapy. This can result in
radiation injuries like cancer. This is seen mostly in workers in x-ray departments where radioactive substances are used for therapeutic purposes.
d) Problems due to exposure to communicable diseases such as tetanus, chickenpox, and other
blood borne pathogens. This is a major concern when caring for infected patients. The presence
of resistant organisms causes extra concern and makes treatment difficult. Workers who have
frequent contact with blood and blood products and those engaged in intravenous therapy have a
special risk for exposure to hepatitis B.
e) Problems due to exposure to food and water borne diseases include diarrhea, gastroenteritis,
caused by schistosomiasis, salmonella’s organisms. These problems occur due to contamination
of food and water within the environment of the health institution.
f) Problems resulting from hazardous chemical agents do occur. Anaesthetic gasses can increase
the risk of spontaneous abortion in pregnancy; maternal illness and death in severe cases and the
risk of foetal malformation or death in severe cases. Chemotherapeutic agents used in the
treatment of cancer are extremely toxic.
Contact with many drugs, especially antibiotics during preparation and administration may cause
the health worker to develop sensitivity. This can cause transitory problems such as hand and
skin rashes and other undesirable effects. Cleaning agents and disinfectants used in hospitals can
cause some hazards if not properly used.
g) Back and joint injuries are common occupational problems among hospital workers. These
problems interfere with the working life of people. They occur due to improper body alignment
before and after lifting patients and equipment.
h) Other problems include occupational stress which may be due to pressure of work, shortage of
personnel, interpersonal relationship with other staff or with supervisor or with patients or
patients' relations or even with self. There could be physical attack from violent and emotionally
unstable patients; burn outs due to pressure of work or other various psychosocial stresses at
work.
Health workers mostly at risk of health problems include doctors, nurses, laboratory staff,
radiographers, mortuary attendants, cleaners, physiotherapists community health practitioners
and many others. The major sources of the health problem could be hospital wards, hospital
clinics, theatres, laboratory, mortuary and other areas where patients are being treated and blood
and other body fluids and specimens are taken for investigation.
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In developed and developing countries including Nigeria, agricultural work is the main
occupation for majority of the people. The type of agricultural work varies and ranges from
mechanized to non-mechanized farming. The activities involved included: clearing the ground,
planting, weeding, harvesting, and processing, among others. Then for animal husbandry it
involves breeding, raising and caring for animals. The health problem can occur from any of the
activities and could be grouped into general and specific health problems. The general problems
include: cardiovascular, respiratory, nutritional problems and accidents
Specific problems are those connected with various agents of diseases such as physical,
biological and chemical hazards (Achalu, 2000). Biological hazards include zoonosis or
diseases transmitted by animals during caring and handling of animal products and wastes.
Examples of such health problems include: anthrax, brucellosis, bovine tuberculosis, laser fever,
rabies, bird flu and many others. These problems arise during planting, harvesting and primary
processing of all types of crops as well as problems arising from breeding, raising and caring for
animals, tendering market gardens and nurseries.
Parasitic diseases transmitted due to contact with polluted water in farmlands and poor sanitary
conditions of agricultural environment include: hookworm disease (ankylostomiasis),
schistosomiasis especially in irritant and riverine farm lands, tetanus, sleeping sickness, malaria,
skin rashes and many others.
Allergic diseases do occur due to inhalation of vegetable pollen dusts, animal dusts, organic
chemicals and reaction to certain food substances. Such diseases include asthma, byssinosis from
cotton dust, bagassosis from sugar cane bagasse, allergic conjunctivitis from rubber, dermatitis
from wood dust, and allergic skin reaction to certain grasses and chemicals.
Physical problems do occur as a result of exposure to prolonged heat and sunlight, noise from
farm machinery, dust and fumes, puncture wounds from sharp instruments and woods, cuts,
bruises and lacerations. These can cause severe preventable diseases like tetanus, bacterial
infections and gangrene of the wound. Other problems include backache resulting from
prolonged bending, heavy load and wrong posture.
Accidents and other injuries do occur and they can result from liquid or gas splashing,
electrocution due to electrical faults, falling from height such as palm trees, mango trees, tractor
accidents, and so on. We also have records of stings and bites such as human bite, snake bite,
dog bite, scorpion bite and many others. When the stings and bites occur, the treatment is always
an emergency in order to save life and protect the individual. Human bites do occur over
ownership of farm, and it is the most dangerous if treatment is not taken at once.
Social problems include: low income, poverty, lack of healthcare and health facilities, water
borne diseases like diarrhoea, cholera, schistosomiasis, dysentery, parasitic problems like hook
worm, tape worm, and other water borne diseases got from polluted stagnant dirty waters in the
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farm land as well as sanitary conditions (Achalu, 2000). Food poisons also do occur either as a
result of contamination at the harvesting or preparation or servicing or even eating with soiled
hand or contaminated plates and cutleries.
Work place violence is a serious cause of health problems. It may occur over ownership of farm
land or economic trees. This can cause interpersonal or even communal violence, body injuries
and death in severe cases.

HEALTH PROBLEMS OF WORKERS IN EDUCATION INSTITUTIONS
Educational institution (primary, secondary and tertiary) is purely a learning institution where
teachers and students interact. The proprietor of the school is the employer while teachers and
students are regarded as employees. Both teachers and students are exposed to various
occupational problems. Teachers face such problems as:
Accidents - might occur resulting in injuries like falls, chalk board dropping from the wall or
knocking the feet against had objects. Infections can occur. It could be transmission from
infected student or from the school environment through the use of infected animals for practical
demonstration or contaminated environment e.g. chickenpox, measles.
Needles prick injuries occurring during practical demonstrations on how to inject animals or
vaccination and immunization of animals.
Varicose veins in severe cases resulting from long standing and pressure
Respiratory problems could be due to inhalation of chalk particles and particles from dust
within the school environment.
Dehydration could be due to talking, heat on radiation, convention and conduction of heat.
Electrocution could be due to faulty electrical appliances in the school premises and in the
offices. It can occur during laboratory demonstrations or even during teaching process.
Loss of voice could be due to strains on the vocal cord during long period of talking in large
classes. The teacher has to try to increase the volume of the voice while teaching to carry the
class along.
Anxiety and its implications like hypertension, other cardiac anomalies resulting from strains and
stresses in school. The stress can be caused by the pressure of work; from students especially
with stubborn students; from, employers, from self due to inner tensions from inability to fulfil
one's desires, stresses from work overload; generated by caring for students and their personal
problems; poor remuneration and irregular payment of salary.
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Other causes of anxiety and stresses include organizational structure of the school, job insecurity
facing teachers; students parent intrusions, relationship with school workers and co-teachers as
well as relationship with supervisor. Other causes of emotional dissatisfaction include back pain,
frequent headache, pains and disabilities, and other illnesses.
The health problems of the teacher can cause absenteeism and decreased productivity, poor
learning and poor students' performance. Indirectly this could cause poor academic and
administrative growth of the school.

THE INFORMAL SECTOR
Workers in this sector are most times casually employed may be by relatives, family members or
self employed. Examples of occupations in this sector are street hawkers, sedentary hawkers,
small and medium jobs and menial jobs etc.
Studies have shown that workers in this sector are at risk of exposure to several hazards like
body injuries from road accidents, harassments from police, task force environmental officials
etc (( Oluyomi 2012). Other hazards mentioned above are likely to occur.

PREVENTIVE MEASURES TO OCCUPATIONAL HEALTH PROBLEMS
It includes:
•

Pre-employment medical examination of all employees to rule out presence of any health
problems and potentials for hazard in the job.

•

Immunization of employees at risk of infections such as tuberculosis, hepatitis B and
HIV, where applicable.

•

Periodic monitoring of all employees in all occupations especiallythose in high risk areas
e.g. periodic x-ray examination of staff working in x-ray units, or those working in lead
producing industries, heavy metal industries.

•

Regular inspection, of food preparation, servicing and storage facilities as well as
inspection of food preparation environment.

•

Ensuring the use of wholesome water for drinking and food preparation (pathogen free
chlorinated water) to avoid water borne infections and making sure that water containers
are free from contamination.

•

General hygiene of the work environment especially that of the hospitals, schools and
many others to avoid accidents and infection dissemination.
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•

Provision of safety devices such as eye goggles, booth, helmet, lead apron and many
others.

•

Supervision of working environment intermittently

•

Health education and counselling

ENGINEERING PREVENTIVE MEASURES ARE AS FOLLOWS
There should be appropriate designs of the workplace, equipment, machinery to work with.
The workplace should always be kept clean.
The work place should be generally well ventilated.
Substitution of machine spare parts whenever there is need.
Environmental monitoring should be done from to time to time.

LEGISLATION
There must be labour Acts, factories Acts and industries Act in place. So that employers do not
take undue advantage of their employees.
The government should ensure that employers whether private or individual owned firms abide
strictly to these laws. This is very important so the rights and privileges of a worker are not
abused.

RECOMMENDATIONS
RESPONSIBILITY ON THE SIDE OF GOVERNMENT
It is the sole responsibility of the government to enact and enforce laws upon employers of
labour, labour unions and all-concerned organizations that are required to offer satisfaction to the
worker on his or her job. More importantly giving much attention to laws that will promote
occupational safety and health, ergonomics and compensation. So that the work place can be the
second home of the worker, objectives and goals of the job are achieved and high productivity to
benefit the economy.
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RESPONSIBILITY OF THE EMPLOYER
The employers should establish a healthy working relationship with their workers and provide
and always fulfil their terms and conditions of the work towards their workers that have been
initially agreed upon.
RESPONSIBILITY OF THE EMPLOYEE
Workers should abide by the rules and regulations of the workplace and practise all
precautionary measures while they work in order to prevent and eliminate the dangers that could
be encountered at work place.
Occupational Safety and Health Promotion should be intensively carried out in every work place.
This will lead to awareness, sensitization and healthy and safety practices at work place.

CONCLUSION
The safety of the work place is the collective responsibility of the three groups – employer,
employee and government. This is very important in order to tackle the high incidence of
morbidity and mortality of workers.
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ABSTRACT
In response to the HIV/AIDS epidemic, social marketing programmes have made condoms
accessible, affordable and acceptable to low-income populations and high-risk groups. Corporate
marketing is used for social purpose then it’s called social marketing. In some areas this has
become successful but in other few areas it given negative effect. This primary study has been
done to First measure the effect of social marketing and second if social marketing, specially
what type of media, would be an effective way to disseminate the information of HIV/AIDS,
RTI/STI and condoms to the vulnerable population.
This has been done on truckers (n=200), MSM (n=30), FSW (n=30). Questionnaire was made
and FGDs were conducted. It was found that career is the priority of truckers & FSW and friends
were priority of MSM. Truckers have radio as source of information. MSM and FSW were
having Cellular phone to get information of their clients and friends. Approximately 78%
truckers, 70% MSM, 48% FSW were aware about condom through social marketing (See Table
1). Only 63% truckers, 47% MSM, 12% FSW were aware of HIV/AIDS, and 58% trucker, 41%
MSM, 5% FSW were using condom for prevention of HIV/AIDS, rest were for any other
purpose.
Social marketing programmes do not operate in air; government support is a key component of a
successful programme. So government should support to MSM, FSW in legal. There is urgent
need to have more social marketing of female condom & its use, and public private partnership
model to improve health of vulnerable group. Corporate sector should provide support to
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Government as their Corporate Social Responsibility (CSR).

