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DEFINITION OF TERMS 

Health The World Health Organization (WHO, 1948) defines health as “A complete 

state of physical, mental and social wellbeing and not merely the absence of disease 

or infirmity.” 

 

Community Diagnosis This is a means of deciding in consultation with the people, 

which of the local diseases of health problems are important and which ones should 

be given a high priority in the activities of health workers (Africa Medical and 

Research Foundation, 1986). 

 

Improved delivery of Primary Health Care Services 

Is an effective and efficient planning, coordination, and implementation of integrated 

and comprehensive health services in the District, with appropriate utilization of the 

available and potential resources.  

 

Primary Health  

Primary Health is an essential health care based practically and scientifically sound 

and socially acceptable methods, and technology, made universally accessible to 

individuals and families in the community and through their full participation and at 

the cost they can afford to maintain at every stage of their development in the spirit 

of self – reliance and self determination (Federal Republic of Nigeria, 1998). 

 

Primary Health Care (PHC) 

Primary Health Care is the first level of contact with the health system where 

services are mobilized to promote health, prevent illness, care for common illness 

and manage ongoing health problem.  The PHC extends beyond the traditional health 

sector and includes all human services that play a part in addressing the interrelated 

factors that affects health. The Primary Health Care includes assignment, diagnosis 

and treatment of common illness generally provided by family, physicians, and 

nurses, primary care is one of the care services provided by the primary health care 

system.  
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Other PHC services include health promotion, illness prevention, health maintenance 

and home support, community rehabilitation, Pre-hospital emergency medical 

services and co-ordinations and referral PHC services and generally provided in the 

community.  Some services notably primary care, are also provided in acute case 

(hospital) settings. 

 

Control 

This refers to the number of rules and regulations, and the amount of direct 

supervision that is used to oversee and control employees’ behaviour.  

 

Management Support 

  

This is the degree to which managers provide clear communication, assistance and 

support to their subordinates. 

  

Management Style 

This refers to the way in which managers behave and exercise their authority.  A 

manager may be authoritative or democratic, tough or easy going, formal or 

informal.  It also describes the way in which managers behave. 

Reward System 

The degrees to which rewards allocation to salaries increase promotion are based on 

employee performance.  

Conflict Tolerance 

This refers to the degrees to which employees are encouraged to air their views.  

Communication Patterns 

This is the degree to which organizational communication is restricted to the formal 

hierarchy of authority. The characteristics of such include both structured and 
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behavioral dimensions, management support is measure of leadership behaviour, and 

most of the dimensions are however closely interlinked with the organization design. 

Organization Climate 

This refers to the working atmosphere of the organization, the way it is being 

perceived and experienced by its members. It encompasses how employees feel 

about and react to the characteristics and quality of the corporate culture and its 

values. 
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ABSTRACT 

 

The primary objective of the study was to examine the extend to which the 

organizational structure of ECWA Community Health Programme (ECHP) affects 

delivery of primary health care services (PHCS) in EDCHPS Kafanchan and Kaduna 

in Kaduna State, Nigeria.  

 

A case study design and survey were used in this study. The sample size of the study 

included two ECHP Executives, two EDCC Chairmen from both districts, two 

EDCHP Chairmen from both districts, two EDCHP supervisors, one Zonal 

Coordinator, 120 patients each from the two districts and 25 staff each from the two 

districts. The total sample size for the studied is 299. Both primary and secondary 

data were used. Data collection methods for this study included observation, 

interviews, administration of questionnaires and documentary reviews. Qualitative 

and descriptive statistics methods were used to answer the research questions. The 

main questions were: Why is ECWA incapable of supporting ECHP to participate in 

the delivery of PHCS in the two districts, to what extent have the State, and LGAs in 

the respective districts provided the required support for them to participate in the 

delivery of PHCS in the two districts, why diseases in the two districts appear to be 

in the increase despite concerted effort by the ECHP, what necessary resources if any  

does ECWA have in enabling the organization to provide PHCS to cater for the 

needs of the inhabitants in the two districts?  

 

The study findings show that the ECHP structure is highly centralized and that it 

permits collaboration at the Federal, State and ECWA Headquarters only, as a result 

of which it inhibits service delivery and collaboration at the district and operational 

levels. It was also observed that the structure is highly centralized and confusive in 

nature thereby nobody knows what is expected of every body to do in the 

organization, as a result of which the LGAs finds it difficult to collaborate nor 

support service delivery. The weak collaboration that exists between the ECWA and 

the Federal has led to weak delivery of PHCS in the two districts namely Kafanchan 

and Kaduna leading to increase in incidences of new diseases. Also findings 
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indicated that ECWA is severely constrained in financial and human resources in her 

efforts to provide improved delivery of PHCS. None of the districts studied was 

better than another and both were performing poorly compared to the World Health 

Organization Standards. 

 

Therefore, there has to be an effective and efficient structure that will facilitate 

strong devolution and centralization of power to enable delivery of services in the 

two districts. These challenges magnify the need for the management to create a 

governance structure that can work more collaboratively with the ECWA while 

adapting to the increasing pace of change. This collaborative structure must be 

adoptive and have the capacity to self-organization so that internal and external 

dynamics do not trigger yet reorganization. In addition, the key aspects attributed to 

effective partnerships are infact the reflection of the principles of better governance. 

The Local Government Partnership actors should not assume that accountability and 

transparency or strategic planning is pursued only for the good of the partnership. In 

most cases these are broader governance concerns, and PPP should link into and 

build on the existing efforts no matter how humble is the partner. The formulation 

and sustainability of Local Government partnerships with ECWA is dependent on the 

commitment and mobilization of councilors and political leaders. Immature political 

leadership will affect all municipal reform process and capacity building which is the 

important part of the municipality reform programme. 
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CHAPTER ONE 

INTRODUCTION 

 

1.1   Overview  

This study sought to assess the organizational structure and participation of the 

Evangelical Church of West Africa (ECWA), a private partner, in the delivery of 

primary health care services in Kafanchan and Kaduna districts, in Kaduna State, 

Nigeria. In particular the study examines how organizational structure enhances or 

impedes operational performance. The ECWA has been identified for this study 

because of her long history of collaborating with the government in the delivery of 

Primary Health Care Services in the country.  

 

1.2 Background 

 

Nigeria, officially the Federal Republic of Nigeria, is in West Africa. It shares land 

borders with the Republic of Benin in the West, Chad and Cameroon in the East, 

Niger in the North and the Gulf of Guinea in the South. Since 1991, Nigeria capital 

has been the centrally located city of Abuja; but before this time it was in Lagos. 

Nigeria has a total area of 356,669 square meters (923,768) km2. It has a population 

of 140,000,542 making her the most populous country in Africa 

(Http/Allafrica.com/stories/20061230060.Html).The population of men is 

71,709,859 while that of women is 68,293,083 (Country Profile- Nigeria, 2006). The 

country is divided into 36 States which are further subdivided into 774 Local 

Governments Areas (LGAs). 

 

The Nigeria state came into being on October 1
st
 1960 after regaining her 

independence from the British colonial Government. The Nigeria Health Care 

System was inherited from the British colonial system. The country adopted three 

tier health care services after her independence in 1960 and welcomed the idea of the 

private sector to join in the provision of the services including the Evangelical 

Church of West Africa (ECWA). The Federal Government has registered eligible 
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civil society organizations in the country such as ECWA to enable them provide 

improved delivery of primary health care services to the underprivileged.  

 

 The Nigerian health care adopted the British government system and its 

administrative structure because this is what was found to be the most feasible 

management structure.  The adopted three tier level is in line with the 1988 National 

Health Care Policy that is congruent with the political Federal structure. According 

to the structure, the Federal Government has the overall coordinating and supportive 

role as well as responsible for international health. In addition, it oversees the 

activities of all the teaching hospitals in the country, which are the level one facility.  

These facilities are well equipped with qualified professionals who are specialists in 

their own fields of discipline. Activities at this level include research, specialist care, 

internal medicine, surgery, and obstetrics/ gynecology.  The level one facility 

receives referrals from the level two health care facilities. 

 

The level two is the hospital set up.  This level is staffed with doctors, nurses, 

midwives, lab technicians, community health extension workers, dentists, medical 

recorders, health educators, nutritionists, and other different related cadres.  The 

services at this level include care of complicated cases, for example, emergency 

obstetric care, severe malaria, burns, fractures, and anemia. The level is directly 

under the State Government supervision and control.  They have the power to hire 

and fire the human resource as it deems fit. 

 

The level three is the Primary Health Care Centres. These are located in the local 

government districts and wards.  These centers are typically staffed with community 

health officers, senior community health extension workers, junior community health 

extension workers, nurses, midwives the laboratory technicians, health educators, 

nutritionists, and different health and health related practitioners. The centers are 

headed and supervised by Community Health Extension professionals.  Services 

provided at this level include treatment of minor ailment, provision of antenatal 

health care services, immunization, health education, weighing and charting, post 

antenatal care, laboratory investigations, and referral of complicated health 
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conditions to the level two health care facilities.  The management and control of the 

primary health care centres is directly under the local government authority. This is 

in line with the WHO (1999) standards which advocate strong community 

participation, government commitment, finances, equity and policy. These standards 

entails that the community should be involved in the early decision making of the 

primary health care to the full execution and provision of the services in order to 

assume full responsibility of the services. The Government should be fully 

committed in the provision of the services by committing money generated from 

different revenue to the provision of the services to ensure that the less privileged 

have access to the services. The policy guiding the provision of the services at the 

three levels of the Government which include the Federal, State and Local 

Government Authority is expected to be flexible enough to allow full participation of 

the non governmental organizations, traditional healers and philanthropic 

organizations to participate in the provision of the services at the various levels 

mentioned.  

 

In theory, this seemed to be a logical allocation of tasks. Specifically, the delegation 

of primary health care services to the local governments authority was intended to 

bring decision-making and services closer to where people lived and worked, thereby 

permitting the delivery of health care to be adopted and fine-tuned to meet the local 

needs.  In practice, however, primary health care, the critical foundation of the health 

system seem to have been allocated to the weakest, least stable and the poorest level 

of the government authority system. At this level as is true of the other levels, there 

is supposed to be public private partnership (PPP) in order to meet people’s demand 

of health care services. 

 

ECWA is one of the major private players in the provision of primary health care 

services at level three.  It offers services at the districts and wards levels.  It covers 

thirty percent of districts and wards in the seven hundred and seventy four (774) 

local government authorities in the Federation. 

     



4 

 

The mission of ECWA is to reach the unreached people of Nigeria with all her 

programme; these include spiritual and secular projects in education, agriculture, 

rural development and health (Yaro, 2000).  The ECWA community health 

programme is a unit of its own under the Medical Department.  The programme has 

the following objectives. 

(i) To evangelize effectively through the medical work. 

(ii) To provide outreach services to the under privilege with quality and affordable 

health care services. 

(iii)  To provide effective and efficient health care services to the community. 

   

 The Nigeria National Health Care Programme (NNHCP) Act of 1988 prescribes the 

composition and functions of the Nigerian National Health System (NNHS), from 

the Federal Ministry of Health (FMOH) to the village health committee and included 

the private health care providers and traditional healers as alternative care providers. 

It is also important to note that in Nigeria, traditional medicine is widely used, 

although it is a system which is not uniformly oprationalised. There is a wide 

variation with each element or component of the system being strongly bound to the 

local culture and beliefs of the people.  

 

The health authorities where applicable, seek the collaboration of the traditional 

practitioners in promoting their health programmes such as nutrition, environmental 

sanitation and immunizations. The traditional health practitioners are trained to 

improve their skills on handling complicated health conditions such as complicated 

fractures, open wounds and to ensure their co-operation in making use of the referral 

system in dealing with high-risk patients. The Government of the Federation seeks to 

gain a better understanding of traditional health practices to support research 

activities and to ensure that evaluated practices and technologies of proven value, are 

adopted into the health care system and those that are harmful are discourage 

(NNHCP,1998). 

The global initiative to achieve the millennium development goals (MDGs) is an 

added incentive for all countries to strengthen their health system (UNDP, 2003). 

Nigeria has ratified the MDGs including the items that specifically refer to the health 
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issues such as reduction of mortality rate by two-thirds among children under five, 

improve maternal health by reducing maternal mortality rate by three quarters, and 

combat HIV/AIDs, malaria, and other diseases. 

  

1.3   Statement of the Problem 

Despite what appears to be a well structured health care system in Nigeria, the 

Primary Health Care Services particularly at the district level are not being provided 

satisfactorily (Ogunkele, 2002; ECHP, 2007). One of the major providers at the 

level, the ECWA, appears, to have difficulties in providing improved delivery of 

primary health care services by the required standards of World Health Organization. 

Incidences of death resulting from diseases such as malaria, worm’s infestations, TB, 

Polio, Whooping cough, Tetanus, Diphtheria, and Chicken pox are on the increase. 

The prevalence of such problems as maternal mortality rate has been as high as 

948/100,000. The mortality rate of the under five is 205/1000, while infant mortality 

rate is 115/1000 with an annual incidence of 283/100,000. It is estimated that at least 

a quarter of HIV positive persons are co-infected with TB (NHCR, 2006). Malaria 

remains a major public health problem with ninety percent of the population being at 

risk with 50 percent having at least one malaria attack annually. Pregnant women and 

children are the vulnerable group with an estimated 300,000 children dying annually 

from the disease. As a result, the life expectancy has dropped below average in 

developing countries and it now ranged from 62 to 51.9 years. However, these 

figures are rather still high for developing countries (FMOH, 2007).  

Services that were known to be provided in the past are no longer provided. Such 

services include childhood immunization, treatment for sexually transmitted diseases 

(STDs), dental services, health education, and minor surgery (EDCHP, 2006). 

 

Despite the efforts made by the ECWA Churches and various committees which 

were formed to support the ECHP to participate in the delivery of PHCS, these have 

not been very successful. Over 80 percent of the clinics in the two districts are 

operating without adequate essential drugs, functional medical equipment, functional 

refrigerators for storing vaccines, and transport system for emergency and 

supervision of clinics services (EDCHP, 2008). 
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There have also been some conflicts in the operation of the ECWA Community 

Health Programme structure with the ECWA District Church Council (EDCC). The 

debates and discussion on these issues have stalled the passing of a new health policy 

by ECWA that requires all the clinics in the programme to be self funded (ECHP, 

1995). The situation has resulted into poor performance of health care services at the 

community level as a result of non financial or human resource support from neither 

the ECWA nor the government.  

 

This study is therefore geared towards examining the seemingly gap between an 

elucidate structure and the low performance of public-private partnership (PPP). The 

public private partnership seem to exist only in policy but not in strategizing how the  

ECWA Community Health Programme can collaborate with the government in 

strengthening PHCS as is done in other countries. In Tanzania, for example the 

government seconds her staff to provide health care services in the private sector.  

 

1.4 Research Questions 

1.4.1 The main research question 

The main research question guiding this study is whether there are any structural 

barriers constraining ECWA Community Health Programme from fully participating 

in the delivery of primary health care services in the two districts? 

   

1.4.2 Specific questions 

Specific questions are: 

 

1) Why is ECWA incapable to support ECHP to participate in the delivery of 

primary health care services in the two districts? 

2) To what extent have the State Governments and LGAs in the respective districts 

provided the required support (whatever their functions) for them to participate in 

the delivery of primary health care services in the two districts?    

3) Why diseases in the two districts appear to be in the increase despite concerted 

efforts by the ECHP in providing PHCS? 
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4) What necessary resources (if any) (financial and human resource) does ECWA 

have in enabling the organization to provide PHCS that cater for the needs of the 

inhabitants in the two districts.  

 

1.5 Objectives of the Study  

1.5.1 The main objective 

The main objective of the study was to examine the extent to which the 

organizational structure of ECHP affects delivery of primary health care services in 

the two districts. 

 

1.5.2 Specific objectives of the study  

1) To examine the manner in which ECHP has been organized in her effort to 

participate in the delivery of PHCS in the EDCHP Kafanchan and Kaduna. 

 

2) To assess the effectiveness of ECHP coordination in the delivery of PHCS and 

collaboration in the two districts of Kafanchan and Kaduna. 

 

3) To assess the ECHP participation in the delivery of PHCS in the two districts 

based on the World Health Organization principles. 

 

4) To assess the financial and human resource capacity of ECHP in the participation 

of delivery of PHCS in the two districts of Kafanchan and Kaduna. 

 

1.6 Significance of the Study 

The health Millennium Development Goals (MDGs) cannot be fully achieved 

without the improved delivery of PHCS. Improved delivery of PHCS can only 

happen through strengthening up the appropriate and functional structure at all 

levels. This study examined this aspect in the two districts in Nigeria.  
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The knowledge generated by this study is useful not only to ECHP in Nigeria but 

also to other developing and developed countries in the area of improving the 

delivery of Primary Health Care Services. 

The findings of this study would provide information on improving the delivery of 

Primary Health Care Services to the health care administrators, the health planners, 

the economists, top management executives, policy makers and agency mode on 

planning, organizing, directing, staffing, controlling, conducting, reporting and 

budgeting.     

 The findings of the study would also provide some opportunities and challenges in 

galvanizing the government in considering partnership between private and public 

sectors as viable option in the provision of PHCS. This is because the public sector 

can provide financial support while the private sector can provide services directly to 

places where the public sector cannot easily access. 

With regard to the knowledge gap in the area, the findings of this study would 

contribute to widening the experience from African countries that has a dearth of 

literature on improving the delivery of Primary Health Care Services.  

The study will add new knowledge and information to researchers involved in the 

management of Primary Health Care Services. 

 

1.7 Scope/Delimitation 

           The study was confined to two districts in the ECWA Community Heath Programme 

in Kaduna state, Nigeria.  The population of the country according to the most recent 

Census by the Government of Nigeria released on 29
th

 December 2006 was estimated 

to be 140,003,543 people (Country Profile-Nigeria, 2006). The census indicated that 

Kaduna was one of the cities in the Federation with a population of over 10,000,000 

people.  The report did not specify the population per districts nor did the Local 

government allow the author quote with the authority on this matter.  
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            The official time frame of the research was 42 months. This was not sufficient to 

have allowed the research in the whole ECHP.  As a result of the limited time 

allocated, the study was conducted in two districts. 

             The study sought to examine the extent to which the organizational structure of 

ECHP affects delivery of primary health care services in the EDCHPS Kafanchan 

and Kaduna State in Nigeria.  

