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Reforming the health sector to
achieve universal coverage: the
innovation imperative
Health systems all over the world are under intense pressure due
to the need to meet growing population expectations in the face
of scarce resources. But in Africa, there is in addition, an urgent
demand on the health sector to ensure that all its 800 or so million
persons have ‘access to a basic package of healthcare services’ –
universal health coverage. Although there is some improvement in
health indicators all across the continent, progress towards achieving
the health-related MDGs is slow and unsatisfactory. If we use
Nigeria for example, immunisation coverage rate is 53% as against
the 95% coverage set for 2015; and contraceptive prevalence rate
though increased from a baseline figure of 9.7% in 2008 to 14%
in 2011 still falls short of the expected target of 30%. The key
challenges are: inadequate release of appropriated funds; weak
absorptive capacity of available resources; weak execution capacity
to deliver results; and poor stakeholder collaboration. It is therefore
fair to postulate that ‘unless things are done differently in reforming
the health sector in Nigeria, things are abound to go as slowly as
they are right now and universal coverage and the hope for healthy
lives for all Nigerians will just remain as dreams.’
Traditionally, health sector reforms shattered because they
required several external conditions that in a country like Nigeria
are difficult to achieve. These include: a major political opportunity
for change; sound leadership; stability in government over an
extended period of time; and significant capacities in human skills,
information, and organisation.
For Nigeria, the context, which largely translates to the political
economy, appears to be the most significant challenge to reform
initiatives. And the institutional environment of healthcare is a
reflection of this wider political economy and social milieu that exist
in the country.
If health sector reform is to happen in Nigeria, then there
needs to be a better understanding of the relationship between the
structures (power relationships between individuals and groups
based around material, political, or ideological interests); the
institutions (the rules – either official or generalised in practice)
which help to ensure that the interests of individuals are sustained,
or through which these relationships may be broken down; and
agents (individuals and organisations whose activities are influenced
by the structures).
Tarry Osoka, for the Editorial Team
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Disharmony in the Nigerian health sector.
Strike off, but for how long?
In August, health workers threatened to paralyse the health sector. In the event the
strike was called off. Shima Gyoh has been looking at the tension behind the actions.

There are many reports of some professional
associations, or more appropriately trade unions,
threatening to paralyse the health sector. That is what
all health ‘professional associations’ in Nigeria seem
to have become. They embark on ruthless total strikes
in which no mercy is shown on the public. Lack of
emergency attention that might have prevented serious
complications now disable people for life. Deaths that
might have been prevented by timely intervention now
kill – children, women, and men, resulting in great
weeping and creation of orphans. As breadwinners are
unnecessarily sent to the great beyond, their children
are thrown out of schools, their daughters turn to
prostitution to survive, and their widows become
destitute. This is the result of the pursuit of a few
miserable naira by a few ruthless people. Professional
associations should be involved in determining ways
of improving the performance and image of their
profession. It is so ethically wrong and criminal for
people that are supposed to protect and safeguard life to
abuse public trust so blatantly and repeatedly.
The overwhelming factor causing disharmony
in Nigeria’s health sector started with a scramble
for the rank of ‘Director’ at the Federal Ministry of
Health, where doctors opposed the appointment of
other members of the health team into that rank. Poor
handling of the situation has extended the fight to other
administrative positions, such as Medical and Chief
Medical Directors, Chairmen of Hospital Management
Boards, Permanent Secretaries, Ministers of Health, and
the headship of any health institution. Sacrificing the
present Minister of Health will not solve the problem,
but will aggravate it. Doctors could also paralyse the
health sector to compel government to reverse any
action they did not like. This is the underlying war that
has ben smouldering for years.
Life is the most precious gift human beings share in
the abundance of nature. People in the health sector
should be those that have dedicated their lives to
the protection of health and the prevention of death,
even at the cost of their own lives, not to talk of just
their personal comfort. It is sad that all professionals
in health have become extremely selfish and will
ground health services to satisfy their selfish demands.