KEYWORDS:- Condom Social Marketing, HIV/AIDS, Vulnerable, Government
INTRODUCTION
Social marketing was "born" as a discipline in the 1970s, when Philip Kotler and Gerald Zaltman
realized that the same marketing principles that were being used to sell products to consumers
could be used to "sell" ideas, attitudes and behaviors. Kotler and Andreasen define social
marketing as "differing from other areas of marketing only with respect to the objectives of the
marketer and his or her organization. Social marketing seeks to influence social behaviors not to
benefit the marketer, but to benefit the target audience and the general society." This technique
has been used extensively in international health programs, especially for contraceptives and oral
rehydration therapy (ORT).
Social marketing varies from other forms of commercial marketing because it looks for profits in
the individual or society rather than for a company. Social marketing as defined by Grier and
Bryant: The social marketing process is a continuous, iterative process that can be described as
consisting of six major steps or tasks: initial planning; formative research; strategy development;
program development and pretesting of material and non material interventions; implementation;
and monitoring and evaluation.
“Social Marketing” may be defined as the adaptation of commercial marketing and sales
concepts and techniques to the attainment of social goals. It seeks to make health-related
information, products and services easily available and affordable to low-income population and
those at risk or vulnerable while at the same time promoting the adoption of healthier behavior. It
may be said the ultimate goal of social marketing is to effect healthy and sustainable change.
Social marketing has been shown to be effective in changing health behavior and reducing health
care costs. Objectives of social marketing in health promotion include: “to disseminate new
information to individuals, to offset the negative effects of a practice and to motivate people to
move from intention to action.
Social marketing is gaining prominence in developing nations like India. As the HIV/AIDS
epidemic and sexually transmitted diseases continue to advance at a rapid pace in India. Since
the mid-1990s, there has been a strong effort to create awareness and promote behaviours that
would prevent HIV/AIDS. Approximately 55% of the entire Indian population is not aware of
HIV/AIDS (Chattopadhyay and McKaig, 2004).
In response to the HIV/AIDS epidemic; social marketing programmes have made condoms
accessible, affordable and acceptable to low-income populations and high-risk groups.
Availability and accessibility are key components to ensuring the use of a commodity along with
acceptability and skills.
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Bridge populations comprise people, who, through close proximity to high risk groups are at the
risk of contracting HIV. Quite often they are clients or partners of male and female sex workers.
Truckers and migrant labours are major bridge populations. Truck drivers and their helpers are
an important population category at risk of HIV in India.
Consistent and correct condom use is recognized as one of the most effective ways to prevent the
spread of HIV and other sexually transmitted infections. Condom promotion is an essential
component of any HIV prevention campaign, especially in India where there is still widespread
taboos regarding their use among the general population.
The National AIDS Control Programme (NACP III) condom promotion strategies recommended
integrating the promotion of condoms for family planning and HIV/AIDS intensely across the
entire country using social marketing approaches. While translating this audacious goal into
action the demand of condoms needs to grow from 2.2 billion to 3.5 billion and number of
outlets selling condoms need to grow from 1.1 million to 3 million by 2012. The number of
social marketing programmes on the ground needs to grow from the existing 10 to 25.
HIV prevention objectives of NACP III: The supply objectives of the condom social marketing
programme are to:
a)

Increase the retail off-take of social marketed condom to 2 billion by 2012.

b) Increase the number of condom outlets to 3 million by 2012
Increase the accessibility of condoms to make it available within 15 minutes of walking distance
from any location.
Three channels of condom supply – free distribution, social marketing and commercial sales –
will work in a complementary manner, each providing products to different target groups. The
social marketing of condoms has two main components.
First, a government agency or other organization buys condoms to sell at a discount or works
with manufacturers to subsidize their cost, absorbing some of the financial burden so the public
has to spend less money. The goal is for condoms to be affordable rather than free since people
are more likely to use something they paid for. Condoms were distributed free to the sex
workers. With time, it was realized that to meet increasing demand for condoms and to sustain it
financially, social marketing of condoms has to be undertaken.
UNAIDS has promoted and supported social marketing, and especially the social marketing of
condoms, as a key strategy in the fight against the spread of HIV/AIDS and STDs. Social
marketing has become increasingly popular among governments and donors as a way of
addressing serious health issues.
Market prices of condoms were very high and private manufacturers were unable to generate
expansion in consumer sales. In the early 1960s, India introduced a brand of condom known as
"Nirodh" for free supply through government hospitals and primary health centers.
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Condom Social Marketing (CSM) emerged as an effective and cost-efficient tool in combating
the spread of HIV/AIDS in the mid-1980s. In India, especially in Kerala, AIDS controlling
programs are largely using social marketing.
The foundation of the condom social marketing programme was the establishment of a network
of traditional and non-traditional condom outlets in and around areas where FSWs are known to
be present. These areas are important as they are frequented by clients of FSW, who constitute a
significant bridge group for the spread of HIV and STI.
National highways were included because truck drivers and their helpers are an important
population category at risk of HIV in India. Prior to the intervention, knowledge regarding
condom use to prevent the spread of HIV and STDs among males was 27.6% as compared to
76.5% after the intervention Knowledge among women increased from 39.7% to 81% after the
intervention.
There are multiple and overlapping media channels to deliver focused messages about consistent
condom use.

OBJECTIVE
This paper is intended to provide a clear understanding of social marketing, its key components
and the role social marketing can and continues to play in preventing and slowing the spread of
HIV/AIDS.
General Objective: To determine is social marketing is effective in changing the health seeking
behaviour of vulnerable group of HIV/AIDS.
Specific objectives are as follows:•
•
•
•

To find out their priority in the life. To estimate awareness level of condom in vulnerable
population through social marketing.
To find out the frequency of condom using and is social marketing brings changes in
health seeking behaviour and sexual activity in vulnerable group (Truckers, MSM, FSW).
To understand especially what all type of social marketing method would be an effective
way to disseminate the information of HIV/AIDS, RTI/STI and condoms.
To find out the reasons of using or not using condoms.

To explore if any behaviour change is coming in the subjects, this would help to increase
acceptability of the condom.

METHODOLOGY
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This primary study was done and primary data was collected from truckers (includes helper as
truckers) at Sanjay Gandhi Transport Nagar, New Delhi, Man having Sex with Man (MSM) at
Pahal Foundation Community Based Organization (CBO), Faridabad, Female Sex Worker,
Sultanpuri, New Delhi. For quantitative data a structured questionnaire was administered to
subjects for collecting information on condom availability and visibility through direct
observation and on operating hours and opening days as reported by respondents, Questionnaire
major portion includes information on demography, health seeking behaviour, their priority, the
way of getting information of HIV/AIDS and Condom product for it. Second way of collecting
data on quality bases was Focus Group Discussion (FGD) and in-depth interview of Truckers,
MSM, FSW, Servise provider. This all was done with the help of peer educator Vishnu (for
truckers), Laxmi (for FSW) and Simmi (For MSM) from the same community.
The structured questionnaire contained close ended multiple choice, and rating-scale questions.
Questionnaires were personally filled in through face-to-face interviews. The questionnaire was
developed in English as well as in Hindi considering literacy of target population. These methods
of data collection were influential in determining what media was used and what messages
should be given to the target population.
Target Population/Subjects- Human beings that are at risk of being vulnerable or having sex
without safe practices were the focus of the social marketing model that was designed to send
messages related to the safe sex practices.
Sampling Procedure: In non-probability sampling, convenience sampling and judgments
sampling were used.
Sample Size: Truckers (n=200), MSM (30), Female Sex Worker (FSW) (30), Service provider
(30) was sample size. Vocal permission has been taken and they have been told that this
information will be used for research purpose and this will give you health benefits, all results
will be shared to them and confidentiality will be maintained.
Statistical Analysis: The data collected on quantitative and qualitative analyzed using SPSS and
Atlas.ti software respectively. Because of the nature of qualitative statistics, three persons were
assigned to interpret the entire collection of focus group discussions and in-depth interviews.
This was done to help reduce the amount of variability in the results.

RESULTS OF QUANTITATIVE AND QUALITATIVE DATA:
The analysis of quantitative and qualitative was done simultaneously and on association between
different factors, so that reasons of every response could be understandable.
RESULTS OF QUANTITATIVE AND QUALITATIVE DATA:
The analysis of quantitative and qualitative was done simultaneously and on association between
different factors, so that reasons of every response could be understandable.
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Figure 1

Figure 2
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Figure-1 is showing that job career is the priority of truckers and FSW and, friends are the
priority for MSM, since MSM involved in sexual activity with their friends because they were
neglected by family, but for FSW the only source of income was sex. Health is the least priority
for FSW because they were illiterate and less knowledge of HIV/AIDS and condom. Friends
were priority for MSM. (For detail see Table 2 in appendix)
Figure-2 is revealing that only MSM were more familiar with internet, because they were
literate and having job on computer bases. As Truckers are more traveling so they have source of
information by radio. MSM and FSW were having Cellular phone to get information of their
clients, friends and Hot Spot.
Awareness of HIV/AIDS: Only 63% truckers, 47% MSM, 12% FSW were aware of HIV/AIDS.
Effective year for social marketing: 68% respondents think that year 2010 creates more
awareness of condom, 12% think that year 2009 creates more awareness of condom, 3%
respondents think that year 2008 creates more awareness of condom, 7% respondents were
unknown.
Study shows that 58% trucker, 41% MSM, 5% FSW were using condom for prevention of
HIV/AIDS, rest were for any other purpose. All the respondents who were aware of condom also
aware about the brand of condom like: Nirodh, Kamsutra, Durex, Kohinoor, other brands.
Most of the FSW told that some changes happen with their clients and now they are using
condom when having sex with them. FSW ensured that their clients have the opportunity to
obtain condoms in ‘hotspot’ areas where commercial sex occurs or is negotiated. FSW told that
the availability of male condoms in their areas increased significantly.
Problem in condom using: Lack of privacy in using condom, Storage, Disposal off,
uncomfortable. Major reason to be attracted towards condom: Aroma, quality, Availability,
Advertisement, Pleasure, Recommendation from friends.
Duration of using condom: 49% respondents were using condom since 1 yr, 4% respondents
were using condom since five year, rest respondents do not know. Many women are born into
sex work as the family profession. The stigma associated with sex work, often coupled with
residual caste system discrimination, severely limits educational and alternative economic
opportunities.
Whoever respondents use condom, out of that approximately 57% respondents were buying
condoms from Traditional Outlets. 43% respondents were buying condoms from Non‐
Traditional Outlets. They are a critical group because of their ‘mobility with HIV’. Their
living and working conditions, sexually active age and separation from regular partners for
extended periods of time predispose them to paid sex or sex with non-regular partners.
On an average 65% respondents were found to be aware of condom; out of this only 14.8%
respondents were having knowledge regarding condom use before media campaign on condom
use as a social marketing tool.
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Several male groups also believe that condoms should be used only when having sex with a FSW
and not with a trusted friend or good-looking person. Even those who are aware, regular condom
use remains low. There are numerous reasons for thisCondoms are considered to interfere with sexual pleasure. They were continued to deny the
severity and the susceptibility to HIV/AIDS and thus avoid paying attention to prevention
campaigns.A look at the research showed that this population group faced many barriers to
healthcare, including isolation of services, anxiety about sensitive health issues, lack of social
support, and inadequate funding.
FSWs fear that insistence on condom usage could result in loss of clientele and monetary gains.
PLWHs and MSM experience severe discrimination at the workplace, by the community and
many times by their own families. Thus, high-risk individuals are not willing to test themselves
for HIV and/or to declare themselves as HIV-positive.Preventative health care awareness
measures, especially in women, were in need of improvement, like in this study 70% of the total
reported cases of sexually transmitted diseases were women. Passing sarcastic remarks from
community was the most stressful thing occurring in their lives right now. There was some fear
from FSW that goes with getting older and taking on more responsibility with family, such as
raising children of their own.
Until recently in many societies, condoms were a product used rarely, available only in
pharmacies behind the counter and regarded as appropriate for use only with commercial sex
workers. Now, thanks to social marketing programmes, in many countries condoms are sold in
other types of shops, their brand name is known and accompanied by a recognizable logotype,
and medical providers and others talk about them in the media and educate people about their
benefits. The result is normalization of condoms and their use in populations in general and
especially amongst those at high risk of HIV infection.
Condom social marketing can be an alternative source of products and information for the people
who may be unable to unwilling to access locations where privacy is too often impaired. Most
effective method of social marketing tool for different Through social marketing condoms are
widely available in place where people routinely go.
Eligible outlets where subjects can get condoms, included chemists, bars, restaurants (including
small roadside or highway side food joints), hotels/lodges, paan shops (betel leaf stalls), fuel
stations, tea/coffee shops, auto/taxi workshops, barber shops etc.Condom Vending Machines
(CVMs) provide anytime access to quality condoms in a non-embarrassing situation. A thicker
and more lubricated condom brand "Spice Up" is being launched to cater to special needs of the
high-risk groups i.e. MSM.
The Pahal Foundation (CBO) took responsibility for social marketing of condoms. Between June
'2008 and May '2010 approximately 82,014 condoms were sold nearby their community. The
profit from the condom sale is utilized in running supporting beauty parlor for transgender &
MSM
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EXPECTED CONTRIBUTION/ RECOMMENDATIONS
The long-term sustainability of social marketing programmes and their effect on the existing
commercial sector are issues of particular concern. This need is compounded by a lack of
information and education surrounding the products, their correct use, and in the case of
condoms, the diseases against which they protect.
Social marketing programmes do not operate in air; government support is a key component of a
successful programme. So government should support to MSM, FSW in legal.
Because of the growing diversity in vulnerable population, the social marketing messages would
be more effective if they are available in other languages, specifically local languages and their
way of getting information. Government efforts have also suffered from many weaknessesdenying the existence of the HIV/AIDS epidemic, the government and the country lost valuable
time and opportunity to address the problem in its early stages.
The current government prevention policy also lacks clarity on how to reduce socio-cultural
barriers and increase acceptance of condoms. Demand creation as part of social marketing
proved extremely effective at increasing the uptake of clearly identifiable products, such as
condoms.
Social marketing brand “Nirodh Deluxe” should be repackaged and repositioned to boost
condom use. Target intervention would do for truckers at national highways. Truck horn could
be on Condom promotion, at the back of truck slogan on condom would be more effective.
Retailers should display condoms more prominently and to keep promotional items in their shop.
This was achieved through a system of incentives (free stocks, reward), as illustrated by the
‘condom display contest’ in Tamil Nadu during November 2006 to February 2007 (4). Involving
the community in the social marketing of condoms is an effective strategy to increase sale and
therefore subsequent use of condoms for safer sex among High Risk Group.
The sales and marketing team needed to design innovative strategies in order to reach minimum
coverage target group. A look at the research showed that this population group faced many
barriers to healthcare,
Data from this study finds that these FSWs take it upon themselves to find answers to their
health questions, often due to the feeling of embarrassment, as shown by the high number of
women who turned to the TV and radio as their primary source of health information. But
responses indicated that the amount of support varied greatly for each FSW.
Condom promotion campaigns through social marketing are greatly needed in India to reduce the
spread of STDs and HIV, especially in rural areas. These campaigns should occur in conjunction
with the establishment of easy-to-access condom depots in public areas.
There is also need to further expend of different social marketing method to create awareness
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and promote condom use to different vulnerable category specially for FSW according to their
convenient communication way. Corporate sector should provide support to Government as their
Corporate Social Responsibility (CSR). More emphasis should be given on non-traditional
condom outlets.