 

1.8 Organization of the Thesis 

The thesis is organized as follows. Chapter One presents an overview and 

background of the study. It contains the statement of the problem, the questions 

emanating from the main research question, objectives of the study, significance of 

the study, and scope/ delimitation of the study. Chapter Two explores the relevant 

literature, theoretical perspectives, empirical evidence, while Chapter Three presents 

the research methodology and procedure used. Chapter Four presents the profile of 

ECWA, centering on its policy, location of the organization, background, 

establishment, functions and activities and how it came into being. Other aspects 

include the eras of DMBs, the general situation of ECHP, the ECHP management 

structure and conclusion. Chapter Five is on the Analysis of the Findings on the 

Organization Structure of ECHP. It focuses on answering the research questions. 

Chapter Six is the discussion of the findings.  Chapter Seven is conclusion and policy 

recommendations which are based on the findings identified in the previous chapters.   



10 

 

CHAPTER TWO 

LITERATURE REVIEW 

2.1  Introduction 

This chapter presents the literature review for the study. It covers both a theoretical 

review of the main theories relevant to the study and past empirical works on the 

subject. The review is meant to contribute to the understanding on the nexus between 

performance and organization structure and identify any knowledge gaps in this area.    

 

2.2    Theoretical Review 

2.2.1 Organizational theory 

Organizational theory helps us to understand the link between organization structure 

and performance. According to Robbins (2006), organization theory is the discipline 

that studies the structure and design of organizations. It refers to both the descriptive 

and perspective aspects of the discipline. It describes how organizations are actually 

structured and examines the relationship between structure and performance.  

Leavitt (1962) defines organization as a specific configuration of structure, people, 

tasks and techniques. Structure describes the form of departments, hierarchy and 

committees. It influences the organization's efficiency and effectiveness. People refer 

to the skills, attitudes and social interaction of the members of the organization 

likewise task refers to the goals of the individual and the organization and techniques 

or the methodical approach used to perform tasks. According to Katz and Kahn 

(1978) an organization is a system incorporating a set of sub-systems. These sub-

systems are a related group of activities which are performed to meet the objectives 

of the organization. While an organization has been viewed differently by numerous 

theorists, all definitions seem to contain five common features which include 

individuals and groups of individuals, oriented towards achieving common goals and 

differential functions; intended rational coordination; and continuity through time. 
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2.2.2    Organization structure 

Sachdeva (1990) defines organizational structure as institutional arrangements and 

mechanisms for mobilizing human, physical, financial and information resources at all 

levels of the system. Nystrom (1981) define structure as an integral component of the 

organization, the arrangement and interrelationship of component parts and positions in 

an organization. It provides guidelines on division of work into activities, linkage 

between different functions, hierarchy, authority structure, authority relationships, and 

coordination with the environment. Organizational structure may differ within the same 

organization according to the particular requirements. Structure in an organization has 

two components (Robbins, 1989). The first is complexity, which is the degree to which 

activities within the organization are differentiated. This differentiation has three 

dimensions: horizontal differentiation which refers to the degree of differentiation 

between units based on the orientation of members, the nature of tasks they perform and 

their education and training, and vertical differentiation which is characterized by the 

number of hierarchical levels in the organization, and spatial differentiation which is the 

degree to which the location of the organization's offices, facilities and personnel are 

geographically distributed. The second component is formalization which refers to the 

extent to which jobs within the organization are specialized. The degree of formalization 

can vary widely between and within organizations. Centralization refers to the degree to 

which decision making is concentrated at one point in the organization. 

2.2.3    Effective organizational structures  

According to Robins (1989) clarity is considered critical in effective structures. The 

structure of the organization should be such that there is no confusion about people's 

goals, tasks, style of functioning, reporting relationship and sources of information. 

The understanding of structure of an organization should provide people with a clear 

picture of how their work fits into the organization. Decentralization of the design of 

an organization should compel discussions and decisions at the lowest possible level 

and stability and adaptability while the organizational structure should be adaptable 

to environmental changes.  It should remain steady during unfavorable conditions.  
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2.2.4   Specialization 

According to Anderson (1988) specialization in the health care organization 

facilitates division of work into units for efficient delivery of service, including 

performance. According to the classical approach, work can be performed much 

better if it is divided into components and people are encouraged to specialize by 

components. Work can be specialized both horizontally and vertically. Vertical 

specialization in a health research organization refers to different kinds of work at 

different levels, such as project leader, health scientist, and researcher and field 

workers. Horizontally, work is divided into departments like genetics, plant 

pathology, administration and accounts. Specialization enables application of 

specialized knowledge which betters the quality of work and improves organizational 

efficiency. At the same time, it can also influence fundamental work attitudes, 

relationships and communication. This may make coordination difficult and obstruct 

the functioning of the organization. Lawrence and Lorsch (1967) assert that goal 

orientation, time orientation, inter-personal orientation and the formality of structure 

could unfavorably affect attitudes and work styles in an organization. 

 

2.3   Coordination  

Coordination is another prerequisite for effective delivery of services, including 

health care. Coordination in the health care organization refers to integrating the 

objectives and activities of specialized departments to realize broad strategic 

objectives of the organization (Anderson, 1988). It includes two basic decisions 

pertaining to: which units or groups should be placed together; and the patterns of 

relationships, information networks and communication. In the health care research 

institutions, where most of the research is multidisciplinary but involves 

specialization, coordination of different activities is important to achieve strategic 

objectives. Hierarchy facilitates vertical coordination of various departments and 

their activities. Organizational theorists have over the years developed several 

principles relating to the hierarchy of authority for coordinating various activities. 

Some of the important principles are unity of command, responsibility and authority, 

and span of control.  
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Fayol (1949) refers to unity of command as an aspect whereby every person in an 

organization is responsible to one superior and receive orders from that person only. 

This, he considered to be the most important principle for efficient working and 

increased productivity in an organization. The scalar principle is the degree of 

decision making authority and the chain of command in an organization that flows in 

a straight line from the highest level to the lowest. The principle evolves from the 

principle of unity of command. However, this may not always be possible, 

particularly in the health research institutions. Therefore, members in such 

organizations could also communicate directly at the same level of hierarchy, with 

prior intimation to their superiors. Responsibility and Authority refers to a 

successfully performing of certain tasks, which must be accompanied by proper 

authority. Those responsible for the performance of tasks should also have the 

appropriate level of influence on decision making.  

Barkdull (1963) defines span of control as the number of specialized activities or 

individuals supervised by one person. Deciding the span of control is important for 

coordinating different types of activities effectively. The span of control of a health 

care administrator can be affected by similarity of functions, proximity of the 

functions to each other and to the supervisor, complexity of functions, direction and 

control needed by subordinates, coordination required within a unit and between 

units, extent of planning required, and organizational help available for making 

decisions. 

2.4    Departmentalization  

Luthans (1986) refers to departmentalization as a process of horizontal clustering of 

different types of functions and activities on any one level of the hierarchy. It is 

closely related to the classical bureaucratic principle of specialization. 

Departmentalization is conventionally based on health services provided, purpose, 

and quality of the service, process, function, personal things and place. Functional 

Departmentalization is the basic form of departmentalization. It refers to the 

grouping of activities or jobs involving common functions. In a primary health care 
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unit the groupings could be control of malaria, eradication of guinea worm diseases, 

control of HIV AIDS/STDs and administration.  

Luthans (1986) also refers to departmentalization of health care services as the 

grouping of jobs and activities that are associated with specific services. As the 

health care organizations increase in size and diversify, functional 

departmentalization may not be very effective. The organization has to be further 

divided into separate units to limit the span of control of a manager to a manageable 

level. In a primary health care, functional departments can be further differentiated 

by services and purpose or type of research. In contrast to functional 

departmentalization, service-based departmentalization has the advantage of:  less 

conflict between major sub-units; easier communication between sub-units; less 

complex coordination mechanisms; providing a training ground for top management; 

more customer orientation; and greater concern for long-term issues. In contrast, 

functional departmentalization has the strength of easier communication with sub-

units, application of higher technical knowledge for solving problems, greater group 

and professional identification, less duplication of staff activities, higher product 

quality and increased organizational efficiency. Filley (1978) refers to 

departmentalization by Territory or Geography as involving grouping of activities 

and positions at a given location to take advantage of local participation in decision 

making. The territorial units could be under the control of a medical director (MD) 

who is responsible for operation of the health care organization at that location. PHC 

are set up to take advantage of specific disease control. Such departmentalization 

usually has an economic advantage.  

2.5 Centralization vs. Decentralization   

One of the ethoses of modern day structure, particularly large organization, is the 

possibility for decentralizing some of the key decisions and power to the lower 

levels. Luthans (1986) defines de-centralization as a decision making at the lower 

levels of hierarchy of health care organization. In contrast, decision making in a 

centralized type of organizational structure is at higher levels. The degree of 

centralization and de-centralization depends on the number of levels or hierarchy, 
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degree of coordination, specialization and span of control. Centralization and de-

centralization could be according to the geographical or territorial concentration or 

dispersion of operations; functions, or extent of concentration or delegation of 

decision making powers. Every organizational structure contains both centralization 

and de-centralization, but to varying degrees. The extent of this can be determined by 

identifying how much of the decision making is concentrated at the top and how 

much it is delegated to lower levels to allow delivery of health care services and full 

participation of the various communities.  Modern organizational structures show a 

strong tendency towards de-centralization.  

 

Tosi (1986), argued that centralization focus on coordination, standardization and 

consolidation of equipment, processes, technology, patients and management. 

Centralization also enables the creation and execution of a shared vision of how 

health care coordinated activities support and drive services provided. Centralization 

also provides significant economies of scale, reduction of redundancies of staff and 

improved management efficiencies. At the same time, arguments for decentralization 

center on allowing the health care organization to make autonomous decisions about 

information and patients-related requirements. One of the most contentious areas 

between health organization and community participation is the inability to 

understand and fulfill requirement for service information. This is exemplified by 

health units independently pursing quality services, supply chain and outsourcing 

strategies that have traditionally fallen within the health care domain. In some cases, 

health units launch information-related initiatives under a decentralized governance 

model sanctioned by it. In this situation, the health care units pursue these initiatives 

without the knowledge or blessing from it. In this latter scenario, health care units 

circumvent organizational inadequacies stemming from the rigid limitations imposed 

by hierarchical, command and control governance structures. Unfortunately, 

hierarchical governance structures, which emerged during an era of Newtonian 

deterministic thinking, evolved long before the information age and are heavily 

imprinted on the minds of today's executives. There is a definite trend towards 

peaceful coexistence of centralized and decentralized primary health care 

organization. Many advocates of centralization concede the need for primary health 
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units to play a role in the application management function Tosi (1986) an advocate 

of decentralization typically support the need for a core team of professionals to 

support and standardize the technological infrastructure that enables broader 

information management functions. In practice, most primary health care 

organizations distribute the responsibility for information management among health 

units, outsourcing patients, service providers and the central organization. This 

reality has frustrated executives who are attempting to manage distributed 

information functions under hierarchical management structures. Efforts to address 

this situation using the traditional tool the reorganization have been largely 

unsuccessful. Therefore, the need to command and control has obscured the need for 

greater collaboration, communication and coordination. The desire for control is 

characterized by the need to increase the number of people or health units reporting 

to a given individual.  

 

Many health care administrators are, in fact, promoted or compensated based on the 

size of their team. Health units may also feel that they cannot do their jobs 

effectively unless they own a given function, which is again an issue of control. The 

individual and collective desire for control and the motivation behind receiving and 

doing it out, create a politicized atmosphere that lowers morale and has other 

unintended results. Reorganizations tend to make things worse. Petronius Arbiter 

(AD 60) made this clear when he said we tend to meet any new situation by 

reorganizing; and it can be a wonderful method for creating the illusion of progress 

while producing confusion, inefficiency and demoralization. The ongoing, 

reorganization initiatives, related politicking and unintended outcomes detract from 

time better spent solving information-related challenges through collaborative efforts 

across an increasingly virtual health services. Getting off the reorganization merry-

go-round requires changing the motivational factors behind it. There must be a shift 

from a control-oriented environment towards a collaborative mindset where 

achieving a common purpose is the overriding goal.  

 

And this means people must shift from an "I" mentality to a "We" mentality. As 

executives tire of the reorganization yo-yo, they are beginning to seek substantive 
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solutions to the challenge of how to best govern the information management 

function. The yo-yo reorganization trend is giving way to a more measured strategy 

where executives design and deploy an information governance structure that 

accommodates the best of elements of centralized and decentralized primary health 

care services where appropriate. This collaborative structure must be adaptive and 

have the capacity to self-organize, so that internal and external dynamics do not 

trigger yet reorganization. Most of all, health administrators must embrace 

collaborative forces already at work and enable those forces through an effective 

information governance structure. Enabling collaborative health care governance 

structures, executives must recognize that the roles and tasks of information 

management are evolving. It is becoming more critical, especially given the 

explosion in e-primary health services, is becoming more relevant, and is no longer 

functioning as a stand-alone operation. Change brings new challenges including 

proliferation of poorly integrated health care services, a high rate of dissatisfaction 

with outsourcing relationships and the need to support patients’ relationship 

management (PRM) and supply service strategies.  

These challenges magnify the need for management to enable a governance structure 

that can work more collaboratively, while adapting to the increasing pace of change 

in an unpredictable world. Examining how management can enable this trend 

requires looking at how various functions and relationships might evolve under a 

trend towards collaborative governance. Evolution of this governance process begins 

with core functions. 

 

2.6 Condition for Centralization versus Decentralization to Function 

For all of the reasons stated earlier in support of centralizing certain functions, the 

governance structure must cast its influence over its related functions without trying 

to control the teams performing those functions. This means eliminating the 

hierarchy in favor of a governance structure based on a constitution. Under the 

constitution, various functional units (i.e. hubs) fulfill clearly defined purposes 

within their domain. Hubs self-adapt by collaborating, expanding or disbanding in 

order to more effectively fulfill their stated purpose. Under this governance structure, 

the traditional health care organization, including network, facility, systems and 
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communications management, evolve into a series of hubs comprised of 

representatives from across the health care organization. Incorporating health care 

units into the governance structure will help eliminate the "us versus them" 

atmosphere that has historically subverted the relationship between health services 

and community participation. The health units would form their own hubs and place 

representatives on central hubs as defined under the constitution. External entities 

also play a role in the new governance structure. The role of external entities is set 

forth in the constitution, but should be expressly defined within the governance 

structure. Under this adaptive, collaborative environment, new concepts quickly 

come to light, while mistakes are shared and therefore not repeated by other working 

units. Areas where new strategies could quickly take hold include proliferation of 

new infrastructure components, such as light methodologies and extreme 

programming, deployment of an integrated e-health solution, streamlining of the 

supply chain and a coordinated CRM strategy. Centralization and decentralization 

can flourish under this trend towards collaborative, adaptive governance. As the 

trend towards coexistence and collaboration gains steam, the health care executives 

will hopefully see it coming and help enable the deployment of these new and 

exciting ways of working together -or get out of the way as quickly as possible 

(Blyth, 2008). 

 

2.7 Line and Staff Relationships  

Kountz (1980) define line authority as the scalar chain, or to the superior-subordinate 

linkage, that extend throughout the hierarchy. Line employees are responsible for 

achieving the basic or strategic objectives of the primary health care organization, 

while the staff play a supporting role to line employees and provide the health care 

services. The relationship between line employees and staff is crucial in the 

organizational structure, design, and efficiency. It is also an important aid to 

information processing and coordination. In a primary health research organization, 

health professionals and scientists researchers form the line while the administrative 

employees are considered as staff, whose main function is to support and provide 

help to these health professionals to achieve organizational goals. It is the 
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responsibility of the MD to make proper and effective use of staff through their 

supportive functions. The staff may be specialized, general or organizational. 

2.8    Types of Organization Structure 

Organizations can have simple to complex structures, depending upon organizational 

strategies, strategic decisions within the organization and environmental complexities 

(Mintzberg, 1981). The structure of the organization can be traditional (bureaucratic) 

or modern (organic), according to the needs. The traditional organizational structure 

is mechanistic and characterized by high complexity, high formalization and 

centralization while the classical organization structure designs are simple, 

centralized, bureaucratic and divisionalized. Modern organizational designs include 

project organization, matrix design and adhocracy design. 

2.8.1  Classical organizational structure 

According to Mintzberg (1981) in a simple centralized organizational structure, 

power, decision making authority and responsibility for goal setting are vested in one 

person at the top. This structure is usually found in small and single-person-owned 

organizations. The basic requirement of a simple centralized structure is that it has 

only one or two functions, and a few people who are specialists in critical functions. 

The manager is generally an expert in all related areas of functions and is responsible 

for coordination. Thus, the organization has only two hierarchical levels. However, 

this structure has to become more complex for growth, diversification, or other 

reasons.  

2.8.2  The bureaucratic organization  

Mintzberg (1981) refers to large organizations and under well defined condition 

organization structure may be bureaucratic. The essential elements of a bureaucratic 

organization are:  the use of standard methods and procedures for performing work; 

and a high degree of control to ensure standard performance. According to 

(Mintzberg, 1981) there are two types of bureaucracies which include standard and 
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professional bureaucracy. Standard bureaucracy is based on efficient performance of 

standardized routine work. Professional bureaucracy depends upon efficient 

performance of standardized but complex work. Thus, it requires a higher level of 

specialized skills. The structure of standard bureaucracy is based on functions, large 

technical staff and many mid-level managers. In contrast, professional bureaucracy 

has few mid-level managers.  

2.8.3 Project design structure  

According to Kolodny (1979), Project design is also called the team or task force 

type. It is used to coordinate across departments for temporary, specific and complex 

problems which cannot be handled by a single department. This design facilitates 

inputs from different areas. Members from different departments and functional areas 

constitute a team, in which every member provides expertise in their area of 

specialization. Such a structure generally coexists with the more traditional 

functional designs. An illustration of project type of the organizational is giving the 

matrix design which blends two different types of designs, namely project and 

functional organizational designs. Since the project type of organizational design is 

not considered stable, the matrix design attempts to provide permanent management 

structures by combining project and functional structures. The main advantage of this 

combination is that it balances both technical and project goals and allocates specific 

responsibilities to both. Technical goals refer to how well work is done, while project 

goals relate to issues such as the type of work to be done and its costs. Functional 

specialists are assigned to given projects (horizontal structure).  