They ignore, and perhaps even enjoy the news of
confusion, suffering, and death their strikes make in the
national media – loss of life and desperation at casualty
departments. Professional associations in Nigeria
Prof Shima Gyoh, Co-Editor, Africa Health (Nigeria)
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have become brutal trade unions ready to trample
callously on many, many dead bodies to grab a few
naira their imaginations dangle before them. They seem
to have no consciences and are comfortable blaming
the consequences of their inhuman behaviour on the
government of the day.
There is need for a comprehensive summit for all
health workers to meet and sort this problem out.
Doctors and dentists should soften their insistence
that only they can head administrations of health
institutions. In any case, this arose from the arbitrary
selection that started during the era of military rule.
Military governments had only doctors in mind when
it came to appointing heads of medical administrations
without considering the ability to manage. This practice
has continued as civilian governments have tended to
imitate their military predecessors.
Doctors often claim that only they have the
comprehensive picture of the health needs of society
because of their education and training. They should
realise that after many years of experience, their
colleagues can and also do have that picture equally
comprehensively. They should realise that neither
stethoscope nor dental drill is required in administering
health.
My fear is that the fight over health administration
is not based on the wish to serve the people better. It
is the wish to corner public funds and the dictate the
pecking order. During the military game of revolving
chairs, suspects used to be rounded up and sentenced
to centuries of imprisonment, only to be released a few
months later by a new coup-enthroned government.
The civilians have since improved on this by granting
pardons. Misappropriation of public resources has never
looked more attractive and safer to people with that
bent of character. Correction of this, however, is tied
to the day when a genuine fight against corruption will
stand a sporting chance of winning at the national level.
The appointment of the heads of administration in
the health sector should follow strict rules of recruitment
where the most competent candidate, regardless of
his discipline, is chosen. Doctors who think they are
good administrators should have nothing to fear from
competing with their professional colleagues in nursing,
laboratory science, pharmacy, or any of the others. We
should be talking about the recruitment of competent
administrators, not confined to any profession. We like
quoting developed countries and we should know that
the British even appointed non-health professionals as
hospital administrators.
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The sector-wide approach in Nigeria: now
more than ever
Dr Tarry Asoka looks at how the disease-specific vertical programme finding is
distorting the balance of health services offered
In a bid to alleviate global poverty, an industry –
international development – has emerged. It deals with
issues ranging from emergency response to natural
disasters such as earthquakes, floods, and famine to
conflict resolution after wars; as well as promoting
economic growth and strengthening the traditional
social services of education, health, water, and
sanitation. Consequently, international development aid
has become a subject of intense debate and analysis in
the past 20 years or so. There has also been a massive
growth in the volume of aid that has been disbursed –
mainly originating from economically well-off countries
in the northern hemisphere – to nations that are said
to be developing in the south. For the health sector
alone, a five-fold increase from US$5.6 billion in 1990
to about US$28 billion in 2011 was given. This was
accompanied by a proliferation of health programmes
and agencies – over 40 bilateral donors, 26 United
Nations agencies, 20 global and regional funds, and 90
global health initiatives. Here in Nigeria, using Jigawa
State as an example, we found that this state is host
to about 28 health programmes or projects at the last
count.
At the moment, much of this aid is being delivered
through self-contained projects, usually branded using
abbreviations of a combination of words that convey
some lofty ideals. Reminiscent of the names of the
pet projects of the wives of Military Heads of State in
Nigeria, trying to win the hearts and minds of ‘fellow
citizens’, there is often huge expectation from those
receiving the aid. Each of these projects, managed by a
third-party called ‘implementing partners’ has its own
donor, and many donors in Nigeria have several health
projects running concurrently. And, despite the rhetoric
of aligning projects with the now so famous National
Strategic Health Development Plan and its counterparts
in the 36 States and the Federal Capital Territory, all
the health projects without exception are still donordriven – reflecting aspirations of the donor rather than
supporting national or state priorities.