SUMMARY
In conclusion, for response to the HIV/AIDS epidemic, social marketing programmes have made
condoms accessible, affordable and acceptable to low-income populations and high-risk groups.
Corporate marketing is used for social purpose then it’s called social marketing. In some areas
this has become successful but in other few areas it given negative effect.
This primary study has been done to First measure the effect of social marketing and second if
social marketing, specially what type of media, would be an effective way to disseminate the
information of HIV/AIDS, RTI/STI and condoms to the vulnerable population. This has been
done on truckers (n=200), MSM (n=30), FSW (n=30). Questionnaire was made and FGDs were
conducted. It was found that career is the priority of truckers & FSW and friends were priority of
MSM. Truckers have radio as source of information. MSM and FSW were having Cellular phone
to get information of their clients and friends.
Approximately 78% truckers, 70% MSM, 48% FSW were aware about condom through social
marketing (See Table 1). Only 63% truckers, 47% MSM, 12% FSW were aware of HIV/AIDS,
and 58% trucker, 41% MSM, 5% FSW were using condom for prevention of HIV/AIDS, rest
were for any other purpose.
Social marketing programmes do not operate in air; government support is a key component of a
successful programme. So government should support to MSM, FSW in legal. There is urgent
need to have more social marketing of female condom & its use, and public private partnership
model to improve health of vulnerable group. Corporate sector should provide support to
Government as their Corporate Social Responsibility (CSR).

LIMITATIONS
This study has limitations in that the data collected can only best paint the picture of the attitudes
and beliefs of the subjects questioned ( Truckers n=200, MSM n= 30, FSW n= 30) and cannot be
guaranteed to apply to the entire population of these subjects in whole Delhi . The data was more
specific rather than a general view of the population.
To make this study simple and specific, we did not ask truckers that were they involved in sexual
activity with male partners. Some modifications in percentage have been done for convenience.
More graphs on different question could not generate due to page limitation.
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Table 1:

Trucker
(n=200)
Below15

MSM
(n=30)

4
9

FSW
(n=30)

2
2

15-20

6
4

4

6

21-30

58

3

9

31-40

62

9

3
1

41-50

14

6

1

51-60

4
8

2
1

2
1
4

1
2

1

Above 60

13
4
3
11
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Table 2:
Priorities by subjects
Variable
Family
Plans for Future
Health
Friends
Job Career
Education
Personal Apperance
Sports/Athletic Activities
Significant Other

Trucker
(n=200)
32
18
24
38
68
6
4
2
8

MSM
(n=30)
3
4
3
7
5
3
2
1
1

FSW
(n=30)
5
1
1
5
11
1
5
0
1

NOTE: Participants were asked to list the top three topics that were the most important to them.
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ABSTRACT
Nigeria, with a population of 140 million people accounting for 47% of the population of West
Africa, has a moral responsibility to lead the continent towards achieving the Millennium
Development Goals (MDGs). Yet its health system is ranked 187th of 191 WHO member states.
Lending credence to this ranking are health indices such as an infant mortality rate of 101 per
1000; maternal mortality rates ranging from 500 per 100,000 in the South West to 800 per
100,000 in the North East, perinatal mortality rate of 48 per 1000 and child mortality rate of 205
per 1000.
There is thus an urgent need to foster effective collaboration and partnership with all relevant
stakeholders to improve the health systems in Nigeria.
This paper explores challenges and possible solutions relating to health systems strengthening in
Nigeria including health policies, governance, organization and financing of health services,
health workforce production and health service delivery.

KEYWORDS:- Goals, Stakeholders, Health System, Health Service, Organization

INTRODUCTION
International collaboration in health initially focused on providing aid to needy countries during
epidemics and other crises. Collaboration has widened to include the sharing of knowledge and
mutual support to achieve global targets in the health sector. In the area of disease control, the
eradication of smallpox was a unique example of the value of coordinated action by all countries
of the world.
The past century has been characterized by major advances in biomedical sciences providing
many varied opportunities for health promotion, disease prevention, treatment and rehabilitation.
The phenomenal growth of science has fuelled increasing expectations on the part of individuals
and communities; and it has led to increasing complexity in planning and managing health
services as well as rising costs. These challenges have brought the design and operation of health
systems to the front of national and international debate.
Health systems, aimed at meeting these challenges, are evolving in the context of local needs and
opportunities as well as being constrained by limited resources. Hence there is great diversity in
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the format of health systems, showing variation from country to country and also changing over
time.
Nigeria, with a population of 140 million people accounting for 47% of the population of West
Africa, has a moral responsibility to lead the continent towards achieving the Millennium
Development Goals (MDGs). Yet its health system is ranked 187th of 191 WHO member states
(WHO, 2000). Lending credence to this ranking are health indices such as an infant mortality
rate of 101 per 1000; maternal mortality rates ranging from 500 per 100,000 in the South West to
800 per 100,000 in the North East (Partnership for Maternal, Newborn and Child Health, 2006),
perinatal mortality rate of 48 per 1000 and child mortality rate of 205 per 1000 (UNICEF State
of the World’s children, 2006).
Since a health system is designed to respond to the needs of its population, it is therefore a major
failing of the system when effective and affordable interventions do not reach the population
who would benefit from them the most. Poor utilization rates and unfavorable health indices in
Nigeria are attributable to identified challenges to the organization, financing, provision and
delivery of health care services. Thus improvement in health indices or achievement of the
millennium development goals in Nigeria will be difficult unless there is a concerted effort to
restructure the Nigerian health care system.

LITERATURE REVIEW

HISTORY OF NIGERIA’S HEALTH CARE SYSTEM
In colonial times, the government health program served three constituencies:


Europeans – civil servants, traders



Nigerian civil servants



General public

Special services were provided for expatriate Europeans. Where there were relatively large
concentration of expatriates, it was possible to provide exclusive services for them e.g. the
European Hospital in Lagos (later renamed ‘Creek’ hospital in 1947). In the general health
facilities, Nigerian civil servants were accorded priority access. The geographical distribution of
government health services was uneven. Hospitals and other health institutions were strategically
located in cities and towns that served as administrative and military centers of the colonial
government. Few services were provided in other areas; they provided no public services in
some large townships that did not have government offices. Christian and faith-based missions
played a major role in bringing health services to under-served populations. The medical
missions also cared for victims of leprosy and other marginalized groups. With the
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encouragement of the World Health Organization, a new movement arose aimed at providing
basic health services to communities at the grassroots level. The Nigerian Health Policy, written
in 1984 and adopted in 1988, signaled a new approach to the development of Nigeria’s health
system. It prescribed a health system based on the primary health care approach.
More recently, on consultation with stake holders, the health policy has been updated and the
Federal Ministry of Health has issued more detailed statements on some specific issues – human
resources, etc. The philosophical and theoretical basis of the Nigerian health system has been
firmly laid. The current challenge is to translate these ideas into concrete action.

WHAT IS A HEALTH SYSTEM?
A system can simply be defined as “A group of interdependent items that interact regularly to
perform a task”. The essence of a system is the interaction of items in order to achieve a defined
goal. Thus, a health system is not merely a collection of discrete services each being delivered
without specific relationship to the other elements of health care. A health system is defined in
the National Health Policy as comprising all organizations, structures, institutions and resources
needed to provide all Nigerians with qualitative, effective, efficient, available, accessible and
affordable health services in a manner that is equitable and meets their needs.
The challenge in developing a health system is to organize the various elements for health
promotion, specific disease prevention, diagnosis and treatment of ailments and rehabilitation.
The required inputs include biomedical interventions as well as contributions from other
disciplines and sectors.
Factors accounting for the poor ranking of the Nigerian Health Systems include the following:


Fragmentation of the health system with poor coordination between the primary,
secondary and tertiary levels.



Weak and ineffective referral systems resulting in overburdened secondary and tertiary
health facilities.



Inappropriate orientation of available services.



Duplication of health activities with resultant wastage of resources.



Low level of financial risk protection for the population who live in poverty.



Gross under-utilization of public health facilities.



Lack of formal integration of the private sector and weak partnerships between public
and private sectors.
Lack of health information/data for planning purposes.
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HEALTH AND POLICY FRAMEWORKS IN NIGERIA
Health systems provide health services through a range of activities designed to improve or
maintain health. These services are delivered in the context of guidelines, policies, legislation
and laws with the specific goal of optimizing inputs to produce health. Policy achieves the
objective of defining a vision and setting goals for the future; which in turn helps to establish
benchmarks for the short and medium term. Health policies also outline priorities, roles and
responsibilities for stakeholders in health. Despite the obvious benefits, African countries are at
various stages of development in terms of policies and regulatory frameworks. Some countries
appear to have issued very few national health policy statements while, though policies exist,
there is lack of implementation in other countries.
The current Nigerian constitution fails to clearly delineate responsibilities for different tiers of
government, leaving all tiers involved in funding and provision of healthcare at their discretion.
Without this constitutional definition of roles, there is a near complete absence of effective
linkages and referrals. This is especially apparent with the poor funding and organization of
healthcare at Local Government level where two-thirds of Nigerians ought to receive care. To
address these problems, the proposed National Health Bill defines the National Health System
and outlines roles and responsibilities of Federal, State, and Local Governments in the health
system. It also creates the National Primary Health Care Fund to ensure joint funding of Primary
Health Care by all tiers of government.
Policy oversight and regulatory activities is a responsibility of health authorities. It covers the
development of regulatory guidelines or rules to govern the operations of actors in the health
system, as well as efforts to ensure compliance. To augment government oversight, professional
bodies also exist to conduct training, accreditation, and certification and of health professionals.
In most African countries, there seems to be an abundance of policies and regulatory guidelines
within which to operate but government capacity to implement such policies or carry out
regulatory responsibilities is hampered by lack of funds and commitment. Since independence,
Nigeria has adopted five successive national and 24 sectoral health policies; some of which have
been incorporated into various national development plans, the last of which was adopted in the
1988 National Health Policy.
The Constitution of the Federal Republic of Nigeria (1999) is another policy instrument but it
does not clearly specify the roles expected of Local Government Areas (LGAs), State and
Federal Governments in the national health care delivery system. This creates loopholes and gaps
in service delivery since the LGAs are the main implementing agents of primary health care.
Although health is not in the Concurrent List of the 1999 Constitution of the Federal Republic of
Nigeria, however, in practice, all the tiers of government, the Federal, State, and the Local
authorities, engage in different aspects of health care. Specifically, the Federal Government
provides tertiary health care; State Governments provide secondary health care; the Local
Government provides primary health care. The lack of clarity and specificity in the Constitution
makes it possible for all tiers to engage in all the 3 types of health care.
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HEALTH IN THE 1999 CONSTITUTION OF THE FEDERAL REPUBLIC OF
NIGERIA
The Nigerian government has produced many health sector policies since the country gained
political independence in 1960. The first four were outlined in various national development
plans that spanned the period between 1960 and 1985. The national health policies prior to 1985
were orientated towards the orthodox approach. The philosophy that guided the policies
stemmed from the assumption that the development of the health sector would well depend on
the availability of physicians as well as the accessibility of users to secondary and tertiary health
care facilities. Consequently, substantial resources were earmarked for, and invested in the
training of physicians including the construction and expansion of health care facilities in the
four plans that were adopted / approved prior to 1985.
The Government should show commitment to, and appreciate the provisions of the 1999
Constitution, which deals with the fundamental objectives and principles of State policy which
though not justifiable, are relevant to health. It provides that the Federal Republic of Nigeria
shall be a State based on the principles of democracy and social justice. This includes the
security and welfare of the people. It also provides that the State shall ensure “that health, safety
and welfare of all persons in employment are safeguarded and not endangered or abused”. The
constitution clearly states that there will be adequate medical and health facilities for all persons,
children, young persons and the aged and that they are protected against any exploitation
whatsoever and against moral and material want.
HEALTH AND HEALTH-RELATED LEGISLATION IN NIGERIA
The Legislations relevant to health could be classified as follows:


Laws relating to health professions



Laws relating to healthcare institutions, regulatory bodies and institutions implementing
health programs



Laws on drugs and foods



Health in the context of the criminal code



Health-related laws on environment



Health-related laws on industries



Unclassified others
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IMPLICATIONS OF THE CONSTITUTIONAL LACUNA ON THE HEALTH SYSTEM
IN NIGERIA
The absence of a clear provision for health in the 1999 Constitution, which can be interpreted as
a constitutional lacuna, has the following implications:


There is no clear definition of responsibilities for different tiers of government.