2.8.4 The problems of the matrix organization  

 According to Kolodny (1979), the responsibility and jurisdiction are not clearly 

defined in matrix organizations. Bosses are also not clearly identified.  Consequently, 

matrix organizations could lean towards chaos and disorder, and even lead to power 

struggles unless power between line and project managers is skillfully balanced.  

Within the organization, matrix organizations may encourage the formation of 

cliques since all decisions are made in a group. This could reinforce group loyalties 
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and create inter-group conflicts.  Matrix organizations need more human resources, 

particularly during initial periods. This means higher overheads and increased 

expenditure.  Matrix organization forms are usually found at the lower level of the 

organization. 

 

2.8.5 Adhocracy  

Adhocratic structures are also called free form or organic organization structures 

Robbins (1989). They stress managerial styles which do not depend upon formal 

structures. They are well suited for complex and non-standard work and rely on 

informal structures. An adhocratic structure is flexible, adaptive and organized 

around special problems to be solved by a group consisting of experts with diverse 

professional skills. These experts have decision making authority and other powers. 

The adhocratic Structure is usually small, with an ill-defined hierarchy. Such a 

design is suitable for high technology and high growth organizations where an 

arranged and inflexible structure may be a handicap.  

Organization design is a continuous process. While a simple design is needed for 

simple strategies, complex designs are necessary when organizational strategies 

involve complex interactions. The choice of any type of organizational design should 

be in consonance with the organizational requirements, strategy and environment. 

The simple centralized and bureaucratic organizational design based on functional 

departmentation focuses on work and is thus better suited for getting work done 

efficiently. The team or project type of organizational design is appropriate where 

inputs from several functional areas are required. The divisional structure is 

appropriate if performance and results are to be assessed. Matrix and adhocratic 

designs focus on coordination and relationship.  

 

According to Robbins (1989), the primary health care industry has been wrestling 

with this issue for decades. Centralization relies on a governance structure where 

information management reports up through a single chain of command. 
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Decentralization on the other hand, distributes the management through a multitude 

of functional and regional command of chains. Most health care organizations utilize 

either a centralized 45 percent or a combination of centralized and decentralized 48 

percent governance structures. Cutter experience indicates that organizations almost 

universally deploy elements of centralization, even in cases where the management 

of certain functions is decentralized. Given that the Internet puts information at 

everyone's fingertips, third parties increasingly perform.  The internet governance 

structure appears to be at odds with today’s reality. Explaining this dichotomy 

requires the recognition that the trend is not towards centralization or 

decentralization neither of which is sustainable in a real sense. The real management 

trend is a shift towards governance structures that enable the best attributes of 

centralization and decentralization to be applied based on the requirements of a given 

function of the health care services. In other words, this shift is a movement towards 

a scenario where centralized and decentralized can coexist and flourish under the 

same governance structure. 

2.8.6  Public-Private Partnership in health care organization  

Public private partnerships are being increasingly encouraged as part of the 

comprehensive development framework (Health Action International, 2002). The 

need to foster such arrangement is supported by a clear understanding of the inability 

of the public sector to provide public goods entirely on their own in an efficient, 

effective and equitable manner because of lack of resources and management 

problems. These considerations have necessitated the development of different 

interface arrangements which involve the interfacing of organizations that have the 

mandate to offer public good on one hand and those that could facilitate this goal 

within the health sector; public-private partnership is also the subject of heated 

debate. Several examples which fall within this framework highlight the potential for 

the creation of a powerful mechanism for addressing difficult problems by leveraging 

on the strengths of different partners. However, these also illustrate complex issues 

such as arrangements bring together a variety of players with different and 

sometimes conflicting interests and objectives, working within different structures.      
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Reich (2000) refers to Public sector as the national, provincial/state, district, 

governments, municipal administers, local government institutions, all other 

government and inter-governmental agencies with the mandate of developing public 

goods. The word private denotes two sets of structures, the for-profit private 

encompassing commercial enterprises of any size, and the non- for profit private 

referring to Non Governmental Organizations (NGOs), philanthropies and other not-

for-profit organizations. The word partnership refers to long term task oriented and 

formal relationships. There have been many criticisms relating to the convention of 

using the word partnership to describe such arrangements. Many arrangements in the 

debate are valid given that there are certain requisites for coining such association. 

For the same reason partnership also needs to be differentiated from privatization, 

which involves permanent transfer of control through transfer of ownership right or 

an arrangement in which the public sector shareholder has waived its right to 

subscribe. The distinction between partnerships and contractual arrangements, 

particularly with regard to the public sector and NGOs are such arrangements that 

can be used for strategic purposes, which are inherently distinct from partnerships. 

 

2.8.7  Types of Public-Private interface arrangements 

Mitchell (1990) asserts that there are 91 database listed international partnership 

arrangements in the health sector, which can qualify to be called public-private 

partnerships. Of these, 76 were dedicated to infectious disease prevention and 

control, notably AIDS, tuberculosis and malaria. Four focus on reproductive health 

issues and three on nutritional deficiencies whereas the minorities focus on other 

issues (health policy and research (1) injection and chemical safety (2) digital divide 

(3) blindness and cataract. Initiative on public-private partnerships for health is the 

categorization that takes into account large transnational public-private partnerships. 

There are, however, many other arrangements at a country level, which bring in 

similar challenges as the ones posed by larger partnerships.         

Mitchell (1990) refers to the public-private arrangements as fostered either when 

governments and inter-governmental agencies interface with the for-profit private 



24 

 

sector to tap into resources, or with the non profit private sector for technical 

expertise or outreach. Several arrangements of various sizes, forms and scopes at a 

global, regional, or country level qualify to fall within this categorization. 

Transitional partnerships involving a visible role of the for-profit sector are at one 

end of the spectrum. These usually involve large partnerships and a complex 

grouping depending upon their structure they may bring together several 

governments, local and international NGOs, research institutions and UN agencies in 

transitional programmes, often also involving the non-profit sector. Such 

partnerships can be housed and be coordinated by different sources.  

 

Widdus (2010) argued that the traditional partnerships can be owned by the public 

sector and have private sector participants such as in the case of Global Alliance for 

vaccines and immunization, role back malaria, TB partnership, safe injections Global 

Network, Global Polio Eradication programme, special programme for Research and 

Training in tropical diseases, and the special programme for research and training in 

human resource.  The recent evolution of a public private partnership for the 

prevention and control of non-communicable diseases in Pakistan is an example of 

this approach, where the government leverages on the technical strength of the 

private sector partner for addressing emerging health challenges. As National Action 

(2004), observes examples also exist of NGOs seeking support from corporate 

partners both at national and international levels. The World Health Federation has 

recently structured transparent and successful business relationships with the 

corporate sector for supporting global programmes with initial encouraging results. 

Bayes (2003), and World Heart Day (2004), assert that partnership in the health 

sector can be for various purposes. Such partnerships are novel arrangements and can 

potentially present an opportunity for more than one partner to contribute to the same 

goal. Many of these partnerships have positively contributed to health outcomes in 

the past, developing technologies for tropical diseases surveillance and screening 

strategies, contributing to technical aspects of sustainable drug development and 

vector control are among a few examples.  
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WHO (2003), Blanks (1998), suggest that partnerships involving the for-profit 

private sector bring in their wake many concerns as they involve a donor-recipient 

relationship. In many countries, there are long established links of the public sector 

with NGOs. Theoretically, since NGOs are not driven by a profit generating motive, 

many of the ethical challenges that potentially exist in partnering with the for-profit 

are not of relevance in this case. However, it could also plausibly be argued that 

NGOs, who though objective and altruistic, may in fact have quite complex motives. 

In promoting public-private partnerships therefore, several issues need to be clearly 

flagged in an attempt to address them in tandem with efforts that aim to foster such 

relationships within that context, a set of ethical and process related challenges are 

here under. 

 

2.8.7.1 The ethical challenges of the Public-Private Partnerships  

 The global norms and principles of the public-private partnerships are always hiding 

to less weak once to understand. This implies that, many of the large partnerships 

involving a variety of players are of a transnational nature. However, against this 

backdrop, there are no global norms and principles to set a framework within which 

global public health goals can be pursued in a partnership arrangement. In addition 

there is impartiality in health. If the public-private partnerships are not carefully 

designed, there is a danger that they may reorient the mission of the public sector, 

interfere with organizational priorities, and weaken their capacity to uphold norms 

and regulations. Such a shift is likely to displace the focus from the marginalized and 

may therefore be in conflict with the fundamental concepts of equity in health. A 

good example is the social safety nets. It has been increasingly argued that engaging 

in a partnership mode provides the public sector an opportunity to renounce their 

responsibilities; this is in a sense may lead to withdrawal of social safety nets. A 

failure to commit to maintain the role of the state in such partnerships may result in 

laissez-faire attitude which is prejudicial to the interest of the most vulnerable 

groups. Conflicts of interest in many partnerships are initiated on the premise that 

they fulfill a social obligation, and can involve good intentions on part of individuals 
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and organizations. However the basic motive that drives the for-profit sector 

demands that these involve a financial pay off in the long term. In such cases, the 

differences between cooperate sponsorships and scientific philanthropic donations 

with long term visible public health goals need to be clearly separated. This issue has 

been further complicated in recent years as many global health initiatives funded by 

endowments generated by foundations have partnerships with the private sector as a 

key feature. As Brugha (2002), argues donor recipient relationships bring in their 

wake many concerns. These include concerns relating to such arrangements 

providing the for profit  private sector an opportunity to improve their organizational 

image by engaging in cause-related marketing and concerns relating to these 

engagements facilitating policy makers access to the commercial sector. On the other 

hand, many NGOs even in the developing countries are little more than lobby groups 

with particular interests, which may or may not be aligned to with public good. In 

conclusion, while redirecting the national health policy, there are also concerns that 

such partnerships redirect national and international health policies and priorities and 

have the potential to defeat crucial local and national efforts. 

 

2.8.7.2 Operational and challenges in Public-Private Partnerships  

The developed countries have legislation to interface with the private sector 

(Newman, 2004). The developing world is a general failure to have overarching 

legislation relating to the public-private partnerships. As a result, such arrangements 

are developed on an ad hoc and opportunistic basis and may have questionable 

creditability. As a result of these failures policies and specific operational strategies 

fail to develop. In participatory approach to decision making, the expression 

partnership gives the impression of equality.  However, many a times, a participatory 

approach to the decision-making process is usually not optimally accomplished. As 

Buse (2004) asserts, decision-making process in partnerships may also be biased 

because of the stronger partners influence. At a country level and in the case of 

governments, interfacing with NGOs, the stronger partner, which is usually the 

Government generally tends to make the rules. On the other hand in the case of 
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relationships with the “for-profit” private sector, there is the danger of financially 

stronger partner influencing the public sectors decision making process on policies, 

regulatory and legislative matters, which have implications on their profit making 

motives. According to Feachem (2004), government structures and the workable 

partnerships require a well-defined governance structure to be established to allow 

for distribution of responsibilities to all players. Public-private partnerships may run 

into problems because of ill defined governance mechanism. Recent evaluation of 

the Roll Back Malaria (RBM) project while acknowledging the success of the 

partnership in drawing global attention to the scale of the problem posed by malaria 

has also outlined serious governance-related issues. More recently, independent 

evaluation of the Global Stop Tuberculosis Bacilli (TB) partnership has also resulted 

in the issuance of detailed recommendations for improved governance. Feachem 

(2004), asserts that for a well-defined governance structure to be effective among 

players the must be Power relation, Sustainability, and Accountability.   

Power Relationships: skewed power relationships are a major impediment to the 

development of successful relationships. Governments in developing countries 

usually tend to assume core responsibilities of the joint initiative and take charge of 

the weaker partner. In the case of NGOs with outreach-related strengths, this usually 

takes the form of contractual relationships without much regard to the participatory 

processes which should be a key to the public-private partnership arrangement. In the 

case of relationships with NGOs with technical strength, there are issues relating to 

power relationships of more serious nature with regards to who assumes the 

leadership role. 

 Sustainability: the question of long-term sustainability is often ignored in public 

private partnerships. The analysis of the operation of Global Alliance for Vaccines 

and Immunization (GAVI) has concluded that it overemphasizes high technology 

vaccines, lacks sustainability, relies too heavily on the private sector and 

consequently, runs the risk of compounding health inequities in the poorest countries. 

Accountability: many partnerships do not ensure that all players are held accountable 

for the delivery of efficient, effective and equitable services in partnerships 
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arrangements. Often in public-private relationships it is unclear as to who these 

partnerships are accountable and according to whose criteria, and who sets those 

priorities? To hold partners accountable for their actions, it is imperative to have 

clear governance mechanisms partner’s rights and obligations. Clarity in such a 

relationship is needed in order to avoid ambiguities that may lead to a break up of 

partnerships. A case in point is the recent breakup of Global Alliance for the 

elimination of leprosy (GAEL) with the exit of the International Association of Anti-

leprosy Skolnik (2003). 

 

 2.9 The Call to Action 

According to the World Bank (2004) the global agendas are being increasingly 

shaped by the private sector. The for-profit private sectors, immense resources make 

it an irresistible partner for public health initiatives. These arrangements can also be 

mutually synergistic. Governments and international agencies can tap into additional 

resources to fulfill their mandate whereas the commercial sector can fulfill its social 

responsibility, for which it is being increasingly challenged. Additionally, the recent 

epidemic and bio-terrorist threats should help to make the private sector understand 

the value of investing in health for reasons beyond fulfilling their social obligations. 

Active involvement of the none-profit sector and donor coordination in achieving 

countries goals is also being increasingly encouraged within comprehensive 

development frameworks; this approach is synchronous and in harmony with poverty 

reduction strategy.  

 

2.9. 1     The need to harness potentials that exist in collaboration  

According to the World Bank (2004) both public and private sectors recognize their 

individual inabilities to address emerging public health issues that continue to be 

tabled on the international and within country policy agendas. The public-private 

partnerships therefore seem both unavoidable and imperative. Therefore, there is a 

need to develop a set of global norms and ethical principles and a broad-base 
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agreement over these must be achieved. The driving principles for such initiatives are 

rooted in benefit to the society rather than mutual benefit to the partners and should 

center on the concepts of equity in health. The norms must stipulate that partnerships 

contribute to strengthening of social safety nets in disadvantaged settings and should 

be set within the context of social responsibility as the idea is not meant for private 

funds to be put to public use nor to privatize public responsibilities. The norms 

developed to promote effective collaboration between the Public Private Partnerships 

by the World Bank (2004) include global principles, and global norms.    

The Global principles specify that partnerships should be in harmony with national 

health priorities; they should complement and not duplicate state initiatives and 

should be optimally integrated with national health systems without any conflict of 

interest. Norms must make it mandatory for all partners in a partnerships 

arrangement to contribute to common goals as a true partnership is one in which the 

partners, though having different motivation and values have a shared objective. The 

Global norms must outline that partners be committed to making contributions, 

sharing risks and the decisions making process. The principles should emphasize an 

outcome orientation. Development of a public-private partnership in itself should be 

seen as an outcome, as a process and as an output, it is important for partnerships not 

to just exist in form but to contribute to improvements in health outcomes. 

It must be made binding for international agencies to develop transparent policy and 

procedural frameworks. Many international agencies have established guidelines on 

interacting with the private sector (Maher, 2004). Smith (2004), points out the need 

for a comprehensive policies and operational strategies, which are crucial to ensuring 

transparency and protecting public interest. As Buse (2001), argued that inviting the 

third party reviews and ensuring an open process for deliberations will help to ensure 

transparency and reflect that these processes are indeed being structured in the public 

interest. Global efforts should demand, encourage and assist the development of 

policy and legislative frameworks that shape public-private partnerships within 

countries. 
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However, in the setting of developing countries, there is a need for international 

actors to guide these and for them to emanate within the framework of Global norms 

and standards. Assisting with capacity development through donor coordination may 

be a necessary prerequisite to this approach. Legislatives and policy frameworks 

within countries will help to legitimize public-private relationships, lend credence to 

this approach, help to foster an enabling environment and provide a mandate for the 

development of ethical guidelines to further direct these initiatives. Within the 

stipulated legislative and policy framework, support must be provided to developing 

countries to develop specific guidelines to steer such relationships. Guidelines can 

assist with the development of selection criteria and help specify roles of the private 

sectors. They can also assist with the development of models that outline combined 

governance structures clearly aimed at improving systems of governance. Guidelines 

must also articulate a clear policy on participatory approach to the decision making 

process. In addition, they should assist with assigning responsibilities to various 

levels of Government and then hold people and institutions both within Government 

and those in the private sector that partner with them accountable for their 

performance. Though, an evidence-based   approach and ethical considerations must 

never be compromised in such endeavors and every effort should be made to ensure 

that goals are mutually compatible, guidelines also need to be flexible in order to 

accommodate each partner’s organizational requirements and integrity.  Moreover, 

guidelines need to be pragmatic. The public sector needs to recognize the basic 

legitimacy of the private sector and the profit motive that drives it. It is also essential 

for the public sector to respect the organizational autonomy and priorities of the non-

profit sector. In this context, partnerships and contractual relationships need to be 

carefully differentiated. 

Partnerships must also be the subject of noteworthy empirical research, which would 

enable a detailed assessment of the specific issues inherent to the various types of 

public-private partnership arrangements from an ethical and methodological 

perspective. Buse (2001) further argued that the impetus for driving global and 

national efforts in creating a transparent and conducive environment for public-

private partnerships needs to come from the public sector.  
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2.10    Synthesis of Theoretical Review 

The theoretical review has shown that indeed structure matters a lot in implementing 

strategy. Structure has been shown to clarify issues such as coordination, 

departmentalization and clustery, thus promoting effectiveness and efficiency. The 

theoretical review has also shown the need for effective decentralization, especially 

when organizations are large and hence causing inefficiency in decision making and 

information flow. Decentralization is also critical where organizations are 

geographically dispersed. Communication with the centre may be impaired. 

Decentralizing some of the key activities can promote efficiency and effectiveness. It 

has also been vividly shown that properly designed structure can improve   

performance through complementing each other.  

In conclusion, the theoretical literature review has shown that, there is a need for the 

right structure to be in the right place to ensure good performance of an organization. 