As you would imagine, the effects of this way
of working is far reaching. To start with, there is
fragmentation and duplication of efforts by the
myriads of health projects operating in the country.
For instance, although funded by the same donor – the
UK Department for International Development – both
Partnership for Transforming Health Systems, Phase
II (PATHS2), and Partnership for Revitalising Routine
Immunisation in Northern Nigeria (PRRINN) working in
Dr Tarry Osoka,Co-Editor, Africa Health (Nigeria)
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Jigawa State have system strengthening and improved
delivery of maternal and child health services through
the primary healthcare system, as individual project
output. Secondly, as different projects engage with
the same set of government officials and stakeholders
they make unrealistic demands on the country’s or
state’s limited economic and human resources. On a
typical day, top officers of the State Ministry of Health
in Jigawa State for example, rather than attending to
matters on their desks, were found to be at meetings
and workshops at three different places organised
by projects working in the state, two of which were
happening in locations outside the state. And finally,
in spite of the multiplicity of programmes and projects,
we are yet to see a corresponding improvement in the
health status of target populations. Jigawa State as a case
in point still has one of the worst health outcomes for
women and children in the country after a decade of
continuous multi-donor intervention.
No doubt there are several alternatives to
overcoming these challenges and one can recount
achievements noted in adopting some useful modalities.
Working via the State Partners Coordination Forum,
Zamfara State reported a significant improvement in
immunisation coverage in 2010 through a ‘Basket Fund’
arrangement between the State and Local Governments,
in addition to international development partners
that financed a whole range of immunisation-related
activities. Other than joint funding, as it was in this
case, another method that is very popular with donors,
especially in East Africa, is multi-donor direct budget
support to the government to undertake its development
plans, with specific focus on making services available
for the poor. The argument against using this option in
Nigeria is that the country has huge resources and if
managed properly can markedly improve the health
indicators. This is true. But another reason is that the
financial management systems in the country are not
transparent enough to account for donor funds. In the
meantime, external donors have also been accused of
lack of financial transparency in project management.
As an example, it was observed in one of the annual
reviews of an on-going health project in the country that
over 40% of project funds were spent at the head office
of the project implementing partners abroad. Giving
these circumstances, the Sector Wide Approach (SWAp)
that brings together government, donors, and other
stakeholders within the health sector in a particular
State – to work towards more coordinated procedures
for managing the State’s development plans – now
appears to be proving useful.
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another health project or programme neither is it a
specific package of policies or activities. It is a ‘way
of working’ that is characterised by a set of principles
under government leadership. The approach involves
broadening policy dialogue to include issues that are
important to the private sector and other stakeholders,
and agreeing on a common realistic expenditure
framework, a common monitoring arrangement, and
harmonised procedures for funding and procurement.
A SWAp therefore calls for the development and
sustenance of relationships, as well as more interaction
among government, development partners, and other
stakeholders (including the private sector) in the
formulation of ideas and plans for making decisions
in the health sector of a given State, and less on the
implementation of these plans. Its main advantages over
the traditional method of project-based way of working,
just to mention a few are:
• a comprehensive approach to the health sector
(other than just working with the public sector);
• reduced transaction costs (e.g. a single sector review
as opposed to reviews of specific projects);
• a uniform code of conduct for all partners including
the host government that is in the lead;
• over time, the use of national financial and
management systems for policy implementation.