All tiers are involved in all aspects of the health system, resulting in ineffectiveness and
inefficiency.



There is inadequate co-ordination and collaboration by different tiers of government.



There is inadequate funding of the system.



Effective linkages and referrals are almost absent within the system.

In view of this, the Federal Ministry of Health (FMOH), in collaboration with NASS, proposed a
National Health Bill in 2004 with the purpose of providing a frame work for the development
and management of a structured health system within the Federal Republic, taking into account
the obligations imposed by the constitution and other laws on the Federal, State, and Local
Governments with regards to health services; and to provide for matters connected therewith.

GOVERNANCE AND STEWADSHIP OF NIGERIAN HEALTH SYSTEM
Governance and stewardship in the health sector is increasingly being recognized as an important
factor in the provision of health services and functioning of health systems. Performance of a
health system is more effective when there is strong governance and effective institutions. In fact
where low income countries have made progress in improving health outcomes, political
commitment has played a major role. Stewardship has been defined as a “function of a
government responsible for the welfare of the population and concerned about the trust and
legitimacy with which its activities are viewed by the citizenry”.
Government is particularly called on to play the role of a steward, since it makes huge
investments in health and also develops many of the policies and laws pertaining to healthcare
delivery. The community’s key role in stewardship is evolving, particularly in developing
countries. Public consultation which encourages community participation and collective
ownership of health resources is part of the policy formulation process in some countries. An
important expansion of this approach beyond policy-making to implementation is represented by
sector-wide approaches. Strengthening structures of accountability encourages good performance
of health systems. So does the introduction of mechanisms to ensure that users have a voice in
the local health system and that they can influence priorities. In Burkina Faso for example,
participation by community representatives in public primary health clinics has increased the
coverage of immunization, the availability of essential drugs, and the percentage of women who
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get two or more antenatal visits. In Jigawa state of Nigeria, a community approach to
organization of health services which involved the engagement of traditional structures in formal
healthcare proved to be a promising health reform strategy.
Health services funded from public sources are obviously the responsibility of government. The
challenge for governments in developing countries like Nigeria is to harness the energy of the
private and voluntary sectors in achieving better levels of health systems performance. Services
financed and provided by the private sector in a developing country may account for as much as
60-70% of health service provision and private spending in health constitutes a large proportion
of total health spending in low and middle income countries. In spite of this, policy debates
frequently focus on public spending. Policymakers have to find ways to improve stewardship of
both public and private spending in order to improve health indices. Regulation of the private
sector to ensure that it acts responsibly in the provision of healthcare services is an important part
of the government’s task as the overall steward or trustee of the health system.
Governments of several states in Nigeria have sought to strengthen healthcare delivery by
various reforms, with or without the support of development partners. For example, in Enugu
state, improvements in health care delivery was achieved through the development of
governance structure, management systems including an information management system and
massive capacity development of frontline health workers/administrators on their new roles. In
addition, Lagos state located in the South Western part of Nigeria improved its health service
delivery through Public-Private Partnership (PPP) and by simplifying the bureaucracy attached
to public health systems.
However, there are a number of challenges related to governance and stewardship currently
being faced in Nigeria by communities at state level. These challenges include lack of policy
direction, inequity in distribution and maintenance of health infrastructure, inappropriate
orientation of available services, poor integration of services and poor collaboration between the
State and Local Governments on health matters. As a result, poor utilization of public health
facilities is reported in most of the States.
The way forward include introduction of district and local health authority management teams,
engagement of traditional structures in the formal delivery of healthcare and strengthening of
referrals.

ORGANIZATION AND FINANCING OF THE NIGERIAN HEALTH
SYSTEM
The most visible function of a health system is the provision of healthcare services, although it is
also expected to perform financial protection and stewardship roles. In addition to the provision
of qualitative and accessible healthcare services, a health system has the objective of raising,
pooling and allocating revenue as a means of providing families and communities with financial
protection from the catastrophic cost of ill health. To meet this objective, most high income
countries rely heavily on either general taxation or mandated social health insurance
contributions. In contrast, low income countries depend far more on out-of-pocket financing
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which promotes inequity and limits access for the most vulnerable in the population. In 60% of
countries with incomes below $1000 per capita, out-of-pocket spending is the predominant form
of health spending whereas only 30% of middle and high income countries depend on this kind
of financing (Cassels and Janovsky, 1998). Studies have shown that such inequity in financing
mechanisms influences health seeking behavior and can affect the success of basic public health
programs such as a malaria prevention program.
In some African countries, including Nigeria, government expenditure on health may have
increased over the years but it is still below the statutory recommendation. WHO estimates that a
minimum government expenditure of USD34 per person per year will be required to provide an
essential package of public health interventions in order to achieve health related MDGs. To this
end, Heads of States of African countries made a commitment to allocate at least 15% of their
annual budget to the health sector. Only two countries spend over 15% of their budget on health,
leaving 44 countries, including Nigeria striving to meet this target.
In Nigeria, the structural adjustment program of the 1980s severely reduced government
spending in the social sector and triggered the expansion of other modes of financing such as
user fees; indirectly increasing private sector participation in both purchasing and provision of
healthcare.
Currently, the major sources of funding for the health sector are private sector expenditure
(mainly from household out-of-pocket spending); various employer sponsored health schemes;
government health expenditure from Federal, State and Local Governments and the donor
community. Out-of-pocket spending (OOPs) is the most common form of health financing
averaging 64.5% between 1998 and 2002 and represents a significant financial burden for
households. This prevents some people from seeking care and results in financial catastrophe and
impoverishment for those who do seek care. Recently, as part of health sector reforms there have
been introduced national and community financing schemes as well as an effort to actively
promote Public-Private Partnerships (PPP) in order to pool health resources.

ISSUES OF EQUITY
By 1999, about 65% of Nigerians were reported to be living below the poverty line. This figure
rose from 27.2% in 1980 thus showing a picture of increasing pauperization of the Nigerian
population. In practical terms, the poverty line was drawn at the proportion of Nigerians living
on less than one dollar (US$1) a day. The Gini Index which is a measure of the unequal
distribution of income (consumption) is one sure pointer that there is disequilibrium in the
distribution of the resources of the country and it shows that only about 2% of the Nigerian
population control about 55% of the country’s resources. This is a major indication for policy
instruments to facilitate a socially responsible but orderly redistribution of wealth in the country.
This redistribution must have well defined social and developmental objectives.
If the health indices of the country are to improve drastically, appropriate attention must be
placed on access to health care in addition to efforts to reduce risk exposure. Health care must be
available and accessible on the basis of need. This equity requirement is in the interest of
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national development as evidence has shown that a healthy population is more economically
productive.
GOVERNMENT STRATEGY FOR FINANCIAL AND FISCAL MANAGEMENT
TOWARDS HEALTH DEVELOPMENT IN NIGERIA
The Federal Government of Nigeria has put in place a medium term fiscal strategy, which is
expected to serve as an integral part of the economic management reform framework of the
Federal Government.
This strategy which cuts across key sectors of the economy, health inclusive, is designed to
deliver sustainable economic growth and improve the quality of life of every citizen of Nigeria.
Some of the objectives of the Federal Government’s fiscal policy for the period which spans
2007- 2009, are to strengthen the national health system; reduce disease burden attributable to
priority diseases and health problems such as malaria, tuberculosis, HIV/AIDS, infant and
maternal/reproductive related health illnesses; foster effective collaboration and partnership with
all stakeholders in the health sector, and strengthen basic and operational research and
development.
The strategy of the present administration is to ensure increased involvement/commitment to
health at the State and Local Government levels. The Government is committed to mobilizing
more funding for the health sector and intends to achieve these through the following initiatives:



Refurbishing and equipping all Federal Tertiary Health Institutions.



National AIDS/STI Control Program, including the procurement and distribution of ARV
drugs and test kits.



Roll Back Malaria Program, including the procurement of drugs for malaria case
management and Insecticide Treated Nets.



National Program on Immunization for routine immunization.



Capacity building and training for 5,000 health workers on Integrated Management of
Childhood Illnesses.



Strengthening of the National Health Insurance Scheme.



More efficient response to the health needs of the citizenry through improved
coordination between the various sectors of the economy to ensure an integrated
healthcare delivery.

As part of the effort to strengthen the existing health systems in Nigeria, the Federal Government
in 2004, introduced the National Health Insurance Scheme (NHIS) with the objective of ensuring
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that every Nigerian worker, and ultimately all Nigerians, have access to a wide range/ choice of
health service providers and are not completely paying for health services with their own
income. The NHIS is to facilitate pooling of funds for health systems development and also
provide financial protection for the insured. At present, it covers the government sector but it
will gradually extend to other sectors.

OUT OF POCKET PAYMENT FOR HEALTH SERVICES IN NIGERIA
In Nigeria, more than 80% of all health spending is through out-of-pocket spending (OOPS). As
such, most Nigerians who do not have money at the time of illness will not be able to access and
use healthcare services.
This applies not only to curative and rehabilitative services but also to health promotion services.
Hence, because of the high poverty level in the country, most people are prone to making
catastrophic health expenditures, which increases their vulnerability, perpetuates poverty and illhealth. Therefore in Nigeria, financing mechanisms that will increase access and scale-up use of
interventions for achieving the MDGs, by proving financial risk protection are needed.
In an effort to cope with the spiraling cost of health care, the Nigerian National Health Policy
articulates funding of health sector from budgetary sources, and recognizing additional avenues
of revenue such as health insurance schemes and direct financing by employers of labor. The
introduction of user fees was arguably in response to the severe problems in financing health
services in Nigeria, like in most of sub-Saharan Africa. Government health budgets declined in
real terms in response to macroeconomic problems at the time while demand for health services
increased, partly because of population growth and successful social mobilization. Consequently,
African Heads of State in the Abuja declaration agreed to set a target of 15% of government
budgets to be directed to the health sector (OAU, 2001).
Presently, increasing public health expenditures does not automatically translate into better
outcomes. Skewed resource allocation and pro-rich benefit incidence have often hindered
making a dent in poor health outcomes as the additional public fund spent gets thinly spread on
the population segments with the most need subsidies. As a result, with ill-targeted and illfunctioning exemption mechanisms, it is the poor and vulnerable that get trapped in catastrophic
OOPS. Without a meaningful safety net, they fall further into chronic poverty (World Bank
2004, Soyibo 2003).
The 2004 National Living Standard Survey (NLSS), a representative sample of above nineteen
thousand households in Nigeria, indicates that OOPS on health care is about US$22.5 per capita,
which accounts for about 9% of total household expenditures, one of the largest shares in lowincome countries across the region and even globally. The survey provides evidence on the
impoverishing effect of healthcare payments on households.
On average, 3.9% of households are estimated to spend more than 50% of their total household
expenditures on health and 11.6% of households are estimated to spend more on care than 25%
of their total expenditures. Therefore, protection against catastrophic health expenditures has to
be a priority item on the health care financing agenda (Velenyi, 2005).
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Presently, public expenditures funded through general tax revenue in Nigeria account for 2030% of total health expenditures and private expenditures accounts for 70-80% of the
expenditures and the dominant private expenditure is OOPS, which is about US$ 22.5 per capita
and accounts for 9% of total household expenditures (Federal Office of Statistics 2004). Half of
those who can not access care do not because of its costs.
The dominant reliance on this non-pooled financing instrument and the related absence of risk
sharing transfers the largest financing burden on the poor. The clear absence of exemption
mechanisms and pre-paid instruments is largely responsible for impoverishing health
expenditures. Other financing mechanisms are also used to pay for healthcare, including
community-based health insurance; tax based funding of the public sector and the federal civil
servants national health insurance scheme, which was started in 2005.