Good performance calls for the growth of an organization. This may be 

geographically or large in size whose administration or coordination may become 

difficult to coordinates efficiently and effectively. Public-Private Partnerships at all 

levels also enhance volume and quality of health provision.  

 

2.11    Empirical Literature Review  

This section presents a critical review of past researches conducted on the subject. It 

focuses on both research issues and methodological approaches adopted. 

 

Morgan (2009) examined the provision of Primary Health Care Services in Maine of 

the states in America. The methodology used was survey which covers the state. The 

findings have shown that the development of new forms of interaction such as 

interdisciplinary and team-based work with flexibility of roles and responsibilities, 

delegation of tasks and cultural adjustments are particularly relevant in rural regions. 

In addition, programme such as integrated and managed care pathways, outreach 

programmes, shared care and telemedicine were relevant initiatives. These may be 

associated with greater equity in access to care, and more coherent services with 
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greater continuity, but they are not necessarily linked to reduced costs; they may, in 

some cases, entail additional expenses. Such endeavors are to a large degree, 

dependent on a well functioning primary healthcare system as a base. The study was 

interesting and challenging but did not specify the State and the rurality in order to 

drown a generally accepted international definition of rurality, which makes it 

difficult to generalize across States and to develop an evidence-based understanding 

of rural health care.  

 

WHO (2008) examined the implementation of primary health care (PHC) in Africa 

using a survey method. The study identifies strategic interventions which required 

coping with the new challenges facing the health systems in the 21st century. These 

include review addresses PHC policy formation and implementation, the resources 

that are available for PHC implementation, monitoring and review. The study also 

reveals that PHC policy formation had been well articulated in the national health 

policies by most countries, however, the extent to which PHC policies encompassed 

equity, community participation, inter-sectoral collaboration and affordability was 

still questionable. The factors delaying PHC implementation included weak 

structures, inadequate attention to PHC principles, inadequate resource allocation and 

inadequate political will. The study observed that, the health sector reforms that 

ensure these are initiatives to promote equity and quality in the delivery of PHCS, 

improve the fairness of financing policies, strategies and service coverage for the 

Poor. Adequate support to countries to address their particular human resource needs 

through clear articulation of human resources policies, plans, development and 

strengthening of employment policies and   support countries to identify and put in 

place mechanisms for attracting and retaining the health care personnel’s. The study 

was timely and of great value to the African countries in general. However, the 

names of the African countries where the implementation of the PHCS was 

examined are not mention nor the states or regions. The study has not included effect 

of organizational barriers to the effective delivery of the services. The current study 

seeks to examine how organizational structure could have effects on the delivery of 

primary health care services.  
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 Macinko (2007) examined the position of the Pan American Health Organization on 

the proposed renewal of primary health care (PHC) in the Americas. The authors 

used a quantitative study. The study highlighted reasons for adopting this renewed 

approach. These include: the rise of new epidemiologic challenges that PHC must 

evolve to address and the growing recognition that PHC can strengthen society’s 

ability to reduce inequities in health. The study examined the concepts and 

components of PHC and the evidence of its impact. The study reveals that PHC 

represents a source of inspiration and hope for most health personnel and also the 

community at large. The study recommends on the need to reinvigorate PHC in the 

region so that it can realize its potential in meeting current and future health 

challenges. The study proposes that a mechanism for PHC renewal is the 

transformation of health systems so that they incorporate PHC as their basis. This 

system entails an overarching approach to the organization and operation of health 

systems that makes the right to the highest attainable level of health its main goal. 

The health system should be composed of a core set of functional and structural 

elements that guarantee universal coverage. This requires a sound legal, institutional, 

and organizational foundation as well as adequate and sustainable human, financial 

and technological resources. This study has informed our current study in 

considering financial adequacy as one of the precondition for successful primary 

health care. 

  

 McCoy (2010) undertook a study on how the devolution of primary health care 

delivery to local government and intergovernments relations is emerging as a critical 

issue in the transformation of South Africa’s health system. The methodology 

selected for the study was survey. It focuses on the role of contracts or service 

agreements in helping to define the nature of these inter-governmental relationships, 

is important and complex. It considered the nature of inter-governmental 

relationships, type of contract most likely to be appropriate in helping to define and 

control them, as well as some of the potential pitfalls of an overly zealous approach 

to contracting for a service such as primary health care (PHC). The study’s 

observations include a national / provincial strategic and policy framework of a 

comprehensive and integrated area-based PHC plan. It adopts a relational approach 
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to encourage partnership, and emphasizes trust, mutual support and a shared vision. 

Lastly it adopted contract specifications that are broad and flexible, and which stress 

constructive monitoring and evaluation procedures. A deficiency of this study is that 

its findings are based in South Africa only.  

 

Pual (2008) undertook a detailed survey of Health Policy and Development, 

comparing the attrition rates of health professionals in three private not-for-profit and 

three government general hospitals in West Nile Region, Uganda, between 1999 and 

2004. The study by Paul also examined the destination to which the rural healthcare 

professionals ended up, the reasons for their leaving and the source of new staff. The 

findings revealed that the annual attrition rates of health professionals are high 

especially in private hospitals. The most frequent reasons for attrition are poor 

conditions of service, low pay and poor relationships between the staff and the 

managers. Most replacements come from training institutions, which impact on the 

quality of services in terms of the skills needed for service delivery. The author 

recommends to the Ministry of rural Healthcare to inject   additional monetary 

incentives to health workers service in the rural areas, more funds into the health 

sector in order to fill in staffing gaps and training of health service managers for 

better management of health service.  

Sate Health Canada (2007) conducted a study on Improvements of primary health 

care services in Canada as crucial to the renewal of primary health care. The 

methodology used was survey. The findings revealed that multi-disciplinary teams 

and collaboration among federal, provincial, and territorial governments was a key 

element of the PHC services Trust Funds (TF). The Government of Canada 

established the $8000M Primary Health Care Transition Fund (PHCTF) over a six-

year period (2000-2006). The PHCTF supported provinces and territories in their 

efforts to reform the primary health care system. Specifically, it provided support for 

the transitional costs associated with introducing new approaches to primary health 

care delivery. In addition to direct support to individual provinces and territories, the 

PHCTF also supported various pan –Canadian initiatives to address common 

barriers, and offer opportunity for participation by health care system and 
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stakeholders. Although, the PHCTF itself was time-limited, the changes which it 

supported were intended to have a lasting and sustainable impact on the health care. 

Intergovernmental advisory groups, with representations from all jurisdictions, 

provided advice on fund design and project selection from the outset and played an 

active role throughout the lifespan of the PHCTF. All governments agreed to support 

at least one of the three common objectives which include provincial/ Territorial, 

Multi-Jurisdictional and National.  This study has informed our current study that 

provision of primary health care services cannot be effective without the support of 

States in developed countries. However, the study has based its findings in the 

developed country and not developing country.  

 

According to Nebot (2007) the healthcare system which operates in the USA is quite 

different from the systems examined in other countries in that free public healthcare 

applies to only a small proportion of the population, and private healthcare insurance 

is voluntary. There are free public healthcare services for the over 65 age group and 

the disabled. Medicare was introduced in 1965, a further free public healthcare 

service, Medicaid was introduced for the low income population in the same years. 

Medicare and Medicaid in total cover approximately 22% of the population. The 

remaining 78% of the population are not entitled to free public healthcare services. 

The study uses a survey and the findings reveal that many states contract out the 

provision of care under Medicare to private organizations. The state pays insurers a 

risk adjusted capitation payment per enrollee. The insurers compete for business on 

the basis of service provided, treatment covered, and the level of co-payments. The 

lesson learned from this current study is that free health care services are provided to 

the aged and less privileged in the United States of America. 

 

 

 Mubwara (2008) examined the effectiveness in the supervision of primary heath 

care services in Tanga Region of Tanzania. The methodology used was a survey. The 

findings reveal that supervision was not a policing or inspection of functions only, 

but it involves consultation, participation, self criticisms and working out solutions. 

In addition, it assists staff to improve their job performance, ensure uniformity of set 
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performance and standards in the organization, identify problems and solve them 

immediately, maintain and reinforce the administrative and technical link between 

the higher and lower levels of management, follow up decision reached during the 

last supervision, and identify needs of the staff. Mubwara (2008) observed no 

evidence of laisser-faire style of supervision. This study fails to explain the 

interrelationship between supervision and how organizational structure negatively 

affects improved delivery of primary health care services. The current study uses 

descriptive statistic analysis to explain the negative effect.         

 

Haines (2007) examined the vision of primary healthcare (PHC) in African countries 

after the Alma Ata declaration. The study used a survey and the findings reveal that 

the management concept between selective approaches to PHC, promotes a few cost-

effective interventions. In addition, this concept encourages movements towards 

selective packages of care and health-care, reforms the idea of PHC as described in 

the Alma Ata declaration which attract renewed interest. The study reveals that the 

reasons for shortages in health workers, especially in developing country or states 

include, renewed interest in the role of community-health workers; growing research 

evidence about the cost-effectiveness of some components of PHC, such as the role 

of community participation, improving neonatal and maternal mortality in India. 

PHC is also better placed to address pervasive health inequalities, poor coverage of 

basic health care, and lack of engagement by communities in health systems. This 

study has informed our current study that community participation is crucial to the 

improvement of primary health care services. The current study will focused in two 

EDCHPS of Kafanchan and Kaduna in Kaduna state, Nigeria. 

 

WHO (2010) examined the human resource deployment in health care in Lagos, 

Nigeria. The findings show that skilled attendants attend to only forty two percent of 

birth and fifty eight percent by unskilled persons, most maternal complications 

cannot be managed because most of the primary health centers lack the facilities to 

deal with them and  skilled health professionals are in short supply in Nigeria and 

other less developed countries and that the problem is exacerbated by the brain drain 
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of Nigerian doctors and nurses to other African countries, Europe and the United 

States.  The study concludes that Nigerian doctors were working in the United States 

while Nigeria suffers from a shortage of doctors. This study has informed our current 

study that fifty eight percent of the maternal health complications are managed by 

unskilled heath persons in Lagos. 

  

 2.12 Synthesis of the Empirical Review 

This section presents the synthesis of relevant empirical work done by other 

researchers on the subject. This review has observed some gaps. None of the studies 

reviewed have attempted to examine the effect of structure performance. In addition 

they have not explicitly explained how inadequacy in financial and human resource 

has negative effects in the provision of PHC.  The reviewed studies have not capture 

the relationship between supervision and how organizational structure may influence 

delivery of PHCS. None of the studies reviewed has captured the issues of 

motivation in relation with the delivery of PHCS. All the studies reviewed were 

conducted in cities and not at the clinic levels, and hence generalization cannot be 

drawn to their findings.  

 

The current study has therefore focused on two districts namely EDCHP Kafanchan 

and Kaduna in Kaduna State by developing four (4) questions focusing on 

organization structure to evaluate why is ECWA incapable of supporting ECHP to 

participate in the delivery of primary health care services in the two districts? The 

second question is to what extent have the State Governments, LGAs in the 

respective districts provided the required support (what ever their functions) for them 

to participate in the delivery of primary health care services in the two districts?  The 

third question is to know why diseases in the two districts appear to be in the 

increase despite concerted efforts by the ECHP in providing PHCS and fourthly, to 

know what necessary resources (if any) (financial and human resource) does ECWA 

have in enabling the organization to provide PHCS that cater for the needs of the 

inhabitants in the two districts.  
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The current study has used documentary, qualitatative and descriptive statistic 

analysis to explain the negative effects of the four questions evaluated. 

   

  2.13 Conceptual Framework  

The conceptual framework for this study is informed by the theoretical review 

conducted and is based on the public-private partnerships models which include the 

Federal, State, Local government and ECWA, a non governmental organization. The 

conceptual framework as portrayed in Figure 2.1 shows the existence of 

collaboration between ECWA and the Federal government through policy guiding 

delivery of the services. The collaboration does not cover strategy for PHCS. The 

conceptual framework developed has generated four questions which it seek to 

examine the true participation of ECHP in the delivery of primary health care 

services in the two districts namely Kafanchan and Kaduna. The main questions in 

the conceptual framework are q1, q2, q3, and q4.  Q1 Why is ECWA incapable of 

supporting ECHP to participate in the delivery of primary health care services in the 

two districts? Q2 What extent have the State Governments, LGAs in the respective 

districts provided the required support (what ever their functions) for them to 

participate in the delivery of primary health care services in the two districts? Q3 

Why diseases in the two districts appear to be in the increase despite concerted 

efforts by the ECHP in providing PHCS and Q4 What necessary resources (if any) 

(financial and human resource) does ECWA have in enabling the organization to 

provide PHCS that cater for the needs of the inhabitants in the two districts?  

 

In order that ECWA can support ECHP to participate in the delivery of PHCS in the 

two districts as portrayed in the conceptual framework in question 1, there must be a 

good governance structure that permits collaboration and devolution of power from 

the three levels of the health care system. These include the Federal, States, and 

LGAs. When the collaboration is effective at the Federal level and does not exist at 

the State and LGAs to cover strategy for PHCS, ECWA will find it difficult to 

support ECHP to function effectively because it will lack support from the 

government. When the collaboration exist in policy and strategy for PHCS at both 
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levels as done in other countries like Tanzania, South Africa, and Uganda, where the 

government seconds her staff to work in the private sector, ECWA will be in a better 

position to support ECHP with equipment, drugs, and finances to hire qualify human 

resources to provide effective health care services in the two districts. When the 

ECWA structure is highly centralized and does not promote collaboration, it will be 

difficult for any of the three levels of government to know what problems the two 

EDCHPs are facing in order to provide assistance to them. When the collaboration is 

strong the will be available drugs, equipment, human resource will be seconded from 

the government to work in the ECWA facilities, to fight diseases in the two districts. 

It is not possible for a primary health care organization to combat health care 

diseases without essential drugs, medical equipment, finances, human resource, and 

attractive facilities. The opposite is the case when the collaboration is weak. ECWA 

will find it difficult to provide all the essentials drugs, equipment needed, and human 

resource require by the programme to function effectively in the participation of 

primary health care services there by leading to combating incidences of new 

diseases in the two districts. 

Good governance structure promotes collaboration and decentralization of activities 

at the lower possible level, thereby leading to delivery of service. When both policies 

are well defined to each party, there can always be an effective collaboration thereby 

improving the non governmental sector. Strong collaboration should improve the 

ECHP programme by boosting its resources such as essential drugs, medical 

supplies, equipment finances/human resource and facilities. When these are 

improved, the can certainly be improved delivery of PHCS. However, when the 

collaboration is weak, it would lead to weak delivery of primary health care services.  



40 

 

 
 
  

Federal Policy 

Q2 
 

Q1 
Q3 

WHO Principles 

   Stro
n

g co
llab

o
ratio

n 
       W

e
ak 

PPP 

Top  Level 

Lower  Level 

Middle  Level 

Government/Public Structure 

Federal 

Government 

State Government 

Local Government 
Authority 
- Decentralisation 

with/without 

devolution 

Commitment 
Participation 
Finances 
Equity 
Policy 

           With devolution 
 

 

ECHP Resources 

Weak 

PHC 

PRIVATE/NGOs Structure 

ECWA 

 ECHP Policy 

ECHP 
Organisational 
Structure 

Essential drugs 

Medical supplies 

Equipment 

Finances 

Facilities 

Human resources 

 
Improved 

PHC 

Collaboration 

Without devo- 
lution 
 

Other 

Primary 

Health 

Care 

Providers 

Q3 & Q4  

 

 
 

            Figure 2.1: Conceptual Framework 

 

 

   Source:     Author’s Construct. 
 

 



41 

 

2.14   Conclusion  

This chapter critically discussed several theorists on organization and reviewed of 

past work done by different researchers. Two important elements of the organization 

discussed include organization structure, collaboration and centralization. This 

reflects the positive attitudes of the government towards the contribution of NGOs 

sector in the form of missionaries since the colonial time. The comparative advantage 

of NGOs to service delivery suggests an improved access to and quality of primary 

health care in NGOs supported primary health care services. Despite active 

participation of the ECWA and public sector commitment to support initiatives on 

improved access to and quality of primary health care services, a number of 

bottlenecks have been registered. The study suggests an application of an efficient 

and effective organizational structure to facilitate PPP which would merge the public 

sector and NGOs efforts targeting at improving access to and quality of primary 

health care services. It is expected that the PPP model takes the best practices from 

both sectors. 

 

The majority (about 90 percent) of the studies on delivery of primary health care 

services have been on human resources, and the remaining one on PPP and none on 

organization structure. Though, few studies have been conducted in the developed 

countries and majority in Africa with specific reference to the government 

institutions at the city councils and very few in the private sector.  

 

In line with that, there is a need to find out what has been happening in these two 

districts with regards to this type of research. Lastly, the findings from the previous 

studies are inconsistent and inconclusive with regard to how lack of human resource 

and medical suppliers have affected the delivery of primary health care services. In 

some cases the impact is marginal or negative while in other instances it is positive. 

These are the research gaps that this study intended to fill, especially within the 

context of Nigeria. 
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Strategies for effective and efficient PHCS would therefore require a Government 

structure where decentralization by devolution would promote effective involvement 

of the PPP in facilitating resource complementarity gearing towards attaining 

appropriate results.             
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CHAPTER THREE 

RESEARCH METHODOLOGY 

3.1 Introduction  

This chapter presents the methodology and procedure used in conducting the study. It 

covers the research design, description of the study area, the population of the study, 

sample data collection methods and approach to data analysis. 

 

3.2  Research Design 

The study uses a combination of case study and qualitative analysis based on a 

survey. A case is an examination of a specific phenomenon such as a programme, an 

event, a person, a process, an institution, or a social group (Meriam, 1988). Case 

studies are said to use the logic of analytic instead of enumerative induction 

(Neuman, 2003).They are also said to rely heavily on inductive reasoning in handling 

multiple data sources (Merriam, 1988). Special features of the case study design 

include the possibility for sufficient data to be collected to help the researcher 

explore sufficient features of the case and put forward interpretations from 

observations made (Basey, 1999). Other essential strengths of case study design are 

that the studies are conducted in their natural settings and the phenomenon under 

study is not separable from its context. A case study also facilitates triangulation as 

the researcher deals with different sources of evidence, utilizing different information 

collection methods such as interviews, observations, documents review or by using 

different observers (Yin, 1984; Merriam; 1988; Basey, 1999). 