Nevertheless, experience with implementation of
SWAps in other African countries – Ghana, Zambia,
and Mozambique, as well as in other sectors such as
agriculture – has shown that a SWAp can present its
own set of challenges. In the first place, it is a complex
process to manage, requiring wide internal support
even within government systems. And even with
government leadership, donor-centred processes that
fail to involve the recipients of aid may ensue if not well
managed. In addition, due to the lack of attribution of
results to specific donors, even where all parties are
involved, ideological differences to policy priorities may
complicate the ability to create a common approach
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based on consensus. In terms of the institutional
arrangements, while the State Ministry of Health takes
the lead in a SWAp it may assume an interventionist
approach to policy making and fail to mobilise other
actors that may influence policy from outside the
ministry. At the operational level, a focus on systems
development and institutional capacity-building could
undermine actual service delivery. Finally, it has also
been noted that SWAp principles are also threatened
by shifts in the source of international development Aid
from global initiatives such as the Global Fund to fight
AIDS, Tuberculosis and Malaria and with the growing
importance of the BRICS (Brazil, China, Russia, and
South Africa) countries and international NGOs such as
the Gates Foundation.
While acknowledging these difficulties, proponents
of the sector-wide approach to undertaking policy
making and implementation at the State level in
Nigeria, are persuaded by a move towards a working
relationship between donors and developing countries
that is based on the ‘principles of partnership’. As
entrenched in the Paris Declaration on Aid Effectiveness,
the International Health Partners (IHP+) mobilised the
Federal Government of Nigeria along with the 36 States
of the Federation, international development agencies
working in Nigeria, civil society, private sector and
others to support a single, country-led national strategy
in a well-coordinated manner – now in its third year of
implementation. On this basis, we do not expect new
health projects to be designed and promoted by both
external donors and the Federal and State governments.
What is needed now is to begin to operationalise the
organising logic of partnership, which is ‘collaboration’
among these multi-stakeholder entities that while
helping to build national systems are also mindful
that actual healthcare services have to be delivered by
doctors, nurses, pharmacists, laboratory scientists, and
others also working in collaboration on the frontline –
for the benefit of ordinary Nigerians.
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The explosion of medical schools
Prof Shima Gyoh laments the loss leadership in shaping policy around
medical school expansion
There is an on-going explosion in the number of
medical schools in Nigeria. Barely 50 years ago
we had only one, but today, there are 27 fully
accredited medical schools, 16 Federal, 9 State, and
2 private. There are also five others at various stages
of development towards full accreditation. There are
another three that I know are in the various stages of
planning. The present trend indicates that every state
wishes to have its own medical school.
The Nigerian Constitution is surprisingly almost
silent on health matters. In 1988 Nigeria came up with
a good national health policy that suggested that the
federal government should be responsible for tertiary
healthcare, the state governments for secondary, and
local governments primary healthcare. However, no
aspect of health was ever put on any government’s
exclusive legislative list, although this policy was tacitly
accepted in the late 80s and early 90s at the level of
the National Council on Health – a committee of all
State Commissioners for Health under the chairmanship
of the Minister for Health responsible for coordinating
the implementation of health policies in Nigeria.
However, some States broke ranks to establish their
own medical schools and teaching hospitals, and the
process has been speeding up in recent times. This
development lacks coordination, and can be criticised
for thinning the spread of scarce resources available to
the health sector. The result is that practically all aspects
of medical education are being precariously stretched
near the end of their elastic limits with the danger of
lowering standards. This is made worse by the almost
permanent dissolution of the medical regulatory council
and its disciplinary tribunal, thereby compromising
supervision and removing the only deterrent for doctors
inclined to reckless professional conduct.
Nigeria produces a large number of
doctors, but a huge chunk migrates overseas.
Quality academic staff do exist, but in
numbers nowhere near satisfying the needs
of the fast budding schools. The result is
that consultants are very young, both in
age and experience, holding positions of
supervision, when some of them should
still be apprenticed to better-experienced
colleagues. The scramble for promotion
sometimes assumes political rather than
academic dimensions, with candidates taking
undue interest in the assessment of their
papers. Fake and inappropriate ‘publications’
are not uncommon, and co-authorship is
sometimes negotiated for mutual swelling of
the number of publications for the purpose of
rapid promotion.