HUMAN RESOURCES FOR HEALTH IN NIGERIA
Human resources are a vital part of the health system. It is widely acknowledged that Africa’s
insufficient health workforce will continue to be a major constraint in attaining the MDGs. Thus,
the capacity to plan, produce and manage human personnel is a determinant factor in human
resources development for health. The development of human resources for health (HRH)
depends on a number of factors, some of which relate to the overall national situation while
others relate to the health sector. Targeting of one or the other of these factors instead of a
holistic approach is the source of the many problems confronting the optimal utilization of health
resources and the implementation of health policies. African countries have also been reported to
have a low density health workforce, compounded by poor skills mix and inadequate investment.
This low density of health workforce is severely threatened by high attrition rates underscored by
four factors namely insufficient training opportunities, deteriorating health of the workforce,
rural/urban imbalance and the “brain drain”.
To ensure adequate human resources for health, the four aforementioned factors leading to low
density of health workforce needs to be addressed. Nigeria is known to have one of the largest
stocks of human resources for health in Africa, 28 doctors and 170 nurses per 100,000
population. This compares with a sub-Saharan average of 15 doctors and 72 nurses per 100,000
population (World Health Report, 2006). Despite this large stock of human resources, there are
great disparities in health status and access to health care among the six geo-political zones of the
country with indicators generally worse in the North than the South.
The FMOH/Partners for Health Reform plus HRH assessment conducted in April-May 2005
indicated that the major reason for the great disparities in health status and access to health care
among different population groups in the country is a critical mal-distribution of health workers.
Currently, 70% of health workers are engaged in urban settlements where only an estimated 34%
of Nigerians are living. On the other hand, 66% of the populations, living in rural areas, are
experiencing crippling shortages (Ogungbekun I et al, 1999).
Furthermore, Nigeria is one of the several major health-staff exporting countries in Africa. For
example, 432 nurses legally emigrated to work in Britain between April 2001-March 2002,
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compared with 347 between April 2000-March 2001; this is out of a total of about 2000 (legally)
emigrating African nurses, a trend that is perceived by the government as a threat to sustainable
health care delivery in Africa’s most populous country (Raufu A, 2002). Data on Nigerian
doctors legally migrating overseas are scarce and unreliable. Nevertheless, hundreds of Nigerian
trained doctors continue to migrate annually. Factors attributable to this “brain drain” include
minimum standards of health facilities, low salaries compared to what can be obtained in North
America, Europe or the Middle East and little incentives.
Thus progress in improving relevant health indices or achieving MDGs will be slow unless the
contribution of workforce challenges to weakening health systems is addressed.

STRENGTHENING SERVICE DELIVERY
The primary objective of a health system is to improve people’s health and therefore its chief
function is to deliver health services.
Health care services are amongst the most basic of all essential services, and their significance
cannot be over emphasized. However, health care delivery in Nigeria is faced with the problems
of the quality of care and accessibility to care. Health facilities are unable to function well
because of poor physical infrastructure such as roads, transportation, electricity, communication
and clean water supply. Vehicles are often immobile for lack of repair and maintenance.
Documentary evidence has shown that health service delivery in Nigeria is as low as 30% and
other indicators such as waiting times, staff attitude to work and public confidence in the health
sector has declined significantly over the years.
Over the last few decades the health sector has witnessed a gradual decline generally and a lack
of managerial capacity at all levels of the health system. This has resulted in key resources not
being managed well, and consequently, in poor service delivery.
Globally, health services are known to be provided at different levels by different agencies and
specialists. Health care provision in Nigeria is a concurrent responsibility of the three tiers of
government in the country; these are also supported by organizations and the private individuals
who establish and run private medical services.
In summary the major constraint affecting the health care delivery program in Nigeria are; the
lack of adequate materials, lack of community ownership, prevalence of inadequately trained
staff and inadequate or non-availability of qualitative health care.
Thus, the strategy to achieve a strengthened health care delivery is a comprehensive health care
system based on primary health care that is promoting health, preventive, curative and
rehabilitative to every citizen of the country.
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Shortage or lack of drugs and essential pharmaceuticals in health care is indicative of a serious
failure in the system. Drug shortages have been a recurring phenomenon particularly in the
public health sector. Even when drugs are available it does not translate to accessibility.
Availability is not synonymous to accessibility because of the huge impact of prices in the
determination of accessibility to essential medicines.
Access to essential drugs has assumed significance over the years because of increasing
difficulty experienced by people in obtaining their medication both within and outside the
regular health care structures. In the past 2 decades an even greater concern in the drug sector has
been that of the menace posed by fake drugs.
Government is obligated to ensure that health care delivery is without discrimination. This
obligation poses great challenges to the government with close to 90% of Nigerians living below
the poverty line. High prices of medicines remains one of the greatest obstacles to access and it is
of primary concern to the government. The high prices of medicines are a result of several
factors. The procurement process particularly often lacks transparency and contributes
significantly to the high prices and by extension affordability and quality of the medicines
procured. Medicines and pharmaceuticals available have a high cost process and therefore access
to them is denied and when quality is compromised, safety cannot be guaranteed.
Baseline assessment of the Nigerian pharmaceutical sector in 2002 showed that only 46% of
essential medicines were available in public health facilities. A national survey in Nigeria in
2004 – 2006 showed that the drugs were neither sufficiently available nor were they affordable.
Ensuring access to safe drugs and essential pharmaceuticals in Nigeria, therefore, is challenged
by inadequate funding by government, lack of a transparent procurement process, and poor
availability of medicines. Other challenges are chaotic drug distribution system, irrational drug
prescription and use, poor implementation of government policies especially the National Drug
Policy, and poverty.

ACHIEVING UNIVERSAL ACCESS TO HEALTH CARE IN NIGERIA

FINANCIAL RISK PROTECTION FOR HEALTH CARE SYSTEMS IN NIGERIA
National health financing systems are generally expected to be pro-poor if health care targets are
to be met. Such systems should therefore cover three important dimensions: ensure that
contributions to costs of health care are in proportion to different households’ ability to pay,
protect the poor from financial shocks associated with severe illness, and enhance accessibility of
services to the poor. Such systems can only be achieved if the benefit and financing incidences
of different health financing mechanisms in operation are available to health care planners. It is
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evident that the Nigerian health system, especially its financing is not pro-poor and hence is not
geared towards achieving the MDGs.
The Nigerian health system, especially measured against its responsiveness to citizens’
expectations and financial protection of everyone, rich and poor (equity) is poor. This is based on
the fact that people make high out-of-pocket payments for health care. Hence, a health system
encompassing health financing mechanisms that would be equitable and ensure that providers
financially protect the poor within different mechanisms used to finance healthcare is needed. In
order to ensure financial risk protection for achieving the MDGs, pro-poor financing strategies,
as well as other financing strategies that assure financial risk protection for interventions for the
reduction of maternal and childhood mortality plus elimination of communicable diseases as
public health problems should be developed and implemented immediately in Nigeria.
The options available will include the elimination of out of pocket spending for such
interventions and channeling the money to health insurance (community-based and social),
scrapping of user fees, increased use of exemptions and deferrals, free provision of some critical
services, vouchers and subsidies. These mechanisms are in line with the national health financing
policy. A great push for scaled-up implementation of the strategies should be provided, if the
Nigerian health system is to become fair and move towards achieving the MDGs.

PUBLIC – PRIVATE PARTNERSHIPS FOR HEALTH SYSTEMS FINANCING
Improving access to health services is a fundamental principle of State as enshrined in the
Nigerian Constitution and is in the spirit of solidarity and social justice. Engaging the private
sector thus holds the potential for increasing the availability of health services and where the
process is properly modulated by the public sector, it should also improve access and
affordability (Nigerian Constitution 1999).
Properly implemented Public-Private Partnerships hold the potential to combine the strengths of
public and private players, and thereby ensure cost efficiency and improved quality of service
delivery while also working towards an equitable distribution of healthcare services and the
provision of such public goods as are essential to achieving broader health policy goals. Public
Private Partnership needs a fertile soil to germinate if health objectives are to be met. At no time
must the public sector abandon the driver’s seat or else the social goals that the health sector
must necessarily pursue will be missed. At the same time enough room must be allowed the
investing private sector recoup its investment over a reasonable period of time.
Public-private partnerships provide a path towards more effective service delivery and a means
by which the system’s present inefficiencies may be mitigated. PPP has been shown to be a fast,
effective - and in the short term at least - cheap way of getting new facilities built or new
equipment procured.
Non-availability of services serves no equity goals and it is in fact more equitable to partner with
private sector funding agencies to provide services that would otherwise have been unavailable.
Public sector leverage must in those circumstances, make chargeable fees to be lower than they
would have been in the unfettered private sector. The public sector goals of social responsibility
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and equity must be in focus while advantage is taken of the management efficiency of the private
sector to ensure quality delivery of services.

NATIONAL HEALTH INSURANCE SCHEME
Another emerging paradigm in the Nigerian health systems is the health insurance phenomenon
which, if well organized, can offer the best possible solution to the public-private mix issue.
Under the National Health Insurance Scheme, budget-holding institutions (HMOs) serving as
intermediaries between financing entities and providers, organize and manage the consumption
of care under public entitlement. Some HMOs are also offering private insurance outside the
National Health Insurance Scheme. Many of the health care providers, particularly the primary
providers are private, the fund managers or HMOs are all private while the NHIS (public sector)
serves as the regulator. A fundamental difference between medical schemes and commercial
health insurance is that health insurance was based on risk-rating leading to cream-skimming and
exclusion of the elderly and unhealthy.
The introduction of public – private mix could be feasible without compromising the quality of
the service to the public health sector. Such an introduction may require some external regulation
and enforcement.
This may be easier to enforce in a not-for-profit environment. A proper mix in the provision of
health care services may lead to the strengthening of the public sector that serves everybody. It
may prevent the shifting of good physicians and resources from the public sector to a private one
that benefits only a few.

IMPROVING HUMAN RESOURCE MANAGEMENT SYSTEMS
In the health sector reform, a major thrust is to improve the availability of health resources
(including human resources for health and their management). Improvement of human resource
management systems will lead to the formulation of relevant policies and strategies and
rationalized training systems for health workers.
In context, the major human resources for health challenges that need to be addressed include the
mismatch between the training of professionals and requirements, the massive brain drain from
poor developing to rich developed countries, the internal mal-distribution of available staff
(rural-urban), the unclear career pathways for health professionals, and the public-private sector
dichotomy in the management of health professionals.
The principles under-pinning the human resources for health Policy which include improving
access, stewardship and accountability, strengthening public-private partnership for health,
improving efficiency and effectiveness in resource mobilization, producing adequate numbers of
health workers who are also adequately prepared to respond to health challenges and assuring
quality of care should be thoroughly implemented.
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IMPROVING SERVICE DELIVERY
Best practices by health care providers are essential in the delivery of quality healthcare. In order
to achieve this, health care providers must adhere to Standard Operating Procedures (SOP) at all
times. Generally, health care providers must conform to professional standards and codes of
ethics, ensuring that health centers/hospitals are furnished with the appropriate quality and
quantity of hospital equipments. Adequate staff training and provision of care in a conducive
(hygienic and spacious) environment are also essential in the provision of quality healthcare. It is
also important that equity must be maintained for healthcare to be affordable to all. In summary,
effective healthcare delivery amounts to achieving the health related Millennium Development
Goals (MDGs)
High quality patient care can be achieved through a relationship based care taking into
consideration patient’s satisfaction. Using practical strategies and solutions that improve safety
and quality, can lead to patient satisfaction.

ENSURING ACCESS TO ESSENTIAL DRUGs
Availability is the first step in ensuring access. About 75% of essential medicines used in Nigeria
are imported, less than 20% are produced locally while the remaining 5% are obtained from
foreign donors. Drug availability is also dependent on several other factors like funding,
selection, quantification, procurement and rational use. The goals of the revised National Drug
Policy which is to ensure the availability of safe, efficacious, and affordable essential medicines
as well as the promotion of rational drug use should be vigorously implemented.
Affordability is the second step in ensuring access. A recent survey of prices of medicines in
Nigeria showed that Nigerians pay 2 to 64 times the prices of medicines in the international
market, yet over 90% of Nigerians are considered poor and live on less than $1 per day. The
government should put policies and strategies in place for lowering prices of medicines in order
to ensure access.
In addition, creating consumer awareness and promoting community participation will also
improve access to drugs.
The public-private partnership (PPP) approach including the NHIS will also help in improving
access. The availability of health resources and the proposed national health investment plan will
go a long way in improving the funding outlay that can be applied in the procurement of
medicines thereby improving access.
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CONCLUSION
In order to strengthen health systems in Nigeria, there is a need to build consensus amongst the
various stakeholders and other sectors which have direct impact on health so as to ensure
significant investment in the sector.
There is also need for division of responsibilities among the three tiers of government – Federal,
State and Local Government; entrenching evidence- based approach in policy making and the
design of strategies at all levels of the health system; optimizing the effectiveness of human
resources for health and establishing monitoring and evaluation as an integral part of the
management of services;
Accordingly, effort should be geared toward Public-Private Partnerships, increased technical
support by our development partners, and establishment of strong linkages between governmentowned health systems and privately run health institutions.
Government at all levels, business organizations and individuals need to play effective roles in
health financing. In this way, overall affordability, availability and quality of health services are
ensured for the entire populace. It is incumbent upon the government to provide the appropriate
policy guidance and direction that will create a conducive environment for sustainable health
care delivery to all Nigerians.
With greater transparency in budgeting, prudent management of revenue, and expenditure, more
resources would be available for investment in the priority sectors, including health. There is a
dire need to ensure that health financing arrangements combine individual responsibility with
targeted subsidies in the most effective manner that would make health care services in the
country generally efficient accessible, and affordable.
In addition, access to essential medicines which are safe, efficacious and of good quality on a
sustainable basis is crucial for the success of the Nigerian health care delivery system. Access to
medicines can lead to significant improvements in health outcomes and facilitate realization of
the health related components of the Millennium Development Goals (MDGS), as well as
considerable reduction of the burden of disease. It is a human right and government has full
responsibility of being responsive to this issue. However, government cannot handle this alone
and therefore all hands must be on deck to ensure that we remain our “brothers’ keepers”.
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ABSTRACT
BACKGROUND
Refractive errors such as myopia, hyperopia and astigmatism has been implicated as the major
causes of treatable but undetected eye defects in school age children. Vision screening is a
veritable tool in detecting and preventing these visual impairments in children. This vision
screening in primary school children was done in an urban school in Lagos state, Nigeria. This
study was conducted to screen primary school children for refractive error and to find out the
pattern of visual defects in school age children in an urban city.
METHODS
A cross sectional study on screening for refractive error in school children was carried out in a
primary school in Ikeja Local Government Area of Lagos State between November and
December, 2012. The study population were school age children from primary 1-6 and the
pupils age was 5–11 years. Near acuity was done at 40cm and distance visual acuity for each
eye was assessed by an intern Optometrist at 6 meters distance. Those with visual acuity of 6/12
or less were presented with a pinhole and the test repeated. Improvement of visual acuity with
pinhole was considered refractive error. Penlight examination was carried out to check for
external examination and opthalmoscopy was done under dim illumination to check the internal
status of the eye. The isihara chart was used to assess the color vision.
RESULTS
A total of 580 (340 females and 240 males) Pupils were examined. Of these, 506 pupils
(87.24%) had no refractive error but 74 pupils ( 12.76%) had refractive errors including
amblyopia and color vision defects. Myopia was found to be highest refractive 51.35%, followed
by hyperopia 29.73%, astigmatism 10.81%, amblyopia 2.70% and color vision 5.41%.
CONCLUSION
A significant refractive errors was observed among primary school children aged 5-11years at a
prevalence of 12 .76%. Refractive errors can affect a child academic performance in school and
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could lead to permanent visual disabilities in adult life if not detected and treated early.
Therefore, there is a need to have regular and timely vision screening in primary school children
at least at the commencement of school so as to defect those who may suffer from visual
impairment. Eye health education and regular vision screening are very crucial in the prevention
of visual impairments among school age children.