 

3.3 The Study Area  

The study on Organization structure and participation of the ECWA in the Delivery 

of Primary Health Care Services was conducted in ECWA District Community 

Health Programme Kafanchan (EDCHPK) and ECWA District Community Health 

Programme Kaduna (EDCHPK) the facilities which have been existing for over one 

century. Kaduna State occupies part of the Central position of the Northern part of 

Nigeria (with Kaduna as its capital) and shares common borders with Zamfara, 

Katsina, Niger, Kano, Bauchi and Plateau States.  To the South-West, the State 

shares a border with the Federal Capital Territory, Abuja.  The global location of the 
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State is between longititude of 30’’ east of the Greenwich meridian and also between 

latitude 0900 and 11 30’’ North of the equator. The State occupies an area of 

approximately 48,473.2 square kilometers and has a population of more than 6 

million (2006 census). The entire land structure consists of an undulating Plateau 

with major rivers in the State including River Kaduna, River Wonderful in 

Kafanchan, River Kagom, River Gurara and Galma.  

 

 The two districts were chosen for three reasons. First, they were among the leading 

areas in the provision of health care services in the early 1990s. Secondly, by using 

clusters survival indicators, the two districts were the last in the Zonal ranking in 

zone 3 (ECHP, 2003). Thirdly, since it is a Civil Society Organization a strategy to 

improve the services in those two districts was very necessary. It was critical  

conducting a study by comparing the two districts  for policy feedback from the 

private sector particularly on the  efforts to reduce the incidences of new diseases 

leading to death   and in general effort in complementing the Government’s efforts 

on this matter. Figure: 4.1 present a map of the two districts of study. 
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Figure: 3. 1: A map of Nigeria showing the two districts of the study 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Source: Google Map, 2010  

 

3.4 Sample of the Study 

The sample of the study was made up of the Director and Administrator at ECHP 

Hqts, DCC chairman, staff, patients, supervisor, and EDCHP chairman. Further 

more, in the EDCHP Kaduna we had the DCC chairman. Also, the sample of the 

study was covered for EDCHP Kaduna, with an addition of zonal coordinator. The 

summary of the sample of the study /units of inquiry is presented in Table 3. 1. 

 

 

 

 

Study area 

KEY 

 

Kaduna ● 
Kafanchan ● 
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3.4.1 Sampling and sampling procedure for the executives 

The ECWA Executives were nine, and the researcher has used purposive sampling 

procedure to get them all because they hold the vision and objectives of the 

organization. At the ECHP Headquarters there is the Director and Administrator. In 

EDCHP Kafanchan are the EDCC chairman, EDCHP chairman, and EDCHP 

supervisor. Similarly, in EDCHP Kaduna, we got the EDCC chairman, EDCHP 

chairman and the DCHP supervisor, and Zonal coordinator. The total samples of the 

Executives considered for this study are nine (9) respondents. The summary of the 

purposive sampling of the study /units of inquiry is presented in Table 3. 1. 

 

3.4.2 Sampling and sampling procedure for the EDCHP staff in 

Kafanchan and Kaduna 

Simple random sampling method was adopted in the selection of staff. In simple 

Random sampling there was an assurance of every possible combination of objects in 

the population to be studied and to have an equal chance of being selected. The 

sample for this study was randomly obtained by first listing all names of the 68 staff 

in EDCHP Kafanchan and 91 staff in EDCHP Kaduna given a total of 159 Health 

facilities staff in the two districts in small pieces of papers. The pieces of papers were 

mixed up and the required sample was applied in selecting the health staff for the 

study. The justification of this method was that, there were various simple random 

sampling techniques namely simple random sampling with or without recycling. The 

researcher has adopted the simple random sampling method without replacement, 

whereby a piece of paper is picked from the box and was not to be put back to the 

box until the required sample was attained. In EDCHP Kafanchan we have 25 staff 

and EDCHP Kaduna 25 given a total of 50 respondents. The nine heads of clinics in 

EDCHP Kafanchan and five in EDCHP Kaduna are inclusive in the sample of this 

study.  Table 3.1 identifies fifty respondents, twenty five (25) respondents selected 

by using the simple random sampling method in Kafanchan and twenty five (25) in 

Kaduna districts. 
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3.4.3 Sampling and sampling procedure for the EDCHP patients in 

Kafanchan and Kaduna 

Simple random sampling was first used to obtain the clinics for the study. The 

researcher chose to have nine (9) clinics out of nineteen (19) clinics in EDCHP 

Kafanchan for the study and five (5) clinics out of fifteen (15) clinics in EDCHP 

Kaduna given a total of fourteen (14) clinics. The names of all health care facilities 

in each of the two districts were written in small pieces of papers. The pieces of 

papers were mixed up in the two groups and the required sample was applied in 

selecting the facility for the study. 

 

Purposive sampling was then used in selecting the patients. Out of nine (9) clinics in 

EDCHP Kafanchan the researcher obtained permission from the various heads of the 

clinics to interview every three (3) male and female patients that came to the clinic 

for treatment and were willing to be interviewed. The researcher was sensitive about 

gender mix. Fourteen (14) patients were interviewed in each of the nine facilities in 

Kafanchan given a total of 120 respondents. A similar procedure was applied in 

EDCHP Kaduna. Twenty (20) patients were interviewed in each of the five clinics 

given a total of 120 respondents. In total therefore, 240 patients were interviewed in 

the two districts. Table 3.1 summarizes the samples of various categories of 

respondents. In total the sample was 299 persons.    
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Table 3. 1: Sample of the study 

Area/Organization Respondents Number 

ECWA community health 

programme Jos 

ECWA Community Health 

Programme director 

1 

ECWA Community Health 

Programme administrator 

1 

ECWA District community 

health programme 

Kafanchan 

(EDCHP Kafanchan) 

EDCC chairman 1 

EDCHP chairman  1 

EDCHP supervisor 1 

ECWA district community health 

programme staff. 

25 

Patients 120 

ECWA district community 

health programme Kaduna 

(KDCHP Kaduna) 

EDCC chairman   1 

EDCHP chairman  1 

Zonal coordinator Zone 1 1 

EDCHP supervisor 1 

ECWA district community health 

programme staff 

25 

Patients 120 

TOTAL 299 

 

Source: Field data, 2006 in EDCHP Kaduna/Kafanchan. 

 

3.5 Data Collection Methods 

In collecting the data for this study, several techniques were employed. These 

include observation, interviews, questionnaires and documentary reviews. The 

primary and secondary data collection methods were used. The data collection 

methods used are described below. 

 

(a) Observation 

Information was obtained by observing the facilities, structures, the physical      

infrastructure such as toilets, sources of water supply in the clinic, the community, 

the condition of the inpatients rooms, outpatients department, the consulting room, 

the equipment, the dressing room, the card room, the diagnostic room and the general 

cleanliness of the environment, medical equipment, working tools such as tables, 

chairs, benches,  drugs, aprons, protective gargets such as hand gloves and others.     

Observation is a technique that involves systematic selection, watching, and 

recording behavior and characteristics of living beings, objects or phenomena 

Corlien (1991) See Appendix (VI). 
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  (b) Interviews 

Questionnaires used for interview shows in Appendix (X11) to 120 patients in 

EDCHP Kafanchan and Kaduna. The interview was conducted on one by one basis. 

The interview was done face to face in a very conducive environment in one of the 

rooms in the clinic. Patients were assured of very high degree of confidentiality. The 

interview was useful because it helped to compare detailed data, clarify issues and 

cross check the reliability of data through verbal and none verbal expressions. 

According to Guba (1990), since there is one reality of phenomena, close interaction 

between the researcher and interviews is useful in discovering meaning from the 

interviewees. This has created an opportunity of validating opinions through more 

questions, listening and observing body language until consensus was reached rather 

than rushing into taking notes (Alwin, 1991), (Denzin; Lincoh 1994). The in-depth 

interview was used for the key informants and officials, that is the chairman, 

supervisor and zonal coordinator.  

 

(c) Documentary review 

Several documents were reviewed,  these were ECWA Community Health 

Programme Headquarters (ECHP), ECWA Districts Community Health Programme 

Kafanchan and Kaduna profiles, comprehensive plans, strategic plans, ECHP 

Operational Manual Revised Standard 1995, the old ECHP Operational Manual 1987 

evidences of Federal Government Registration, Supervisors reports and  clinics in 

charges reports, Zonal Coordinators reports with dates. These were guiding 

documents for recording of Improving Delivery of Primary Health Care Services to 

clients. Technical reports on provision of the services were also consulted.  

  

3.6 Data Analysis  

Different techniques were used to analyze the collected data. Qualitative and 

descriptive statistics methods were used in analyzing the data. The analysis of the 

data was based on the researcher observation, officials’ views, staff, and patients on 

the provision of the services. The analysis focused on understanding how the ECHP 

organizational structure affects delivery of primary health care services in EDCP 

Kafanchan and Kaduna. It was expected that good structure coupled with good 
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governance facilitates good performance leading to successful public-private 

partnerships.  

 

3.7 Conclusion 

This chapter has presented the research methodology and procedure used in the 

study. The study was conducted in EDCHP Kafanchan and Kaduna of Kaduna State, 

Nigeria. The sample of the study was 299 persons. The next chapter is about 

Evangelical Church of West Africa. 
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CHAPTER FOUR 

EVANGELICAL CHURCH OF WEST AFRICA 

 

4.1 Introduction   

This chapter presents the background of the Evangelical Church of West Africa 

(ECWA). The descriptions of the Evangelical Church of West Africa (ECWA) cover 

the location of the organization, the area of the study, establishment and origin, how 

it came into being, activities and general situation of the programme, management 

structure and conclusion to the Chapter.  

   

4.2 Background 

The ECWA is a Christian Church Ministry duly registered by the Federal 

Government of Nigeria.  It is a non-profit ministry with spiritual and secular 

programmes.  The ministry is one of the largest in Nigeria and West Africa. It is 

acceptable by the government of the people. All Churches in Nigeria are known as 

non governmental organizations and therefore they are all called NGOs or Civil 

Society Organizations (CSOs) ECHP (1995). ECWA is a religious based 

organization. It is spread all over Nigeria, West Africa and the USA. ECWA has over 

4,383 churches in all over Nigeria, 1,923 Prayer houses in the Local Church 

Branches (LCBs) with over 874,457 worshipers. The organization has a total number 

of 4,261 Pastors of which 1,938 are ordained and 2,323 are not ordained. The 

organization has 683 Local Church Councils (LCC) and these in turn are organized 

into 64 District Church Councils (DCCs) with key leaders from all over the districts 

who converge at the headquarters in Jos to constitute the General Church Councils 

(GCC) (ECWA, 2006). 

  

The Mission of ECWA is to reach the unreached People of Nigeria with all her 

programmes, which include spiritual and secular projects in education, agriculture, 

rural development and health Yaro (2000).  ECWA Community Health Programme 

is a Unit of her own under the Medical Department.  The programme has the 

following objectives: 

(i.) To evangelize effectively through the medical work. 
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(ii.) To reach the under privileged with quality and affordable health care services. 

(iii.) To provide effective and efficient health care services to the community. 

 

4.2.1 Establishment  

 The Evangelical Church of West Africa (ECWA) has grown from the work of the 

Sudan Interior Mission (SIM), which started in Nigeria in 1893 and was registered as 

ECWA in Nigeria in 1956 with her Parent Organization headquarters in Charlotte 

North Carolina in the United State of America (USA).  The ECWA is one of the 

largest NGOs in Nigeria with membership of over four million people.  The mission 

of ECWA is to reach the unreached People of Nigeria with all her functional units 

(Turaki, 1993). 

 

4.2.2 Location of the ECWA 

The ECWA Headquarters is situated in the state capital of Jos while ECHP Head 

office is located inside the ECWA Evangel Hospital compound in Jos. Plateau State, 

Nigeria. The Kaduna EDCHP Office is situated in the State capital of Kaduna State 

Nigeria. Kaduna is largely urban and densely populated city as opposed to 

Kafanchan EDCHP office that is situated in Jemaa Local Government Authority 

Headquarters of Kaduna State (ECHP, 1995).  

 

4.2.3  ECWA functions and activities 

 The functions of ECWA include provision of spiritual and secular Projects in 

Education, People Oriented Development of ECWA, ECWA Production Limited 

(EPL), ECWA Rural Development (RD), and Medical Department. The Medical 

Departments comprises of the following units: ECWA Evangel Hospital Jos, Eye 

Hospital Kano, ECWA Central Pharmacy Jos, ECWA Hospital Egbe, ECWA 

Community Health Programme, ECWA Midwifery Training School Egbe, ECWA 

School of Nursing Egbe, ECWA College of Health Technology Kagoro and Skin 

Diseases Hospital Omo-Aron (ECWA, 1995). 

 



53 

 

4.3  Origin of ECHP  

 The humble beginning and growth of Media work from the time of SIM in 1902 – 

1959 led to the establishment of ECWA Community Health Programme, which had 

existed for 104 years.  ECWA Community Health Programme is a healing Ministry 

under the ECWA Medical Department.  It is committed to the Prevention of illnesses 

and care of the sick.  It is not a profit generating business.  The operation of the 

Programme at all levels is entrusted to the trained human resource (ECWA, 1995). 

The Federal/States Ministry of Health has registered ECWA Community Health 

Programme to provide health care services in the country (Turaki, 1993). ECHP has 

an organizational structure that permits collaboration with other units. It is an old 

health care institution with a long history and experience in the prevention of 

illnesses and care of the sick. ECWA Community Health Programme has been the 

answer to many rural communities and the only modern health care facility available 

within a radius of 10-20 kilometers. Its clinics in “code” are well known in Nigeria.  

It has trained qualified human resource specialized in the provision of Primary 

Health Care Services, management of health care  clinics and  community 

mobilization.  The staff have a variety of experience in consulting patients, 

laboratory services and community diagnosis (ECHP, 1995). These services 

mentioned are provided in two levels of health care. 

 

4.3.1 The clinic level 

 At this level, the general health care service provided include preventive, promotive, 

curative and rehabilitative services depending on the nature of the population which 

is the entry point into the health care system. The services are provided through 

effective evangelization of the Good News. Reimbursement of services at this level 

is the fee for the service provided.  This is because the human resource is paid for 

each service performed at the end of the month in a form of salary or wages. Fees for 

service provided include consultation, treatment, card, laboratory services, admission 

services, sales of dispensing drugs in the clinic and routine clinic visits.   
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The first level of health care is supposed to be managed by Senior Community 

Health Extension Workers and assisted by Junior Community Health Extension 

workers but is managed mostly by the JCHEWs. There are no functional accounts to 

keep the income realized from the services provided.  The officer in charge of the 

facility keeps with him the income generated, and takes it to the supervisor at the end 

of every month as returns from his clinic.  Salaries and wages are paid from the 

clinics returns brought after all deductions have been made. 

 

4.3.2 Comprehensive health care centers 

 These are supposed to be managed by community Health officers and assisted by 

Community Health Supervisors but are managed mostly by Senior Community 

Health Extension Workers (SCHEW), few Community Health Officers and 

Supervisors. Services provided at this level are through effective evangelization of 

the Good News and are more specialized to patients referred from the clinic level.  

These services may include circumcision, caesarean session (CS) delivery, special 

laboratory tests, hernia repairs, and continuation of health care referred from a lower 

health care facility.  The reimbursement of services at this level is through the fees 

for the services provided. Most of the services mentioned above are not being 

provided at this level because of lack of qualified human resource.  All higher 

Institutions of health care services receive referrals from ECWA Health Clinics 

(EHC) and ECWA Comprehensive Health Centres (ECHCs).  The officer in charge 

keeps all the income realized and takes to the supervisor at the end of each month as 

returns from his clinic.  He/ she is paid from this income after all deductions have 

been made. 

 

The Programme has eighty five (85) clinics which are organized into eleven (11) 

ECWA Districts Community Health Programme, (EDCHP) to constitute the ECHP 

Headquarters. These EDCHPs are further organized into six (6) geo political zones to 

facilitate communication, training, drugs supply, and supervision with key 

Community Health Officers and Senior Community Health Extension Workers who 

converge at its headquarters in Jos to constitute ECWA Community Health 
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Programme Headquarters (ECHP HQRTS). A Medical Doctor is the Director, 

assisted by a Community Health professional, the Personnel Manager. The Zones are 

managed by Community Health Officers/ Senior Community Health Extension 

Workers and are called Zonal Co-coordinators.  The same Zonal Co-coordinators are 

made supervisors of the District Community Health Programme, and supervise the 

Health staff in charge of the various clinics.  This is   seen in the organizational 

structure with various committees.  

 

4.3.3 The eras of District Medical Boards (DMBs) 

Over the past years, all clinics at the district level were known as District Medical 

Boards (DMBs) now called ECWA District Community Health Programme 

(EDCHP) with a Medical Director at the Headquarters. At the time of the DMBs 

were the supervisors appointed by the Sudan Interior Missionary (SM). These 

supervisors must posses the attribute of the organizational culture, basic qualification 

accepted by the Nigeria Federal Ministry of Health (NFMOH) before the can be 

appointed into such positions. The present administration has little attention to these 

attributes. 

  

Organizations know that supervisors play a critical role in the success or failure of an 

organization, along with the managers and Executive to whom the report. 

Supervisors hold dual responsibilities, first to take maximum care of the resources 

available to the Organization and second to obtain the best possible results from the 

utilization of these resources. 

  

Also there were Missionaries Medical Consultants, and Doctors attached to the 

DMBs. These individuals were saddled with the responsibilities of over seeing the 

effective provision of the services, attending DMBs Meetings, conducting Health 

Care Training, continue education programme, performing minor surgery such as 

hernia repairs, caesarian session, and making referrals of more complicated cases to 

the ECWA Evangel Hospital Jos (EEVHJ) using the facility transport system 

(ECHP,  1987). The situation on the ground has shown that the programme has no 
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single Medical Doctor. There have been no transport services at the clinic level for 

emergency conditions. Also there has been no support from the ECWA, training 

programme, continued education training programme as was the case in the past 

(ECHP, 2009). 

 

4.3.4 ECHP policy 

The ECHP Reversed Operational Manual 1995 Section 5.1 states that all ECWA 

clinics are to be self funded. The clinics charge fees for the services provided in 

order to be self sustainable. Other sources of financing include donations from the 

churches and individuals. 