Maintenance costs and research depend
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almost entirely on government subventions. The staff
frequently go on prolonged strikes organised by the
Academic Staff Union of Universities or when other
unions in health shut down hospitals in the process
of pressing for better remuneration. Many of the staff
have their private clinics, hospitals, laboratories, or
pharmacies, thus over-stretching themselves to the
extent that they have little time for quality research,
teaching, or service. There is fear that many of these
challenges, reminiscent of the prevailing indiscipline in
larger Nigerian society may not change until the entire
country undergoes the metamorphosis necessary to
cast off the cocoon of pervasive corruption. However,
it is pleasing to note that some universities and colleges
have already started taking stern measures against
academic fraudsters. If others follow suit, academic
fraud might soon look like a dangerous road to
promotion.
For many years Nigeria has been producing more
doctors than there are vacancies at the internship
stage, which is the last (pre-registration) year of their
training. It also represents a gap in responsibility. The
medical schools and universities, under the Ministry
of Education, grant them their basic medical degrees
and assume no further responsibility. However, the
doctors cannot practise until they do their internship
and get registered. This happens in teaching and general
hospitals, which operate under the Ministries of Health.
They have no obligation to employ the new graduates.
The majority get a job, but quite a few do not, either
because the hospitals do not have sufficient funds or
because they do not have the appropriate consultants
to supervise them. The number of unemployed medical
graduates increases every year. Some 4 years ago,
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the Medical and Dental Council of Nigeria (MDCN)
stopped over-admission, but the explosion in the
numbers of new schools has maintained the challenge.
The Council had earlier adopted the principle that
even if a school merits an increase in the number of
students it can admit, it must show evidence that there
is a corresponding increase in the number of internship
places available before it will be allowed to increase
its intake. The problem will get out of hand unless
the MDCN firmly enforces this principle, obligating
proprietors to always link hospital development to that
of their medical schools. Traditionally, there is little
formal coordination between government ministries,
and education and health are no exception, despite
their joint responsibility for medical education. It is
not comfortable for new medical graduates that find
themselves in the crevice between the two. If they fail
to find an internship job for 2 years, they are obliged
to return to school and refresh their
memories by retaking the final
examinations – if the regulations of
the MDCN are followed to the letter.
Through accreditation
procedures, the MDCN usually
ensures that teaching and general
hospitals attain and maintain the
standards necessary for acceptable
aesthetic medical practice. Some
general hospitals were accredited
for internship training when they
had the appropriate consultant staff
and satisfied these conditions, but
poor funding and maintenance has
caused deterioration. They need
regular inspection and renewal of
their accreditation. The possibility
of losing accreditation would be
an incentive for their proprietors
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to take their subventions
more seriously. However, the
MDCN never survives long
enough to establish a culture
of discipline in its field of
responsibility. The institutions
are often so lacking in basic
diagnostic instruments
that the MDCN has now
demanded that no medical
students should be admitted
to final year examinations if
they do not have their own
personal basic diagnostic
sets containing all the
essential instruments such as
stethoscopes, thermometers,
ophthalmo-otoscopes,
sphygmomanometers and
tendon hammers. A shortage
of these at work places
blunts the clinical acumen.
Moreover, it leads to the bad
professional habit of relying
on lab investigations instead of careful and detailed
physical assessment.
Political exigencies are dictating the rapid
multiplication of medical colleges. Private universities
are likely to start more. It is not that the need does not
exist. Nigeria needs many more doctors, and with the
present rate of loss to foreign countries, the products
of all these schools will be easily absorbed into the
health market at home and abroad. The problem is to
maintain acceptable international standards and make
the proprietors understand that medical schools should
not be started for purposes of prestige or as money
spinning ventures. Our own governments should realise
the importance of never interrupting the existence of
the MDCN and the Medical and Dental Practitioners’
Disciplinary Tribunal. Both should be adequately
funded to expand their activities and show a strong
presence in all the states of the federation.
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