KEYWORDS: Refractive error, Screening, School children

INTRODUCTION
Vision screening is a practical approach to identifying children needing professional eye
services. It is an efficient, economical, cost effective and efficacious manner of detecting and
preventing possible vision problems or eye conditions that are likely to lead to visual impairment
in school age populations. Vision screening is not diagnostic but it is a practical approach to
identifying children needing professional eye services. Visual problems can affect the physical,
intellectual, social, academic and emotional development of children even into adulthood. Vision
screening must be followed up by appropriate referral, treatment and management of identified
problems.
Refractive error can be regarded as a major contributor to visual impairment which is a
significant cause of morbidity in children worldwide(5). It is an optical defect intrinsic to the
eye which prevents the light from being brought to a single focus on the retina thus reducing
normal vision (1). Refractive errors have been found to increase with age and thus require vision
screenings to continue throughout the school age years. Most of the children with uncorrected
refractive error are asymptomatic and hence screening helps in early detection and timely
interventions.
Risk factors for most of the visual impairments include family history/genetics, age, ethnicity,
gender, chronic disease and poverty.

MATERIALS AND METHODS
This study was conducted between November and December 2012. The screening was
conducted as part of the health programme of the school and consents were obtained from the
school and parents of the pupils. An initial eye health education was done in one of the school
PTA meeting to sensitize parents and teachers on the importance of school vision screening and
eye health.
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The distant vision each pupil was tested using Snellen chart. The distance visual acuity was
tested at with the chart at 6 meters. The near visual acuity was tested with a near card at 40cm. If
uncorrected vision was <6/12 in either eye, the child was declared to have defective vision.A
cover-uncover test was then performed to confirm the diagnosis if strabismus was present. The
eye movements were tested in 6 cardinal directions to rule out paralytic or restrictive strabismus.
Anterior segment was examined with flashlight to rule out any pathology. The visual acuity,
type of refractive error and correction was noted in children that were wearing spectacles.
Myopia was considered when the measured objective refraction was more than or equal to –0.75
spherical equivalent diopters in one or both eyes. Hyperopia was considered when the measured
objective refraction was greater than +2.00 spherical equivalent diopters in one or both eyes
provided no eye was myopic. Astigmatism was considered to be visually significant if
≥1.00 D.
basic ocular health was assessed by a penlight and an opthalmoscope to determine the internal
eye health and to check for diseases such as cataract and glaucoma. Children with eye defects
and or refractive errors were referred to the community optometrist for further evaluation and
treatment.
To validate the data, frequencies, percentage and their 95% confidence intervals were calculated.
Variables like age group and gender were also considered. A written individual vision screening
report for each pupil was sent to all parents and the school was submitted an overall report for all
pupils showing details of detected vision problems, remedies and recommendation.

RESULTS
A total number of 580 students were screened. Of these 74 pupils representing 12.76% had
refractive error including amblyopia and color vision defects. A total number of 506 pupils had
no refractive error. This represented 87.24% of the total population. The prevalence of refractive
error was 51.35% for myopia, hyperopia was 29.73%, astigmatism was 10.81%, amblyopia was
2.70% and color vision defects were 5.41%.

GENDER DISTRIBUTION OF PUPILS
CHARACTERISTICS

number

percentage

Male

280

48.28%

Female

300

51.72%

Total

580

100%
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AGE GROUP IN YEARS
AGE-GROUP

CHARACTERISTICS

3-4

70(12.07%)

5– 6

120 (20.69%)

7– 8

180 (31.04%)

9– 10

200(34.48%)

11 - 12

10 (1.72%)

Total

(100.0%)

TABLE SHOWING THE TOTAL NUMBER OF PUPILS WITH AND WITHOUT
REFRACTIVE ERRORS.
CHARACTERISTICS

number

percentage

Refractive error

74

12.76%

No refractive error

506

87.24%

Total

580

100%

DISTRIBUTION OF REFRACTIVE ERRORS IN PUPILS
REFRACTIVE ERROR

number

percentage

MYOPIA

38

51.35%

HYPEROPIA

22

29.73%

ASTIGMATISM

8

10.81%

AMBLYOPIA

2

2.70%

COLOUR VISION

4

5.41%

TOTAL

74

100%
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DISCUSSION
The lack of access and utilization of school age children to eye care services portends great
danger to their educational, behavioral, developmental and quality of life. Children have been
found to be the least likely group to have an eye examination. This makes them vulnerable to
avoidable visual impairments in childhood.
Visual impairments can be associated with developmental delays which often go beyond
childhood into adulthood. Reports of studies carried out in America(9) showed that vision
disorders were rated as the fourth most common disability and the most prevalent handicapping
condition in childhood. Statistics (10) from the World Health Organization showed that 80% of
all visual impairment can be avoided or prevented and every minute a child in our world goes
blind. The fact that visual impairments can be avoided or prevented in early childhood further
highlights the significance of vision screening. Vision screening has been found to be a viable
tool in the early detection and prevention of most visual problems in childhood. The lack of
access of children to proper vision care can be mitigated by the introduction of mandatory yearly
vision screenings in schools.
The studies by Nkanga (6) in Enugu and Faderin(7) in Lagos, both in cosmopolitan cities, also
observed a high prevalence (7.4% and 7.3% respectively) of refractive error. The differences in
the prevalence of refractive error in these studies, may also in part, be related to differences in
sample size and methodologies used in identifying pupils with refractive error. Chuka-Okosa(2)
in her study on refractive error in rural school children in Nkanu West LGA of Enugu State,
South-Eastern Nigeria reported a prevalence of 1.97%. The prevalence of refractive error in this
study is above the World Health Organization prevalence of 2–10% worldwide (1).

CONCLUSION
In conclusion, children are born with all the eye structure necessary to see but they learn to use
them gradually as these structures develop with their physical growth. Children vision continues
to develop throughout their pre-school years and the visual system is usually fully developed by
the time the child finishes primary school. Any vision anomaly that is not detected early in any
of the stages of eye development in children can lead to a permanent visual impairment.
Refractive errors have been found to increase with age and thus require vision screenings to
continue throughout the school age years.
Vision screening can detect refractive errors, strabismus, amblyopia, color vision deficiency,
eyelid abnormalities, congenital defects, and systemic eye diseases. Stages of vision screening
include the pre-school and school age vision screenings. Refractive errors are avoidable causes
of visual impairment in school children. It can be corrected with eye glasses and /or visual
therapy. Untreated refractive error can result in amblyopia.
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Finally, the prevalence of Refractive Error in primary school children in an urban school in
Lagos, Nigeria was 12.76 % and most pupils had no refractive error (87.24%). Though this study
showed the magnitude of refractive error in school children in an urban school in Lagos State,
the findings cannot be entirely representative of the general children population.
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INTRODUCTION
Air pollution is a significant cause of morbidity and mortality. The greatest health impacts from
air pollution worldwide occur among the poorest and most vulnerable populations. The amount
of exposure in terms of the number of people, exposure intensity and time spent exposed is far
greater in the developing world (Smith, 1993); approximately 76% of all global particulate
matter air pollution occurs indoors in the developing world

WHAT IS AIR POLLUTION?
The World Health Organisation defines air pollution as ‘the disequilibrium of air caused due to
the introduction of foreign elements to humans’ natural and manmade sources to the air so that it
becomes injurious to biological communities’. It has also been defined as the contamination of
air by discharge of harmful substances, which can cause health problems including burning eyes
and nose, itchy irritated throat and breathing problems (USEPA 1994).
Air pollution is also the introduction of chemicals, particulate matter, or biological materials that
cause harm or discomfort to humans or other living organisms, or damages the natural
environment, into the atmosphere. It is also defined as the presence of chemicals in the
atmosphere in quantities and duration that are harmful to human health and the environment. It
can be defined as the presence in the outdoor or indoor atmosphere of one or more gaseous or
particulate contaminants in quantities, characteristics and of duration such as to be injurious to
human, plant or animal life or to property, or which unreasonably interferes with the comfortable
enjoyment of life and property (Odigure, 1998)

Pollution of the environment is one of the most horrible ecological crises the world is subjected
today. The environment (air, land or soil and water) was in the past pure, virgin, undistributed,
uncontaminated and basically most hospitable for living organisms but the situation is just the
reverse today. Today, the environment has become foul, contaminated, undesirable and
therefore, harmful for the health of living organisms, including man.
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WHAT ARE AIR POLLUTANTS?
These are harmful solid, liquid or gaseous substances that are present in such concentrations in
the environment which tend to be injurious to living organisms.
They are also known as substances in the air that can cause harm to humans and the
environment. Pollutants can be in the form of solid particles, liquid droplets, or gases.

CLASSIFICATION OF POLLUTANTS
There is no singular view by which pollutants can be classified.

POLLUTANTS CAN BE CLASSIFIED AS EITHER PRIMARY OR
SECONDARY
This classification is based on the manner they reach the atmosphere. Usually, primary pollutants
are substances directly emitted from a process, such as ash from a volcanic eruption, the carbon
monoxide gas from a motor vehicle exhaust or sulphur dioxide released from factories.
Secondary pollutants are not emitted directly. Rather, they form in the air when primary
pollutants react or interact. An important example of a secondary pollutant is ground level
ozone- one of the many secondary pollutants that make up photochemical smog.
Note that some pollutants may be both primary and secondary: that is, they are both emitted
directly and formed from other primary pollutants.

POLLUTANTS MAY ALSO BE CLASSIFIED AS NATURAL OR MAN
MADE
Natural pollutants include dusts or particulate matters, and the man made pollutants include all
chemicals that are produced by man. It must however be noted that a pollutant is not yet a
pollutant until it has caused a significant alteration in the normal gaseous composition of the
atmosphere. It can therefore be said that all chemicals or natural matters whose introduction is
greater than the maximum that the earth can take or absorb are pollutants. Meanwhile, it is also
useful to note that all chemicals (before they become pollutants) are useful.

POLLUTANTS MAY
COMPOSITION

BE

CLASSIFIED

BASED

ON

CHEMICAL

Their names have been given according to the prominent chemical compounds they contain:
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i. Sulphur-containing compounds
ii. Nitrogen – containing compounds
iii. Carbon-containing compounds
iv. Halogen-containing compounds
v. Toxic substances
vi. Radioactive compounds

POLLUTANTS MAY BE CLASSIFIED ACCORDING TO PHYSICAL
STATE
Pollutants are classified as
i. Gaseous
ii. Liquid (aqueous)
iii. Solid

POLLUTANTS MAY BE CLASSIFIED ACCORDING TO THE SPACE
SCALES OF THEIR EFFECTS
i. Local (or indoor)
ii. Regional
iii. Global
.