 

4.3.5 Utilization of resources generated by clinics  

All income generated at the various clinics are taken to the EDCHP office at the end 

of every month as monthly returns. The supervisor calculates the total income and 

extracts 7.5 percent from it as Headquarters running cost, 25 percent contribution 

toward staff pension scheme to ECWA pension Board. Also calculates the cost of 

drugs supplied and extracts some amount for office running cost, electricity bills and 

Zonal contribution towards Zonal activities. The balance is used for salaries and 

wages. In most cases staff takes home ranges from 1,500 to 6000 Naira which is 

equivalents to 10 and 40 USD respectively. Some staff do not get a single kobo or 

cent pay at the end of the month after all deductions have been made. This situation 

has led to high Labour turn over and many EDCHP offices and clinics closed down 

in the programme (EDCHP Kafanchan /Kaduna, 2006).  

 

4.3.6 Strategic plans  

ECHP is subject to severe resource constraints making it incapable of implementing 

any development plans in the programme. For instance, it cannot engage the services 

of medical consultants or medical Doctors who can assist the ECHP Director to 

oversee the provision of PHCS at Zonal and District levels. Although the programme 

have coasted plans, interpreted them in budgets, submitted them to the Zonal 

coordinators, EDCHP offices, ECWA medical services, and ECWA churches, these 
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are never supported due to financial constraints. However, it is not clear how and 

when this situation will be addressed in order to rescue the programme from total 

collapse as the church has withdrawn her support from the programme and the little 

donations that were coming from individuals are not forth coming (ECHP, 2006). 

     

4.3.7 Accounts 

The District Medical Boards (DMBs) used to have one account with the ECWA 

District church council (EDCC) in the past. All income generated from the clinics 

and churches were put in one basket for the general use of the two units. The account 

was controlled by the District Church Council. The leadership of the DMBs 

comprised of the DCC Chairman, and DCC Secretary. The DCC Chairman was also 

the Chairman of the District Medical Board while the DCC Secretary was also the 

Secretary to the DMB and the DMB Supervisor, other Clergymen and the ECHP 

Director members (ECHP, 1987).  The New Operational manual were not taking into 

consideration the investment ECHP was making with the ECWA District Church 

Council (EDCC), ECWA Evangel Hospital Jos (EEHJ) and ECWA Central 

Pharmacy (ECP) while drawing the new manual as all the resources were put in one 

basket for the common use of these units (ECHP, 1995). The question which ECHP 

was supposed to have asked itself is where is our share?  The researcher is of the 

opinion that the church considers the Biblically module of equity in the literature 

review and give what belongs to the programme back. 

 

4.3.8 Drugs supply 

Drugs were supplied centrally from the ECHP Headquarters (ECHP, 1987). The 

pharmacy in-charge and other key staff in the programme were going round to ensure 

that adequate supply of drugs was made to all the clinics in the various districts. The 

DMBs supervisors were not traveling to Jos for drugs collection. The programme 

was maintaining one account with the ECWA Central pharmacy (ECP). All the 

proceeds realized were put in one basket for the common use of these three units 

(ECHP, 1987). 
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4.3.9 The general situation of the programme  

There are series of complaints from the internal and external customers on the poor 

delivery of Improved Primary Health Care Services in the ECHP clinics. These 

complain include high cost of drugs, no laboratory services, drugs, staff are always 

away from their duty posts (EDCHP Kafanchan; Kaduna, 2008).  

 

Secondly, the clinics are finding it difficult to replace the warned out medical 

equipment transport system for emergency health care conditions, renovations of the 

health Centers. The top ECWA Executive, In charge of provision of the services 

confirms it is not meeting the needs of both customers. Information system and 

Management information are very inadequate. Information is needed as well as 

internal information and system to improve service delivery. The staff needs to be up 

date on current diseases and their treatment because health is dynamic (ECHP, 

2008). 

 

4.4  Description of the ECHP Management Structure 

4.4.1 The medical board 

The Organization Structure in Figure: 4.1 show how the various committees function 

in ECWA Community Health Programme. The Medical Director is the highest 

policy and decision making body of the medical services and which is responsible for 

the direct administration, governance and control of the medical services. It 

coordinates the central administration of the ECWA Medical Health Services. He is 

in charge of senior staff promotion, discipline, hiring, firing, retirements, training and 

policy formulation (ECHP, 1995). 

 

4.4.2 The Director of medical services 

 He is the head of the Medical Services. He/ She have the overall coordinating and 

supportive role as well as having the responsibility for international health, in 

addition to overseeing the activities of all ECWA hospitals and health care services 

(ECHP, 1995). 
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4.4.3 The Director ECHP 

 The Director is Chief Executive Officer of the ECWA Community Health 

Programme. He/She Performs functions as outlined in the ECWA Community Health 

Programme operational manual such as ensuring the smooth running of the 

programme according to ECWA Medical Department guidelines. In addition, he /she 

keeps records of all staff in the programme, he /she execute the entire programme 

capital as well as recurrent, and ensures maintenance of high medical standards 

(ECHP, 1995). 

    

4.4.4  Zonal co-coordinators 

These are under the Director instructions to manage and run the activities of the 

EDCHPs in their zones. They have their respective supervisors who manage and 

supervise the clinics in accordance with the ECWA bye-laws and guidelines. As a 

result of severe financial constraints, there is no zone that has a Medical Doctor who 

consults and supervises the zone. Second, no job description has been for them to 

date (EDCHPS Kafanchan; Kaduna, 2006). 

 

4.4.5  The EDCHPs supervisors 

 They supervise and direct the activities of the clinics in charges. In addition, they 

purchase drugs for their clinics, medical equipment, organize trainings, conduct 

monthly meetings, and recommend staff for promotion, discipline, keeps the money 

realized from clinics as returns and pay staff salaries at the end of the month.  He / 

she deducts the  running costs, 25 percent pension scheme, drugs supplied, water 

bills and electric city bills. The balance is used to pay staff salaries (ECHP, 1995). 

 

4.4.6  The clinic in charge 

 This is the lowest level of health care services under the supervisor.  They are 

directly involved in the provision of health care services to clients.  They keep all 

income realized in the clinic and submit it to the supervisor at the end of the month 

as returns.  They are not allowed to purchase additional drugs beside the supplied 

drugs received from the head office.  If one must do that, it has to be with the consent 

of his or her supervisor (ECHP, 1995).  
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4.5 The ECHP Management Structure 

4.5.1 The ECHP Director:  This is the head of the programme. His functions 

include Planning, Organizing, Staffing, Directing, Coordinating, Reporting, and 

Budgeting (POSDCORB).  He/ she  serves as a secretary to the ECHP Advisory 

Committee meeting, organizes and chairs monthly meetings of the ECHP 

Management Committee, performs any other duties as assigned to him/her and 

Upholds ECWA Constitution and Bye-laws. The ECHP Director is normally 

appointed by the ECWA General Church Council (EGCC). Experience has shown 

that the position of the Director has been for people with degree in medicine and with 

postgraduate degree in areas of their specialization or PhD in health related field of 

studies with Primary Health Background (ECHP, 1995). 

    

4.5.2 ECHP management committee  

There is a management Committee at the headquarters level which consists of the 

following persons: ECHP Director (as Chairman), all ECHP Medical Consultants, 

Administrator, ECHP Accountant, Zonal coordinators, and 4 District Medical 

supervisors. This committee meets at least eight times a year and performs the 

following: 

1. Ensures the smooth running of the programme according to the ECWA 

Medical Department policy guidelines. 

2. Keeps records of all staff of the programme. 

3. Plans and executes all programmes capital as well as recurrent outlays. 

4. Coordinates the supply of drugs to all the institutions and  

5. Ensures maintenance of high medical standards in the programme. 

The above with the exception of the ECHP Accountant mentioned are Medical 

professionals. These members are appointed by the ECHP Director. Their names are 

send to the Advisory Board committee for deliberation and recommend to the 

Medical Board for necessary comments and approval. These committees meet at 

least eight times in a year to discuss the progress and problems of the programme. 

This study established that the committee meets every month when the EDCHP 

Supervisors submit their returns to the ECHP Headquarters. The meeting normally 
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starts in the second day of their arrival at about 10 am to 4pm and finishes the 

following day at 10 am to allow the supervisors purchase drugs for their clinics 

(ECHP, 1995). 

 

4.5.3 The ECHP advisory committee   

This committee convenes at least twice a year to attend to all matters pertaining to 

the running of the ECHP. The Chairman of this committee is the Director of the 

Medical Services while the ECHP Director is the Secretary. This committee 

comprises seven members, who include, ECWA Accountant, ECWA Chief Auditor, 

and three clergymen.  

Out of the seven members of the committee only two are medical professionals and 

five are not. The functions of the committee include:  

1) Being responsible for the direct administration, governance and control of the 

Programme.  

2) Ensuring the smooth running of the programme according to ECWA Medical 

Department guidelines. 

3)  Keeping records of all staff in the programme, and prepares a comprehensive 

and consolidated budget for the programme.  

 The committee is answerable to the Director of Medical Services (DMS) 

 This committee is appointed by the ECWA General Church Council. This study 

reveals that the committee meets quarterly to discuss the progress of the programme. 

Members are all drawn from the ECWA units. The meeting normally starts at 10 am 

and finishes at 12 noon midday of the same day. The items discussed are not always 

different from the ones discussed in the previous meetings. Some of the frequently 

the discussed questions include why are the clinics not doing well?  Next on the 

agenda are issues of transfer, promotion, discipline of staff, and any other business 

(ECHP, 1995). 
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4.5.4 The EDCHP committee 

 The EDCHP Committee is responsible for the management and co-ordination of the 

clinics activities.  It is made up of twelve members who include the ECHP Director, 

Zonal Coordinator, Zonal Medical Doctor, EDCHP Supervisor, District Health 

Accountant, Chairman or Secretary of the DCC, one ECWA pastor who has an 

ECWA clinic in his location, two senior staff from the EDCHP, three members 

representing the community at least two being women, and one being a school 

teacher.   

The results from this study show that the District Health Committee is appointed by 

the ECHP Director with a recommendation from the EDCHP Supervisor. Secondly, 

it was revealed that none of the two districts has a medical doctor, and the Zonal 

Coordinator of the Zone is the same Supervisor of the EDCHP Kafanchan. In light of 

the above, only four members out of twelve committee are Medical practitioners 

while the rest not. This committee is answerable to the Advisory Committee through 

the ECHP Director.  The duties of the committees include: 

1) Day to day supervision and management of all health institutions in the area. 

2) Maintenance of all institutions in the area. 

3) Ensuring effective spiritual witness in the work. 

4) Ensuring that the health institutions operate according to the established policy 

and guidelines of ECWA Medical Services. 

5) Meet at least three times in a year. 

6) Uphold ECWA Constitution and By-Laws.    

  

The committee meets quarterly. The meeting normally takes 2 to 3 hours.  The 

frequently discussed agenda includes monthly returns brought from the various 

clinics, progress on how the clinics are doing, any report about new converts, staff 

promotion, transfer of staff, and any other business. It is a tradition in ECWA that all 

meetings must start with Bible Exhortation and closed with a word of prayers. 
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4.5.5 Health clinic committee 

The Health Clinic Committee is comprises of the following: 

The District Health Supervisor (Chairman), most senior health worker secretary, the 

LCB Church Pastor and two members from the ECWA Church representing the 

community. These are answerable to the DHC through the DHC Supervisor. Their 

duties include monitoring of the following areas: 

1) Day to day running of the clinic.  

2) Operation according to established policy and guidelines. 

3) Spiritual aspects of the health work. 

4) Ensuring conscientious work by all staff. 

5) Effect of clinic on the life and health of the local community. 

6) Meeting at least quarterly. 

7) Upholding ECWA Constitution and By-laws. 

    

Out of the five members committee only two are medical professionals and three are 

not. The committee is appointed by the LCB Pastor and approved by the EDCHP 

Supervisor. The reports of previous meetings show that this clinic health committee 

meets only twice in a year. It was further revealed that this committee has job 

description. The study further established that the committee does not observe the 

days fixed for meetings. The simple reason is that members are full time farmers and 

spend most of their time attending to their farms, especially because their 

contribution in the ECWA is not appreciated at the end of the day. The researcher 

interviewed the persons in charge of various clinics to determine as to why these 

committees are not functioning properly. They gave the same reason that the 

committee is not mixed but drown its members from only ECWA church members. 

Secondly, no appreciation is shown to them as it was used to be during the SIM time 

in the 1970s to 1987 when appreciation was shown to them at the end of every sitting 

(ECHP, 1995). 
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4.5.6   Management committee 

The various ECHP committees’ members are part of the organization for a period of 

three years after which they can still be reelected for a second tenure. They meet 

quarterly to deliberate and make decisions that pertain to programme development 

after which the implementation is left for the line staff. As a result of the bureaucratic 

nature of the structure, the zonal coordinators, the supervisors and the clinic in 

charge cannot plan, or use their initiatives to improve the activities of their zones, 

districts, clinics neither they collaborate with other stakeholders. For instance, when 

there is an urgent need of a specific drug such as adrenalin injection, the clinic in 

charge must seek the consent of his supervisor before purchasing such drugs, if she/ 

he do otherwise, she/he will refrain from signing on the column of drugs bought 

when submitting his /her monthly report.  This shows that there is no decentralization 

in the two districts.  The problem of decentralization has cut across both the private 

enterprise and public sectoral organizations. They face the same general problems of 

management. Both are concerned with the efficiency and effectiveness of their 

operations, the clarification of aims and objectives, the design of a suitable structure, 

and the carrying out of essential administrative functions (Robinson, 1999). 
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Figure 4.1: The Organization Structure of ECHP 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

 

 

 

Source:  ECWA, 1995 

 

 

4.6 Conclusion  

ECWA Community Health Programme is a healing Ministry of ECWA under the 

Medical Department. It provides curative, preventive, promotive, and rehabilitative 

health care services under the Primary Health Care. The activities of the programme 

are carried out by various committees at all levels of the programme. The above 

mentioned services are one provides by the ECHP in Nigeria. Other services 

provided by the ECWA include Hospitals Services, Agriculture, Education, 
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Theological services, Pharmaceutical services, Printing Press, and People Oriented 

Development of ECWA (POD). Chapter five presents the findings and discussion on 

this study. 
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CHAPTER FIVE 

 THE FINDINGS AND DISCUSSION OF RESULTS  

5.1 Introduction 

This chapter presents findings and discussions of results of the study. The main 

objective of the assessment was to examine if the ECHP organizational structure 

affect participation in the delivery of PHCS.  The study is guided by four main 

questions namely (i) Is ECWA capable of supporting ECHP to participate in the 

delivery of PHCS in the two districts? (ii) To what extent have the State 

Governments and local government Authorities (LGAs) in the respective districts 

provided the required support (what ever their function) for them to participate in the 

delivery of PHCS in the two districts? (iii) Why diseases in the two districts appear 

to be in the increase despite concerted efforts by the ECHP in providing PHCS?    

(iv) What necessary resources (if any) financial and human resource does ECWA 

have in enabling the organization to provide PHCS that cater for the needs of the 

inhabitants in the two districts.  

5.2 Assessment of ECHP Organizational Structure 

One of the main functions of executives in an organization is to ensure that the 

organizational structure facilitates the achievement of the vision and mission of that 

organization. The principle of efficiency stress that organization structure should 

facilitate the achievement of objectives at minimum possible cost by placing the 

employees where they can best be utilized. It should   permit the optimum use of 

resources. A resource refers to the human resource, the organization finances, the 

drugs, the buildings, the medical equipment and collaboration. As seen in Chapter 

Two, span of control arises in the line authority and refers to the number of 

subordinates who report directly to a given manager or supervisor.  

Our first research question was whether ECWA was capable of supporting ECHP to 

participate in the delivery of primary health care services. In assessing this question 

this study examined the following- the structure itself, views of the executives on the 

appropriateness of the structure in facilitating services delivery, views of the heads of 

clinics, views of ECHP chairmen. In addition to examining the structure, the study 
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also examined its functionality. The following aspects were examined. Selection 

mechanism and composition of the committee, the contribution of the clinics 

development committees, Centralization vs decentralization of decisions extent to 

which the organization permits effective communication. The functionality of the 

organization was also assessed by analysis of patients’ satisfaction. A critical look on 

the ECHP organizational structure in Figure 4: 1 reveals that the structure is 

confusing. It has placed two directors in one line of responsibility and one is 

responsible to the other. It is just the nomenclature that differentiates the Director of 

Medical Services (DMS) and ECHP Director otherwise the two are all directors. The 

medical consultants are supposed to serve as advisers to the ECHP Director on 

medical issues but are left hanging. It was also found that the power relation to 

oprationalised the organization structure is committee based. This is elaborated in 

Figure 5.1. The ECHP Management Committee reports to the ECHP Director 

without passing through the ECHP Administrator. Under normal circumstances they 

are not supposed to bypass the ECHP Administrator and report directly to the ECHP 

Director. This is because an administrator liaises between organization and human 

resources to ensure that neither of the two is cheated but given fear treatment. As a 

result of its complexity it is difficult to tell how many levels the structure has or the 

number of Zonal coordinators responsible to the ECHP Director. It is also difficult to 

know the number of supervisors responsible to the zonal coordinator or the clinic 

heads to the supervisors. It is difficult to hold the employees accountable for not 

achieving the organizational objectives because everything has to be approved by a 

committee before it can be implemented. There is no devolution of power from the 

top level management to the lower level management to allow service delivery at the 

operational levels. Also it is highly centralized because every approval has to come 

from the top level management no matter how urgent is the need at the operational 

level.  
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Figure 5.1: Organizational Structure Power / Authority Relations 

 

   

 

 

 

 

 

Source: ECWA, 1995  

 

Sub conclusion 

Effective and efficient organization structure plays an important role in facilitating 

the improve delivery of primary health care services. The findings of this study have 

revealed that the ECHP structure is not appropriate for the provision of primary 

health care services because it is confusing and more of committee structure in nature 

thereby making it very difficult for the employees to know of what is expected of 

them. 