MAJOR PRIMARY POLLUTANTS PRODUCED BY HUMAN ACTIVITY
INCLUDE:
SULPHUR OXIDES (SO): the most common sulphur pollutant is sulphur dioxide, a chemical
compound with the formula SO 2 . SO 2 is produced by volcanoes and in various industrial
processes. Since coal and petroleum often contain sulphur compounds, their combustion
generates sulphur dioxide, therefore a typical source of SO 2 is the exhaust of vehicles that use
leaded automobiles. Further oxidation of SO 2 , usually in the presence of a catalyst such as NO 2 ,
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forms H 2 SO 4 and thus acid rain (Anderson, 2005). This is one of the causes for concern over the
environmental impact of the use of these fuels as power sources.
NITROGEN OXIDES (NO): the most common is nitrogen dioxide and it is emitted from high
temperature combustion. It can be seen as the brown haze dome above or plume downwind of
cities. Nitrogen dioxide is a chemical compound with the formula NO 2 . It is one of the several
nitrogen oxides. This reddish-brown toxic gas has a characteristic sharp, biting odour. NO 2 is
one of the most prominent air pollutants and is introduced into the air mainly through automobile
exhaust, gas stoves and heaters, wood-burning stoves, kerosene space heaters
CARBON MONOXIDE: It is a colourless, odourless, non-irritating but very poisonous gas. It
is a product of incomplete combustion of fuel such as natural gas, coal or wood. Vehicular
exhaust is a major source of carbon monoxide.
CARBON DIOXIDE (CO 2 ): It is a colourless, odourless, non-toxic greenhouse gas associated
with ocean acidification, emitted from sources such as combustion, cement production and
respiration
VOLATILE ORGANIC COMPOUNDS: VOCs are an important outdoor air pollutant. They
are often divided into the separate categories of methane (CH 4 ) and non methane (NMVOCs).
Methane is an extremely efficient greenhouse gas which contributes to enhance global warming.
Other hydrocarbon VOCs are also significant greenhouse gases via their role in creating ozone
and in prolonging the life of methane in the atmosphere, although the effect varies depending on
local air quality. Within the NMVOCs, the aromatic compounds benzene, toluene and xylene are
suspected carcinogens and may lead to leukaemia through prolonged exposure. 1, 3-butadiene is
another dangerous compound which is often associated with industrial uses.
PARTICULATE MATTER: Particulates, alternatively referred to as Particulate Matter (PM)
or fine particles, are tiny particles of solid or liquid suspended in a gas. In contrast, aerosol refers
to particles and the gas together. Sources of particulate matter can be manmade or natural. Some
particulates occur naturally, originating from volcanoes, dust storms, forest and grassland fires,
living vegetation and sea spray. Human activities, such as the burning of fossil fuels in vehicles,
power plants and various industrial processes also generate significant amounts of aerosols.
Averaged over the globe, anthropogenic aerosols those made by human activities-currently
account for about 10% of the total amount of aerosols in our atmosphere. Increased levels of fine
articles in the air are linked to health hazards such as heart disease (Molles, 2005) altered lung
function and lung cancer. Persistent free radicals connected to airborne fine particles could cause
cardiopulmonary disease (Bronwen, 1999). Toxic metals, such as lead, cadmium and copper.
CHLOROFLUOROCARBONS (CFCS): It is harmful to the ozone layer emitted from
products currently banned from use.
AMMONIA (NH 3 ): It is emitted from agricultural processes. Ammonia is a compound with the
formula NH 3 . It is normally encountered as a gas with a characteristic pungent odour. Ammonia
contributes significantly to the nutritional needs of terrestrial organisms by serving as a precursor
to foodstuffs and fertilizers. Ammonia, either directly or indirectly, is also a building block for
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the synthesis of many pharmaceuticals. Although in wide use, ammonia is both caustic and
hazardous.
ODOURS: Such as from garbage, sewage and industrial processes
RADIOACTIVE POLLUTANTS: Produced by nuclear explosions, war explosives and natural
processes such as the radioactive decay of radon.
SECONDARY POLLUTANTS INCLUDE: Particulate matter formed from gaseous primary
pollutants and compounds in photochemical smog. Smog is a kind of air pollution; the word
"smog" is a portmanteau of smoke and fog. Classic smog results from large amounts of coal
burning in an area caused by a mixture of smoke and sulphur dioxide. Modern smog does not
usually come from coal but from vehicular and industrial emissions that are acted on in the
atmosphere by ultraviolet light from the sun to form secondary pollutants that also combine with
the primary emissions to form photochemical smog.
GROUND LEVEL OZONE (O 3 ): It is formed from NO and VOCs. Ozone (O 3 ) is a key
constituent of the troposphere. It is also an important constituent of certain regions of the
stratosphere commonly known as the Ozone layer. Photochemical and chemical reactions
involving it drive many of the chemical processes that occur in the atmosphere by day and by
night. At abnormally high concentrations brought about by human activities (largely the
combustion of fossil fuel), it is a pollutant and a constituent of smog.
PEROXYACETYL NITRATE (PAN): Similarly formed from NO and VOCs.
MINOR AIR POLLUTANTS INCLUDE: A large number of minor hazardous air pollutants.
Some of these are regulated in USA under the Clean Air Act and in Europe under the Air
Framework Directive. A variety of persistent organic pollutants attached to particulate matter.
PERSISTENT ORGANIC POLLUTANTS (POPS) are organic compounds that are resistant
to environmental degradation through chemical, biological and photolytic processes. Because of
this, they have been observed to persist in the environment, to be capable of long-range transport,
bioaccumulation in human and animal tissue, biomagnified in food chains and to have potential
significant impacts on human health and the environment.

FATE OF AIR POLLUTANTS
The pollutants of the atmosphere are simple gases, hydrocarbons and particulate material which
can be disposed of easily by biotic agencies. However the biosphere occurs only of earth’s
surface while most of these pollutants escape high up in the atmosphere. These biotic processes,
which involve water vapours, the constituents of particulate material, are responsible for causing
their chemical transformations. In the atmosphere carbon monoxide is oxidized to carbon
dioxide. Most of the hydrocarbons are also oxidized to yield carbon dioxide and water. Similarly,
nitrous and nitric oxides are changed to nitrogen dioxide (Marland et al., 2005).
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These oxides dissolve in minute droplets of water or fine film of water on aerosol surface to
yield the corresponding acids. If ammonia is present in the atmosphere, it is also dissolved in
water to form ammonium hydroxide. A variety of chemical reactions occur on aerosol surface in
the atmosphere between these reactants. Aerosols containing other constituents such as chlorides,
carbonates and other salts also take part in the atmospheric reactions (Fuggle, 2004).
Depending on the quantities of various constituents present in the atmosphere and the extent of
the atmospheric reactions, aerosols bearing various acids such as carbonic, nitric and sulphuric
acids and their salts such as carbonates, nitrates and sulphates are formed. These are brought
down in bulk as rains, dews or snow. Gases present in amounts larger than those needed to
saturate the carrying medium (Water) are left in the atmosphere (Milton, 2005).
In Nigeria, from the release of large concentration of oxides of nitrogen and sulphur in the Niger
delta environment it is glaring that some cases of acidified rain occur in the region. Although
literature is deplete in this area it is obvious that such phenomenon is experienced.
Olobaniyi and Efe (2007) also show elevated levels of lead (0.56 mg/L) and low pH values
ranging from 5.10-6.35 in rain water collected in Warri and environs. Akpoborie et al. (2000)
also report low pH values from water obtained from shallow hand dug wells in Ughelli, Warri
and Okurekpo all in Delta State. Most combustion processes lead to the release of oxides of
nitrogen and lower fractions of hydrocarbons and in the presence of UV radiation the resultant
smog could lead to decrease in visibility. Although not readily reported this is a common
phenomenon in a region like the Niger delta that has large hydrocarbon deposits and various
episodes of combustion processes.
Some 45.8 billion Kw of heat are discharged into the atmosphere of the Niger-Delta from 1.8
billion ft3 of gas everyday (Aaron, 2006). Ogbuigwe (1998), reports that temperatures produced
at flare sites could be as high as 1,600°C. Temperature as high as 400°C at an average distance
of 43.8 m from flare sites in Isoko, Delta State have been recorded. Studies by Alakpodia (1989,
1995) showed that flares have negative effects on vegetation growth, animal life and ecological
equilibrium in the Niger Delta area. Heat Production kills vegetation around the heat area. It
suppresses the growth of flowering plants and reduces agricultural productivity and wild life
biodiversity.
The presence of acidified rain water in the environment increases the corrosion rate of roofing
sheets, monuments and other economic structures. In the Niger delta area there is glaring
evidence of the impacts of corrosion on several building structures.

AIR POLLUTION IN NIGERIA
Atmospheric pollution is gradually becoming a serious menace in Nigerian cities. Especially in
the metropolitan areas, inefficient energy combustion in the transportation system generates high
levels of localized air pollution. The recent increase in the importation of second-hand cars and
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the widespread adoption of the single-engine, “okada” motor-cycles for ferrying passengers all
over most Nigeria cities have accentuated the general level of air pollution.
Indeed, motor vehicles produce more air pollution than any other single human activity (World
Resources Institute 1992). Nearly 50 percent of global carbon monoxide, hydrocarbon, and
nitrogen oxide emissions from fossil fuel combustion come from gasoline – and diesel powered
engines. In city centres like Lagos and Abuja, especially on highly congested streets, traffic can
be responsible for as much as 90 to 95% of the ambient carbon monoxide levels, 80 to 90% of
the nitrogen oxides and hydrocarbons, and a large portion of the particulates, posing a significant
threat to human health and natural resources (Savile 1993).
Heavy reliance on biomass materials as the main energy source for domestic needs, especially by
the poor in Nigeria has also been identified, among other things, as partly responsible for a
variety of health problems particularly among women.
Industrial energy use contributes to the overall level of air pollution. In this regard, the gas
flaring in the oil-producing regions of the country represent perhaps the most pernicious of
atmosphere pollution in the country. In particular, they have heightened the level of airborne
emissions of such pollutants as sulphur dioxide, carbon monoxide and nitrogen oxides, all of
which pose serious health hazards in urban areas.
It is claimed that Nigeria’s carbon dioxide emissions from industrial processes, estimated at
96513 million metric tons in 1992, was the highest in sub-Saharan Africa, excluding the
Republic of South Africa. The emission from flared gas alone accounted for more than one half
of this figure.
Ever since the discovery of oil in Nigeria in the 1950’s, the country has been suffering the
negative environmental consequences of oil development. The growth of the country’s oil
industry, combined with a population explosion and a lack of environmental regulation, led to
substantial damage to Nigeria’s environment especially in the Niger Delta region, the centre of
the country’s oil industry (Oyekunle, 1999).
The country also faces environmental challenges from air pollution and desertification, with the
encroachment of the Sahara desert in north and severe air pollution in over crowded cities such
as Kaduna, Lagos and Abuja (Ifeanyichukwu, 2002). The Niger Delta’s main environmental
challenges result from oil spillage, gas flaring and deforestation. Gas flaring is the one the hottest
environmental issues in Nigeria. Flaring is the controlled burning of the waste natural gas
associated with oil production (Bassal, 1981)