 

5. 2.1 EDCHPS executives views on the appropriateness of ECHP organization 

structure to the provision of PHCS 

Apart from our views of the ECHP structure, we sought the views from two officials 

of EDCHPS chairmen on question (3) regarding their functions in the district on 

ECHP to the appropriateness of the organization structure in implementing 

organization strategy. Table 5.1 indicates that all the key officials in the EDCHPS 

Kafanchan which include the DCC chairman EDCHP chairman and EDCHP 

supervisor admitted that the ECHP structure was not appropriate for the provision of 

PHCS. The key officials in EDCHP Kaduna, which include the DCC chairman, 
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EDCHP chairman, EDCHP supervisor and zonal coordinator, also admitted that the 

organizational structure was inappropriate in the delivery of PHCS. 

  

We asked for their opinion as to why it was not appropriate for the delivery of PHCS. 

Seven of the EDCHP executives in the two districts expressed serious concern of the 

current situation when compared to the era of the Sudan Interior Mission (SIM) in 

1970s to 1987. It was contended that every body was taken on board and kept 

informed on what was happening in the EDCHP. Question (v) in the interview 

scheduled for ECWA executives sought to know the relationship between the ECHP 

structure and other units in the ministry. The seven executives said financial monthly 

returns were screened at the DCC level before they were forwarded to the ECHP 

Headquarters. Likewise, drugs were seen and signed for before distribution. It was 

expressed by all districts executives that the present administration has sidelined 

everybody at the district level in terms of what is happening in the programme. The 

two DCC chairmen and the EDCHP chairmen indicated that the ECHP executives 

were less informed on the effectiveness of EDCHP supervisors than is the case with 

them who work with these EDCHP supervisors on daily basis. The district 

Executives said that when the programme was changing the entire structure from 

what the Pastors used to know as District Medical Board (DMB) to ECWA District 

Community Health Programme (EDCHP). The church was however, not involved in 

the change process. The DCC executives in both districts pronounced “we are 

waiting for the announcement, date, venue and time for the burial of ECHP” This 

was said with seriousness. They further emphasized that they brought people to work 

for them and those people have made them observers in their own homes. “We are 

watching to see Gods miracles” They went further to say that the staff were not 

honest in discharging their duties.  This implies that, the staff have gone against the 

rules of the game but have not been abrogated. 

 

Lack of involvement of the EDCC Executives in the use of new operational manual 

has made them reluctant in offering any assistance towards ECHP to achieve the 

planned results.  All in all, the Executive at the district level have shown a 
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nonchalant attitude towards the programme because they are not involved at the 

district level in decision making. 

 

Table 5.1: EDCC executive’s responses on being sidelined from the ECHP 

structure 

Parameter Area/ Organization Respondents No/Yes 

Interview of key 

officials on 

whether they have 

been side lined in 

the activities of the 

ECHP or not  

EVWA District 

Community Health 

Programme: 

EDCHP Kafanchan  

ECWA District  council 

chairman 

Yes 

  ECWA District  community 

health programme chairman 

Yes 

  EDCHP supervisor Yes 

 EVWA District 

Community Health 

Programme: 

EDCHP Kafanchan 

 Yes 

  ECWA District  council 

chairman 

Yes 

  ECWA District  community 

health programme chairman 

Yes 

  EDCHP supervisor Yes 

 

Source: Field data, 2006 in Kafanchan and Kaduna 

 

Sub conclusion 

The study analysis have shown that lack of involving the DCC Executives in the 

decision making in matters relating to the delivery of PHCS has affected they two 

districts seriously. As a result of the highly centralized structure the EDCHP 

executives were excluded in the change process of changing the programme from 

what the Pastors used to know as the ECWA District Medical Board to ECWA 

District Community Health Programme.  
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5.2.2 Functioning of clinic health committee in the delivery of PHCS in the two 

districts 

This study is to know the degree of involvement these committees has in the delivery 

of PHCS in the two districts in line with the Bamako Initiatives of 1987. Interest was 

on how the ECHP structure has facilitated or constrained the committees’ 

involvement in the activities of the two districts in relation to the delivery of PHCS.  

To assess the functioning of clinic Health Committee thirteen functions expected of 

them were examined. These are summarized in Table5.2. The responses as 

summarized in Table 5.2 suggest that the clinic committee provided drugs to one out 

of nine clinics  in Kafanchan (11.1 percent) and one out of five clinics in Kaduna, 

(20 percent). None of the two districts has fixed user charges for drugs. In 

Kafanchan, three out of nine clinics committees (33.3 percent) had requested 

vaccines for their clinics and three out of five clinics in Kaduna (60 percent) did the 

same to their clinics. Still in Kafanchan, five out of nine clinic committees (56.5 

percent) and three out of five clinics in Kaduna (60 percent) had carried out some 

repairs in their facilities. In Kafanchan, two out of nine clinics committees (22.2) and 

one out of five clinics in Kaduna (20 percent) provided money to help in the 

purchase of drugs.  Another two out of nine clinics committee in Kafanchan (22.2 

percent) released money to affect some repairs of medical equipment while in 

Kaduna two out of five clinics (40 percent) did the same. In the EDCHP Kafanchan, 

two committees (22.2 percent) in Kafanchan made some new investments in two of 

their clinics while in Kaduna one out of five (20 percent) did the same.  

 

It was also found out that four out of nine clinic committees in Kafanchan (44.4 

percent) checked stock control card while four out of five, (80 percent) in Kaduna 

did the same to see whether or not there were drugs in the facilities. In Kafanchan, 

four out of nine clinic committees in Kafanchan (44.4 percent) checked users receipts 

while in Kaduna only one out of five; (20 percent) did the same. In Kafanchan,  

seven out of nine clinic committees (78.7 percent) hold staff meetings when they 

visit their various facilities, while all the five amounting to (100 percent) in Kaduna 

were  also doing the same with their clinics. The study also found out that three out 

of nine clinic committees in Kafanchan, (33.3 percent) checked for medical 
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equipment while four out of five (80 percent) in Kaduna did the same to see if 

whether or not the equipment were functioning. Also one out of nine (11 percent) of 

the clinic committees in Kafanchan provides drugs to its clinic while in Kaduna one 

out of five (20 percent) was doing that.  

 

In the EDCHP Kafanchan, only three out of the nine clinic health committees (33.3 

percent) make effort to request vaccines for their clinics while in Kaduna three out of 

five clinic committees (60 percent) did the same. Five out of nine clinic committees 

in Kafanchan (56 percent) had tried to repair some facilities as while as three out of 

five (60 percent) did the same in Kaduna. Kafanchan has not done very much 

compared to Kaduna in repairing of facilities.  However, the efforts of these 

committees have yielded very little because 100 percent of the clinics in the two 

districts looked dilapidated. In Kafanchan two out of nine clinics committees (22 

percent) had made some efforts to provide fuel to enable the health staff run health 

activities in the district, while in Kaduna one out of five (20 percent) did the same. 

The EDCHP in Kafanchan seems to have a motivating spirit of encouraging her staff 

to carry out health care activities in the district compared to Kaduna.  Two out of her 

nine clinics committees (22.2 percent) and two out of five (40 percent) in Kaduna 

have carried out some medical equipment repairs. Kaduna has done relatively better 

compared to Kafanchan in the repair of medical equipment. The study in the two 

districts have shown that two out of nine (22.2 percent) of the clinic committees in 

Kafanchan had made new investments towards the provision of PHCS compared to 

Kaduna which has contributed one out of five  (20 percent) only. Four out of five (80 

percent) of the committees in Kaduna spend their time solving administrative issues 

as opposed to Kafanchan  that spends two out of nine (22.2 percent) solving 

administrative problems. In a nutshell, Kaduna has more administrative problems 

than Kafanchan. In Kaduna, four out of five (80 percent) of the committees spend 

their time to resolve staff personal issues compared to Kafanchan that had three out 

of nine (33.3 percent). In Kafanchan five out of nine clinic committees (56.5 percent) 

checked patients’ cards when they visit their facilities while one out of five clinic 

committees in Kaduna (20 percent) did the same. Checking patients’ cards is 
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important because it helps to establish whether or not the money charged is actually 

recorded in the receipt booklet.  

 

The findings further show that four out of five clinic committees in Kaduna (80 

percent) do not bother to know about the financial transactions in their clinics with 

specific reference to patients and income generation. Observations of records have 

shown that these committees don’t have job description. While Kafanchan is not 

doing very well as is expected, four out of its nine clinic committees (44 percent) and 

four out of five (80 percent) in Kaduna checked their clinic stock control cards.  The 

only way the committees can know whether or not there are drugs in the facilities is 

through checking the stock control cards. However, four out of nine clinic 

committees in Kafanchan (44.4 percent) and one out of five clinic committees in 

Kaduna checked for user charge receipts, respectively. All five clinic committees in 

Kaduna (100 percent) and seven out of nine clinics committees in Kafanchan hold 

staff meetings while with their various clinics. Having regular meetings helps to 

identify problems that might have been hindering improved delivery of primary 

health care services in the two districts. Three out of nine clinic committees in 

Kafanchan, (33.3 percent) and four out of five clinic committees in Kaduna (80 

percent) checked how good the clinic equipment is.  
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Table 5.2: Involvements of clinics development committees towards the 

provision of PHCS 

 

Parameter Kafanchan Kaduna 

YES YES 

Number % Number % 

Provided drugs 1 11.1 1 20 

Fixed users charges  & 

Fees for other drugs  

- - - - 

Requested more vaccines  3 33.3 3 60 

Repair facility structure 5 56.5 3 60 

Provided fuel 2 22.2 1 20 

Repair equipment 2 22.2 2 40 

Made new investment 2 22.2 1 20 

Resolves administrative 

issues 

2 22.2 4 80 

Resolved personal staff 

issue 

3 33.3 4 80 

Check patients cards 5 56.5 1 20 

Check stock cards 4 44.4 4 80 

Check users charges 

receipts 

4 44.4 1 20 

Hold officials meeting 7 78.7 5 100 

Check equipment  3 33.3 4 80 

 

Source: Research data collected, 2006 in Kafanchan and Kaduna Districts 

 

Sub conclusion 

The findings have shown that there are problems of participation in the two districts 

with regards to the effectiveness and efficiency of the work carried out by the 

development committees. These committees don’t seem to have job description. 

They are also not knowledgeable about health issues and the structure does not allow 

them to interact with other health and health related organizations for possible 

assistance.  

 

5.2.3 How the ECHP structure accommodates the committee 

We sought to know from the two EDCHP chairmen in Kafanchan and Kaduna as to 

how easy it was to convert the community from passive recipients of services to 

assertive owners and for the health workers in PHCS to accept these new roles for 

the communities. This depended much on the relationship between community 
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development committees and provision of PHCS since many members have accepted 

that they have to adopt management structure of the PHC System. In light of this, we 

developed some parameters to evaluate community contribution towards the 

management system of the clinics in the two districts. This was inline with the 

(Nigeria National Policy on Community Participation, 2006) which emphasizes 

active community engagement in the provision of PHCS in the spirit of the Bamako 

Initiative of 1987. The Health Ministers from various African Nations adopted a 

resolution to promote sustainable Primary Health Care Services through community 

participation in financing, maintenance, and monitoring of services. The community 

participation was instutionalized in Nigeria through the creation of development 

committees (DDC) and the village development committees (VDC), with explicit 

guidelines for their respective duties and responsibilities. The FMOH (2006) viewed 

the impact of various socio cultural, economic and political conditions on PHC and 

indicates that several measures are needed to increase effectiveness and performance. 

Amongst those measures is the return to the concept of Primary Health Care as a 

health system that is community based and pivotal to the meeting of the needs of 

individuals and communities in a country. The philosophy founded was on the idea 

that it is not just a community based for it to be effective but it must also function 

with the full participation of the community.  

 

The National Policy emphasizes that the community should select for themselves 

members/leaders who will represent them in overseeing, and evaluating the services. 

In addition, it should be provided with the education, orientation and capacity to 

adopt behaviors and practices that promote desirable health outcomes, especially 

through preventive health methods. The policy provides for members of the 

committee to include Village head, primary school headmaster, and representative of 

religious groups, representatives of occupational groups, associations and 

representatives of Non-Governmental organizations. 

 

According to the guidelines the chairman should be a village head and a school 

headmaster the secretary and any other literate persons among the members. In 

addition, any capable member of the committee should be the pubic relation officer. 
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The main functions of the PHC Development Committee include planning for the 

health and welfare of the community, set achievable local health targets, supervise 

the implementation of the development health plan in the village, to monitor and 

evaluate the progress of PHC activities in the community, select appropriate persons 

within the community for training as traditional birth attendants (TBAs) and 

volunteer village health workers (VVHWs). They supervise activities of volunteer 

village workers, mobilize community members for health actions, and remunerate 

VVH/TBAs in cash or in kind and forward local health plan to the district level. The 

study therefore reveals that the ECWA policy was not flexible enough to allow the 

development committees and other health and health related philanthropic nor 

government to participate in the decision making regarding delivery of PHCS. As a 

result of the none involvement of the Government and Local Government Authority 

in the various districts they do not know what efforts and problems ECHP is faced 

with in the delivery of PHCS and therefore they do not come to their aid. It would be 

difficult to initiate collaboration at this level because all the committees are drawn 

from ECWA family and the structure does not permit good governance that would 

have promoted collaboration with other health and health related agencies. The 

committee members were interviewed to know if they were given job specification 

as to what they should be doing. All the clinic committees in the fourteen (14) clinics 

under study indicated that they had not received such job description nor had they 

received training on how to carry out their work efficiently. 

  

Sub conclusion 

Since the committee did not have job description, it was difficult to assess their day 

to day activities. It is not possible to supervise someone without giving him or her 

adequate job description explaining his responsibilities. While the study has found 

the existence of the development committee in both districts, Kafanchan and Kaduna, 

the ECHP structure did not accommodate the functioning of these committees. 
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5.2.4 Span of control 

As seen in Chapter Two, span of control arises in the line authority and refers to the 

number of subordinates who report directly to a given manager or supervisor. 

Responses on question (6) in the interview schedule for the zonal coordinator and 

two EDCHP supervisors provided information as to how many clinics these officers 

supervised. The (b) part of the question probe to know by what means do these 

officers go out for supervision? A large number of subordinates tend to chock the 

officer in charge leading to inefficiency.  Our interest in the span of control was to 

find out how many staff the two supervisors and zonal coordinator supervised in their 

various districts and zone. One of the primary functions of executives in the 

organization is supervision. It was observed in figure: 5.1 that the ECHP 

organizational structure is silent on neither the number of supervisors responsible to 

the zonal coordinator nor the heads of clinics to the supervisors. However, secondary 

data sources from the two districts and clinics have shown that fourteen heads of 

clinics were answerable to the zonal coordinator. Out of the fourteen, nine were 

answerable to the EDCHP supervisor in Kafanchan and five to the EDCHP 

Supervisor in Kaduna. For effective supervision the span of control should not 

exceed five or at most six direct subordinates whose work interlocks. Deciding the 

span of control is important for coordinating different types of activities effectively. 

In this case the zonal coordinator has one supervisor answerable to him and nine 

clinics officers who reports to him directly. In addition to the clinics under his 

districts, he has the overall supervision of clinics in Kaduna giving a total of fifteen 

clinics officers, which is contrary to Urwick and Graicunes views. According to 

Urwick (1932) the span of control could be influenced by the nature of the 

organization, complexity of work and similarity of factors and the range of 

responsibilities. He further stresses the ability and personal qualities of the manager 

including the capacity to cope with intervention as being very important. The 

supervisor doubles as the zonal coordinator of zone 3. He is a CHEW instead of a 

medical doctor as indicated in the operational manual (ECHP, 1997). However, the 

manual spells out that the zonal coordinators have no job description till to date. It 

was also observed that when the Zonal coordinator who is the EDCHP supervisor of 
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Kafanchan sets out for supervision of clinics, he is always in a hurry to come back 

with the same vehicle he boarded for the supervision. He neither sought out issues 

with staff at the clinic levels nor resolves administrative problems when out for 

clinical visits. It is doubtful for some one to supervise a work done by a subordinate 

staff for six to eleven months under thirty minutes. We probed to know if the two 

districts have transport system for the neither supervisor nor zonal coordinator to 

facilitate his movement. None of the districts have transport system.  

 

Sub conclusion 

That the ECHP structure is elucidate in nature and does not show how many 

supervisors are responsible to the zonal coordinator nor clinic in charges responsible 

to the EDCHP supervisors. Lack of transport system is affecting the smooth delivery 

of PHCS in the two districts. This is because when the Zonal coordinator who is the 

EDCHP supervisor of Kafanchan sets out for supervision of clinics, he is always in a 

hurry to come back with the same vehicle he boarded for the supervision. He neither 

sought out issues with staff at the clinic levels nor resolves administrative problems 

when out for clinical visits. It is in full for some one to supervise a work done by a 

subordinate staff for six to eleven months under thirty minutes.  

 

5. 2. 5 Selection mechanism and composition of clinic committee 

We sought to know responses of the head of clinics on how these clinics committees 

were selected and their level of involvement in the delivery of PHCS in the two 

districts. This was in line with the interview schedule meant for the fourteen heads of 

clinics nine in Kafanchan and five in Kaduna under Institutions and Governance 

Question (1-6). This was important because the National Policy in Nigeria 

emphasizes community engagement in the provision of PHCS in the spirit of the 

Bamako initiative of 1987. This would also help us to know how flexible the ECHP 

structure is in allowing these committees to participate in the delivery of PHCS at the 

two districts. Responses as summarized in Table 5.3 shows that 56 percent of the 

nine heads of clinics out of the twenty (25) staff in EDHP Kafanchan and 60 percent 

of the five heads of clinics from the twenty (25) staff in EDCP Kaduna thought most 
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of the committee members were selected by the church. Currently, 40 percent of 

EDCHP Kaduna has allowed community participation while the zonal coordinator 

who is the EDCHP supervisor (11 percent). In principle the communities do not have 

a say in the provision of PHCS in the two districts because ECWA who is the 

proprietor of the services has dominated the selection process.  

 

Table 5. 3:  Knowledge on authority for selection of the clinic committee 

 

The Executives Kafanchan 

(n = 9) 

Kaduna 

(n = 5) 

Number % Number % 

The Community 1 11 2 40 

The Church 5 56 3 60 

The Supervisor 1 11 - - 

The DCC Executives 2 22 - - 

 

Source: Field data collected, 2006 in Kafanchan and Kaduna 

                         

                        Sub conclusion 

                        ECWA is not observing the Federal Ministry of Health guidelines. It has little 

collaboration with the Federal, State and LGAs through the policy guiding the 

provision of PHCS and, is not strategizing on the provision of PHCS. The church has 

dominated the selection process of selecting the committees.  As a result of that the 

church has the final say in all decisions pertain to delivery of PHCS in the two 

districts. 