COMMON CAUSES OF AIR POLLUTION IN NIGERIA
BIOMASS COMBUSTION: In Nigeria, biomass in form of firewood, coal, bamboo trunks and
dead leaves are commonly used sources of cooking fuel especially in the rural areas. Of all these
the most frequently used is firewood. This fuel woods are usually logged from nearby bushes and
forests or are collected as dead branches within the residential vicinities by the women and
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sometimes children and are used to generate energy for cooking. The combustion of firewood
releases gaseous pollutants and particulate matter. From literature the gaseous pollutants from
cooking emissions are carbon monoxide
CO, carbon dioxide CO 2 , sulphur dioxide SO 2 , nitrogen dioxide NO 2 , volatile organic
compounds VOCs and particulate matter. The particulate matter generated is in the form of
carbon black, sooth and fly ash which are major components of smoke and are most often within
the 10μm size range.
REFUSE BURNING: Refuse disposal is a major environmental problem in Nigeria particularly
in the urban areas. The refuse is usually from multiple sources including domestic, municipal,
agricultural and industrial sources. One of the environmentally unfriendly methods of managing
the waste is by open burning either on nearby lands or open dumps within the residential
vicinities. The composition of the refuse, age of the dump and intensity of the flame usually
determines the nature of the air pollutants. Often times the air within refuse burning sites is
inundated with VOCs, CO, SO, NO, Total Hydrocarbons (THCs), as well as various classes of
toxic and hazardous compounds via Polycyclic Aromatic Hydrocarbons (PAHs), dioxins, PCBs
(Polychloro Biphenyls) and heavy metals such as lead, nickel and mercury. Refuse burning is the
most common refuse disposable method in Nigeria and it constitutes a major cause of air
pollution.
TRAFFIC EMISSIONS: Over 600 million people globally are exposed to hazardous level of
traffic-generated pollutants United Nation (1998). Human exposure to these air pollutants is
believed to have posed severe health problems especially in urban areas where pollution levels
are on the increase. Pollution due to traffic constitute up to 90- 95% of the ambient CO levels,
80-90% of NO, hydrocarbon and particulate matter in the world, posing a serious threat to
human health (Savile, 1993). In Nigeria much attention is focused on general industrial pollution
and pollution from the oil industries, with little attention on the effects of air pollution from
mobile transportation sources (Faboya,1997; Iyoha, 2009).
Increased pollution from mobile sources is on the increase with per capita increase in vehicle
ownership. The consequence of this is the congestion of most Nigeria city roads and a
corresponding increase in the burden of air pollutants and their associated effects. Studies
conducted by Akpan and Ndoke, (1999) in Northern Nigeria show higher values of CO 2
concentration (1780-1840 ppm) in heavily congested areas in Kaduna and (1160-1530 ppm) in
Abuja. A study of the impacts of urban road transportation on the ambient air was conducted by
Koku and Osuntogun (1999) in three cities in south western Nigeria. Air quality indicators
namely CO, SO 2 , NO 2 and Total Suspended Particulates (TSP) were determined. The highest
levels obtained for the air pollution indicators were CO-233 ppm, SO 2 -2.9 ppm, NO 2 -1.5 ppm
and total particulates 852 ppm in Lagos.
In Ibadan the highest levels obtained were CO-271 ppm, SO 2 -1.44 ppm and NO 2 -1.0 ppm. In
Ado-Ekiti the highest levels obtained were CO-317 ppm, NO 2 -0.6 ppm and SO 2 -0.8 ppm. These
results were found to be higher than FEPA limits for CO-10 ppm, SO 2 -0.01 ppm, and NO2-0.040.06 ppm. A comparative study of emission levels in Lagos and the Niger Delta area was
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reported by Jerome (2000). Two major cities, Port-Harcourt and Warri were considered for the
NDA. The results obtained showed that the concentrations of TSP, NO, SO 2 and CO in Lagos
and the Niger Delta communities were above the FEPA recommended limits. The CO levels for
Lagos 10-250ppm were higher than the levels 5.0-61.0 and 1.0-52ppm recorded in the two
selected communities in the Niger Delta. The TSP concentrations were also high for both
locations when compared to WHO standard.
At the National level, available data on the total number of vehicles registered in Nigeria shows
an increase from 38,000 to 1.6 million between 1950 and 1992 (Enemari, 2001). Data from the
Federal Road Safety Commission (FRSC) of Nigeria however, indicates that between 1999 and
2004 about six million vehicles (6,000,000) were registered in Nigeria of which 70% of the
registered vehicles were cars and 30% busses and trucks. The reason for the large increase of
registered vehicles in 1999 was due to the deadline given for the registration of all vehicles in the
country by FRSC. The subsequent years indicate vehicles coming in for the first time into the
country.
The increase recorded in 2002 was the climax due to favourable government policies on
importation of fairly used vehicles at the inception of democratic rule in Nigeria. Although there
was a decline in 2004, it is obvious that the number of vehicles plying Nigerian roads had
continued to increase. In Lagos alone about 223,764 vehicles were registered in 2008 compared
to 160,134 vehicles registered in 2007. Also in the first quarter of 2009 more than 58,000
vehicles were registered and a total of 27,587 motorcycles were also registered between July
2006 and July 2009 (http//alafrica.com/stories). From the above data it is apparent that the
average emission concentration from motor vehicles and motorcycles in the country is in the
increase.
BUSH BURNING: Bush burning is a common phenomenon in Nigeria. Most times the burning
of bush is done prior to land cultivation as one of the initial steps of land preparation. This
constitutes part of the pre planting preparation. The process of bush burning leads to the release
of various types of gaseous pollutants and particulate matter. Very often the gas stream is
inundated with volatile organics and oxides of carbon (CO), sulphur (SO) and nitrogen (NO)
depending on the fuel composition and intensity of the flame. Particulate matter usually within
the 10μm size range is also produced in the course of the combustion process.
INDUSTRIAL EMISSIONS: Apart from Lagos which was the former political capital but still
regarded as Nigeria’s economic capital, the next most industrialized part of the country is the
Niger Delta Area. The region boasts of oil and non oil related industries including refinery,
petrochemical, liquefied natural gas, chemical fertilizer, aluminium smelter, paper, cement, flour,
wood, battery and textile industries etc., which emit various kinds of air pollutants. The pollution
from these industries adds to the burden of gaseous and particulate pollutants in the air. In the era
of textile industries in Kaduna, there was a high level of air pollution in areas around the
industries.
CHEMICAL FERTILIZER INDUSTRY: The chemical fertilizer industry in Nigeria is still in
its infant stage. It utilizes a variety of raw materials such as natural or synthetic gas
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(methane), atmospheric nitrogen, steam and sand as filler material in the production of various
formulations.
REFINERY AND PETROCHEMICAL COMPLEX: Nigeria is a land richly blessed with oil.
In the late nineties, there were three functional refineries when the crude oil was refined. The
refineries were a major cause of air pollution in Nigeria. It is especially so as they are located
within residential areas.
GAS FLARING: According to Cedigaz (2000), Nigeria holds the highest record (19.79%) of
natural gas flaring globally and is responsible for about 46% of Africa’s total gas flared per tonne
of oil produced. Until present there are not less than 123 flaring sites in the region making
Nigeria one of the highest emitter of green house gases in Africa (Uyigue and Agho, 2007).
Similarly, analytical assessment of the statistical bulletin of the Central Bank of Nigeria (2004)
showed that the average rate of gas flaring in Nigeria during the period 1970-1979 stood at 97%,
while 97 and 95% were flared between 1980, 1989 and 1990 to 1999, respectively. Between
2000 and 2004, 51% was flared. In the same vein, between 1970 and 2004 Nigeria has flared an
average of 76% of the total gas produced. Much of the natural gas extracted in oil wells in the
Niger Delta is immediately flared into the environment at a rate that approximates 70
million/m3/day. This is equivalent to 40% of African natural gas consumption and forms the
single largest source of greenhouse gas emissions on the planet (Wikipedia, 2007; Moffat and
Linden, 1995). The largest proportion of these flare
Sites and pollutant concentrations are located in the Niger Delta.
PIPELINE EXPLOSION: The explosion of pipelines occurs either accidentally or by sabotage.
In the Niger Delta area of Nigeria, much of the pipeline explosions are a product of the later and
they are usually accompanied most times with fire outbreak. The burning flame and smoke from
the oil pipelines releases large concentrations of gaseous substances and particulate matter. The
substances in most cases include CO, NO, VOCs, THCs, carbon black, soot and some heavy
metal residues.

CONSEQUENCES OF AIR POLLUTION IN NIGERIA
Air pollution has impacted negatively in the lives of Nigerians and the Nigeria environment.

EFFECTS ON WEATHER, CLIMATE AND ATMOSPHERIC PROCESSES
In general, air pollution is responsible for 2 main global problems:
i. Contamination of the upper atmosphere
ii. Alteration of weather and climate
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Air pollution has affected the local weather condition in Nigeria. This is apparent in the change
in the duration and intensity of rainy, harmattan and dry seasons. Recently, the heat emissions of
the sun are becoming rather scorching and experts believe it is due to the depletion of the
protective ozone layer. The warming effect that results from this phenomenon could affect,
significantly, the comfort and the liveability of the urban people.
Also, the distribution and abundance of particulate matters is responsible for local rainfall
patterns and hence there is a significance increase in precipitation in and around cities, and is due
to air pollution. Air pollution causes weather to change on a continental or global basis. Many
gaseous pollutants and fine aerosols reach the upper atmosphere, where they have on the
penetration and absorption of sunlight. According to modern environmentalists, increasing
particulate matter pollution may reduce the amount of sunlight reaching the surface of the earth
thereby lowering solar radiation energy at the earth’s surface.

EFFECT ON HUMANS’ HEALTH
RESPIRATORY SYSTEM AND DISEASES
The first target organs attacked by air pollutants are respiratory system. Considering the
respiratory system of humans, from the nasal cavity to near the bronchi, which constitute the
passage of air, mucus covers the mucous epithelium.
The airway of trachea and the bronchi are provided with cilia to eliminate foreign substances.
Also, there are alveolar macrophages of phagocyte in the alveolar of the lungs exchanging
carbonic dioxide for oxygen.

MAN’S RESPIRATORY SYSTEM AS IT IS AFFECTED BY AIR POLLUTION
Of the air pollutants inhaled, the larger particulate matters are caught in the nasal cavity.
However, so-called suspended particulate matters, measuring 10μm or less in diameter pass
through the nasal cavity to reach the trachea and/or the alveolar.
Of the gaseous substances, sulphur dioxide, which is soluble in water, is absorbed mainly in the
upper airway, causing chronic bronchitis or asthma. On the other hand, ozone, nitrogen oxides
and other insoluble gaseous substances advance deep in the lungs, causing asthma or chronic
bronchitis or possibly pulmonary emphysema. Also, when carbon monoxide comes in contact
with haemoglobin contained in the blood in alveolar, it disturbs transportation of oxygen by the
blood because the substance combines with haemoglobin more easily than oxygen.
In many cases, however, air pollution causes chronic respiratory diseases especially asthma,
chronic bronchitis and lung emphysema. These respiratory diseases are known generally as
chronic obstructive pulmonary diseases (COPD).
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Another disease that can be caused by air pollution is lung cancer. It should however be known
that the causes of these diseases are not limited to air pollution. Due to lack of data, the diseases
accruing to air pollution and the number of people affected is not readily known however, other
air pollution effects on health include: Low birth weight and nutritional deficiency in children;
interstitial lung disease, chronic obstructive lung disease, tuberculosis, cardiovascular disease
and cataract among others in adults.

EFFECT ON VEGETATION
In terms of the damage to plants caused by air pollution, forests could be damaged and
agricultural area recording poor growth and yield. This could be caused by the sulphur dioxide
(SO2) and hydrogen fluoride (HF) from stationary sources. Plant damage could also result from
mobile sources including automobiles.
EFFECTS ON MATERIAL AND CULTURAL PROPERTIES
The effects of air pollution is not only on people’s health and living things such as plants, but
also extend to man-made items such as materials like metals and cultural properties. To
recognize and investigate the effects of air pollution on materials and cultural properties is to
evaluate the economic loss from the air pollution and at the same time improve the safe
maintenance of public assets

VISIBILITY DEGRADATION
The light from the sun deteriorates as its being absorbed and scattered by aerosols; absorption by
air pollutants and water vapour; scattering by airborne particles, among others. The main cause
of visibility degradation due to air pollution are aerosol and gases in the atmosphere, but the
visibility conditions can differ greatly due to atmospheric condition such as humidity; the optical
characteristics of the target; and the strength and distribution of the light at the time in question.
When air pollution is severe, the atmosphere appears to be coloured. But the colour can vary
depending on the type of pollution. Air pollution appears black when it is due to soot from the
burning of fossil fuels, but has a whitish hue when it is due to photochemical pollution.

ROLE OF NIGERIAN GOVERNMENT IN ENVIRONMENTAL PROTECTION
Historical examination of laws on Nigerian environment before 1969 reveals a startling absence
of any form of statutory regulations aimed at protecting the environment from industrial
pollution. However, following the dumping of toxic waste in Koko, a seaport in Delta State, in
1988, the government swung into action to deal effectively with the problems of environmental
degradation. Since then efforts have been geared towards sustaining the environment.

304

South American Journal of Public Health, Volume-2, Issue-2, 2014

One of the first steps taken was to promulgate the Harmful Waste (Special Criminal Provisions,
etc), Decree 42 in November 1988. The decree prohibits the purchase, sale, importation,
transmit, transportation, and storage of harmful wastes in the country. This legal sanction was
followed a month later by Decree No. 58 of 30th December, 1988 which established a body
known as the Federal Environmental

PROTECTION AGENCY (FEPA).
The Decree also provides for the national environmental standards on water quality, efficient
limitations, air quality and atmospheric protection, noise control, discharge of hazardous
substances and released offences. Within the context of the Decree, FEPA is expected to
cooperate with the Ministry of Petroleum Resources (Petroleum Resources Department) for the
removal of oil related pollutants’ discharged into the Nigerian environment. The Decree also
empowered FEPA to inspect, search, seize and arrest offenders. The Decree also provides for
general penalties for individuals as well as for companies and firms found liable. Whereas an
individual on conviction is liable to a fine not exceeding N20, 000.00 or to imprisonment for a
term not exceeding 2 years (or both), a corporate body found liable would pay a fine of not
exceeding N500, 000.00 and compensation commensurate with the breach thereof and
restoration of the polluted area to an acceptable level as approved by the agency.
The Ministry of Petroleum Resources, through various Petroleum Acts and subsidiary legislation
ensures that the petroleum industry carried out its activities safely and in an environmentally
sound manner.
The government have more work to do however in implementing the decrees. There is an
increasing rise of air pollution in Nigeria basically from the petrol run generator sets that almost
every household possess. This is so because the electricity generated in the country is not enough
to ensure steady supply of light.
Also, there are no incinerators and the waste vans don’t cover every area of the country.
Preference is given to the high brow areas leaving others to take care of their waste themselves.
The result is a dumping on, in most cases, the major roads heap of waste and it constitutes a high
cause of air pollution in the country. Efforts should also be made to recycle waste.
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