 

5. 2. 6 Centralization Vs Decentralization and unity of objective 

An organization structure is sound when it facilitates the accomplishment of 

objectives. The organization as a whole and every part of it must be geared towards 

achieving its basic objectives. As Clutter Buck (2001) asserts, if organization must 

succeed it must pay attention to areas such as the internal customers in code staff. 

According to Coulter (2001) linking all the departments’ activities with the strategic 

objectives of the organization is very important. One of the objectives of the 

programme is to provide quality health care services to the less privilege. This study 

sought to answer question (2) and (6) on the interview schedule for fourteen head of 
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clinics in the two districts. Effective and efficient delivery of PHCS is not base on 

human resources only but includes drugs and functional medical equipment. We 

wanted to know if the ECHP structure was flexible enough to allow staff have the 

power and authority to purchase and replace some of the defect medical equipment 

such as blood pressure machine and refrigerator for storing vaccines.  According to 

our analysis the ECHP organizational structure is highly centralized. The triangle in 

Figure 5.3 below signifies that power is centralized and not decentralized at the 

ECHP. The bigger space, which is 75 percent that dominate the triangle, is the 

concentration of power and authority at the ECHP headquarters, while the middle 

part which is 25 percent is the districts whereas the lower level representing 5 

percent is the operational staff the clinic in code. It was strange to note that none of 

the clinics has a functional refrigerator for storing vaccines talk less of administering 

it. Out of nine clinics in Kafanchan only three (3) had a functional blood pressure 

machine and in Kaduna three. Our observation on the structure in Figure 5. 3 and the 

discussions we had with fourteen head of the clinics in the two districts has shown 

that the structure is highly centralized that every item needed in the clinic had to be 

approved from the Headquarters before it can be bought. 

   

In the ideal situation, there should have been adequate balance of power to the lower 

level of the management to enable them function towards achieving the desire goals. 

Essential drugs such as folic acid, panadol and adrenaline injections were not seen in 

the fourteen clinics during the research period. We further observed that eighty 

percent of the clinics were operating without essential drugs which are not expensive 

in the pharmaceuticals stores could have easily been replaced by the head of the 

facilities.  

 

Decentralization provides effective communication. Under decentralization, the span 

of management is wider and there are fewer levels of organization. Information flow 

becomes more effective, intimate relationships between superiors and subordinates 

can be developed. In the ideal situation as in Figure 5. 3,  the top management should 

retain 5 percent power, the middle management 20 percent and the operation staff 75 

percent. The 75 percent power would enable the operational staff respond to their 
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clients needs and also make decisions at the right time thereby leading to motivation. 

This is because the operational staff knows the needs of their patients better than is 

the case with the top management. 

 

Figure 5. 2:  Centralized Organizational Power Structure 

 

 

Source; Field data, 2006 in Kafanchan and Kaduna 

 

Sub conclusion 

The study analysis of the ECHP organization structure have shown that it is not 

appropriate for the provision of PHCS and does not permit decentralization of power 

and authority to the lower level managers to allow effective provision of the services. 
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5. 2.7 How the ECHP structure facilitates communication with its staff 

Reponses on question (10) zonal coordinator and two supervisors in the two districts 

indicated that communication seems to be a major problem in the programme. This 

study has found out that there is poor information flow between the top level and 

lower level management. We sought the views of the zonal coordinator and two 

EDCHP supervisors on issue of employment policy. All of them indicated not to be 

aware of it. They said for example, that the decision made to implement the policy 

trust was not discussed with members of the staff. It was a group idea and not the 

staff decision. Another observation was that when the programme was changing the 

entire structure from what the staff used to know as District Medical Board (DMB) 

to ECWA District Community Health Programme (EDCHP), they were not involved 

in the change process. This is as a result of the structure being highly centralized.  

Had these experts been invited to make a meaningful contribution, their involvement 

would have probably reduced resistance. There would have been more commitment, 

and the quality of the change decision would have increased. In our discussion with 

the 158 staff from both districts we observed that they were not involved in the 

decision making at any point at all. According to Robbins (2000), it is difficult for an 

individual to resist a change decision in which he/she has participated in making a 

change. Those who seem to oppose can be brought into the decision process. For 

example, the decision made to implement the policy trust “Pay as you produce” was 

not discussed with members of staff. There are problems in information flow 

between the top level and lower level management. The amount of formal 

information flowing downward decreases as one move towards the bottom of the 

structure while, staff at the lower level in the organization, is the one who is least 

required to know about what is happening in the organization.  Figure 5. 3 show how 

ECHP communicate with her staff. 
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Figure 5. 3: The ECHP Communication Structure with her Staff 
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Source; Field data, 2006 in Kafanchan and Kaduna 

 

Sub conclusion 

Because the ECHP organization structure is highly centralized, it excluded the entire 

staff in the two districts when it was changing the name of the programme from what 

they used to know as DMB to EDCHP without involving them. As a result of that, 

staff are not happy and feels as part of the programme. This situation has not affected 

only the staff but also the DCC Executive as indicated in Table 5. 1 whereby they 

have shown none challant attitude to the programme thereby resulting to none 

support to the programme leading to ineffective delivery of the services in the two 

districts.  

 

5.2.8 Internal customers satisfaction 

 This study sought to determine the extent to which the internal customers’ staff in 

code in the two EDCHPs are involved in decision making and innovations. It was 

also very important to know how update staff in EDCHP Kafanchan and Kaduna are 

involved in the delivery of PHCS through seminars, workshops, continue education 

programme and to find out from the external customers’ patients in code if the 

ECWA Community Health Programme was meeting their needs by providing them 

with effective health care services. The findings as summarized in Table 5.4 have 
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shown that as a consequence, implementation of strategy and operational issues is 

affected in the two districts. One of the most important strategies in PHC services 

delivery is capacity building through workshops and seminars. Table 5.4 show that 

sixteen staff out of twenty five from the EDCHP Kafanchan and twenty two staff out 

of twenty five staff from Kaduna said they had never attended any PHC workshops 

on the delivery of primary health care services.  It was further observed that these 

staff have not been given adequate delegation and authority to use their initiatives in 

generating income to improve their health care facilities yet they know that every 

activity, including staff salaries depend on users’ fees /charges. It was also notice that 

staff are employed and posted directly to head clinics without formal socialization to 

the culture of the organization. This is as a result of the structure being highly 

centralized that the lower level managers cannot be consulted for any meaningful 

decision taken that will affect the area of their operations. Results in Table 5.4 also 

show that six staff were employed and three posted to EDCHP Kafanchan and the 

other three to Kaduna without formalization or induction programme for them. We 

view it difficult for the organization to have a sustainable culture. Documentary 

reviews have shown that none of the staff has a subordinate in his or her clinic. If the 

clinics committees were trained and given job description at the clinic levels and 

were doing their work seriously, they would have insisted that these staff should 

have the induction programme before being assigned duties.   

 

There are repetitive sequences of activities that express and influence the key values 

of the organization including expression of which goals are most important and 

which people are important and expendable.  Staff are employed and posted to head 

clinics without induction programme or socialization to the customs and norms of the 

organization. Nobody gives a confidential report to state whether they fit into the 

organization or not.  Due to lack of assessment nobody evaluates the staff to know 

whether they are performing well or not. The community expressed dissatisfaction 

with 45 percent of staff in Kafanchan and 37.5 percent of staff in Kaduna. The ECHP 

have not provided these staff with a hand book containing the dos and don’ts of the 

Ministry to ensure effective delivery of primary health care services. The moral of 

the individual staff needs to be boosted (Robbins, 2000). Expectations can distort the 
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individual perceptions in the sense that he or she sees what he expects to see. For 

example, even if the programme is good he or she can still see it as bad or perceive it 

as unscrupulous regardless of its actual traits. 

 

5.2.9 External customers satisfaction 

 Apart from our views of the internal customers’ staff in code, we sought the views 

of the external customers 240 patients from two of the districts regarding their 

satisfaction on the services provided. Table 5.4 suggest that all 240 (100) patients 

interviewed in Kafanchan and Kaduna indicated that they did not received all the 

prescribed drugs and were not happy with the services. The services are very 

expensive and patients cannot advise other people to attend ECWA health facilities. 

The expectation of patients in the ECWA health clinics are that, there are always 

drugs in the facilities. However, 33 percent of the patients interviewed in Kafanchan 

and 50 percent of the patients interviewed in Kaduna said that on a number of 

occasions they had missed officer in charge when they needed to see the officer. The 

expectations of the patients are that, ECWA health personnel’s are always around to 

attend to patients at all the time in their various facilities. Discussions with the entire 

staff in the clinics under study in the two districts have shown that they are not happy 

with what is happening in the programme. Their complaints centered on under 

payment, motivation and job satisfaction. The reason for these staff not staying in the 

clinics may be underpayment of salaries and the inability of the line staff to provide 

adequate supervision in the zone.  Patients viewed the staff employed by the ECWA 

Community Health Programme as not being the right kind of people for the 

programme and this has affected people’s perception towards ECWA. 

 

 Evaluation entitles ascertaining how much effort staff are into the job.  It is also 

expected that when a new staff joins a work team, he or she should be immediately 

sized up by the other team members.  This practice is very important to the health 

care organization (Robinson, 2000). In order for the programme to succeed it has to 

hire the services of more competent hands that would provide quality services unlike 

what is now happening on the ground.  
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Table 5.4: Internal and External Customers Satisfaction on PHCS and its 

delivery 

S/N Questions  Districts Yes         % No % Total Total  

percent  

1 Have you ever attended 

PHC workshops on 

delivery of PHCS?  

(EDCHPS Staff) 

EDCH 

Kafanchan 

9 36 16 64 25 100 

EDCHP Kaduna 3 12 22 88 25 100 

2 Have the ECHP ever 

posted staff to your 

clinic without 

orientation?  

(Supervisors) 

EDCHP 

Kafanchan 

Yes  -  - - 

EDCHP Kaduna Yes  -  - - 

3 Have you ever attended 

any of the ECWA 

facility and received all 

the drugs prescribed for 

you? (Patients)  

EDCHP 

Kafanchan 

Nil  120 100 120 100 

EDCHP Kaduna Nil  120 100 120 100 

4 Have you ever received 

all the prescribed drugs 

in any of the ECWA 

facility when sick? 

(Patients) 

Kafanchan    120 100 120 100 

Kaduna   120 100 120 100 

5 Have you at any time 

missed the officer in 

charge of any of the 

ECWA facilities when 

sick?  (Patients)  

EDCHP 

Kafanchan 

81 67.

5 

39 32.

5 

120 100 

EDCHP Kaduna 60 50 60 50 120 100 

 

Source: Field data, 2006 in Kafanchan and Kaduna Districts 

 

5.2.10 Conclusion 

The analysis in section 5.2 has shown that the ECHP programme structure does not 

support it to provide PHCS effectively. It is highly centralized that it has not given 

the EDCHP supervisors the opportunity to use their initiatives to run their districts 

and clinics effectively. Staff are employed and posted to neither head clinic without 

subordinate nor hand book containing the rules of the organization. The inability of 

the clinic health committees to perform satisfactorily is as a result of lack of job 

description. Figure 5. 2 show how power is concentrated at the headquarters without 

decentralization. The structure is not flexible enough to accommodate other 

organization to collaborate with the programme there by leading to lack of drugs in 

the two districts.  Both staff and patients are not happy with the situation. 
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5. 3 Organization structure partnership and coordination in the ECHP 

 Our second research question focused on examining to what extent the State 

Governments and LGAs in the respective districts provided the required support 

(what ever their functions) for them to participate in the delivery of primary health 

care services in the two districts. This question sought to assess the extent to which 

the ECHP organization structure facilitates partnership with government at all levels. 

In connection to this we sought to find out if and how the State Government and the 

respective districts LGAs have provided the required support (what ever their 

functions are) to ECHP to participate in the delivery of PHCS in the two districts. As 

was noted in the research problem, diseases in the two districts appear to be in the 

increase despite concerted efforts by the ECHP to offer PHCS (FMOH, 2007). The 

need for formally coordinating the interaction patterns of the ECHP staff is critical in 

enhancing performance. Such coordination defines how organization structure 

allocates tasks to members, who report to whom, and what are the formal 

coordinating mechanisms and interactions with the public, Government and 

philanthropic organizations. In answering this question views were obtained from the 

ECHP Executives, EDCC chairmen, and heads of clinics.  

 

5. 3.1 ECHP executives’ views 

 We sought to know about the operation and provision of PHC in ECHP from the 

ECHP Executives.Table5.5 shows the responses of all the respondents. Our 

observation is that the organization structure is highly centralized and confusive in 

nature thereby nobody knows what is expected of every body to do in the 

organization. As a result of that ECWA and other philanthropic organization finds it 

difficult to collaborate with the programme. For instance, the ECWA Headquarters 

director and administrator responded differently from the district community health 

programme executives on issues such as who is the principal decision maker of the 

PHC facility? When does the PHC facility close and open? And when to acquire 

medical equipment and who is the main supplies of drugs to the clinics and who is 

the authorized person for renovation and purchase of new clinics equipment? 

Discussion with the ECHP Executives indicated that the districts were responsible 

for the above decisions while the districts were saying it is the Headquarters. 
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5.3.2   EDCC Kafanchan and Kaduna chairmen view 

The same questions that were asked to the two ECHP Executives were asked to the 

seven EDCC Executives to know how organized the programme was in the delivery 

of PHCS in the two districts. The interviewees included two DCC chairmen, two 

EDCHPS chairmen, two EDCHPS supervisor, and one zonal coordinator.  

 

 5.3.3   The views of the fourteen heads of clinics 

The same question applicable to the EDCC Executives was asked to the fourteen (14) 

heads of clinics in the two districts. It was observed that responses were different 

from those given by the ECHP Headquarters and the EDCC Executives. The 

observations made in these questions were that the structure is not appropriate for the 

provision of the services. This is because the line staff are not in a full picture of the 

happening in the programme. They whole were saying the ECHP. Our discussions 

with the entire staff inclusive of the heads of facilities have shown that nobody is 

aware of the happening in the programme. How can the LGAs and States come to the 

aids of the programme as nobody knows what is expected of anybody. Another 

question asked was whether the ECWA health care clinics had standard prices for 

services provided. Three clinics in Kafanchan and four in Kaduna reported charging 

standard prices while six clinics in Kafanchan and one in Kaduna said the had no 

standard price. Similarly, five clinics in Kafanchan and two in Kaduna said people 

with Tuberculosis pay for the services provided to them while four clinics in 

Kafanchan and three in Kaduna said they don’t pay. 
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Table 5.5:  Coordination of ECHP activities 

 
Parameter Area/Organization Respondents No 

ECHP Headquarters Jos  

ECHP director 

1 

ECHP administrator 1 

Interview of key 

officials on whether 

they have been side 

lined in the activities 

of the ECHP or not. 

ECWA District community 

health programme Kafanchan 

(EDCHP Kafanchan) 

ECWA district church council 

chairman 

1 

ECWA district community 

health programme chairman 

11 

EDCP supervisor  

Heads of clinics 9 

ECWA district community 

health programme Kaduna 

(KDCHP Kaduna) 
ECWA district church council 

chairman 

 

ECWA community health 

programme chairman 

1 

EDCP supervisor 1 

Zonal coordinator 1 

Heads of clinic 5 

Total   23 

 

Source: Field data, 2006 in Kafanchan and Kaduna 

 

Sub conclusion 

The study analysis has indicated that ECHP is not properly coordinated from the 

ECWA Community Health Programme Executive to the clinic level. If ECHP was 

properly coordinated and organized everybody from the top to the lower level would 

have known who is responsible for each of   the above questions. This implies that 

there are problems of communication between the top, middle, and lower levels of 

management in the ECHP as a result of the highly centralized structure. It is also an 

indication that the strategic plans of the programme are not made known to the entire 

human resource in the organization. It is important that the line staff possess the right 

educational qualification for the job which the have been assigned to carry out or else 
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the expected results cannot be achieved. The operation staff needs more information 

on how to interact with the states, LGAs and philanthropic organizations for possible 

collaboration. As was indicated in the literature review, PPP is generally seen as 

important strategy for enhancing service delivery both in term of access and quality. 

It was therefore important to examine how the structure of ECHP promotes such 

partnership at all levels. We observed in Question (1-10) interview schedule for head 

of clinics on facility financing that none of the fourteen heads of clinics indicated the 

LGAs or the State government as one of the financier of the facilities. This is 

because the structure does not permit collaboration at the State and Local 

government levels. The to executives are the ones who interpret the vision and 

mission of the organization to the operation staff ad the general public 

 

As such, they need more information to enable them function properly and 

efficiently. The level of line staff education is the function of how effective they are 

able to interpret the strategic plans of the organization to their clinic staff. Further 

more the ECHP structure is not flexible enough to allow the EDCHP Supervisors 

interact with the various Local Governments Authority, other health care providers, 

traditional healers, and philanthropic organizations. The Public-Private Partnerships 

seem to exist only in policy but not on strategizing how ECWA Community Health 

Programme can collaborate with the government in strengthening PHCS. The 

collaboration exists only at the Federal and top ECWA executive at the Headquarters 

level and not at the local and district levels. This situation has led to weak delivery of 

PHCS in the two districts as a result of lack of essential drugs, medical supplies, 

equipment, finances and facilities thereby resulting to outbreak of diseases in the two 

districts namely Kafanchan and Kaduna. This study established that neither the 

ECHP Headquarters nor the EDCHP supply free drugs to their clinics.  

 

5.4 Possible Impact of Structure on ECHP Resources Availability  

5.4.1 Staff strength analysis     

The fourth research question sought to examine the availability of resources, 

financial, human and operatives that ECWA has in enabling it to support PHCS. This 
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question was informed by our conceptual framework, where by it was established 

that inappropriate organization structure, with weak links with partnership would 

lead to inadequate resource base and hence poor PHCS. It has already been 

established in section 5.1 and 5.2 that ECHP has inappropriate organization structure. 

It has been concluded that the organization structure does not promote partnership 

with government at the lower levels. In addition, lack of decentralization was likely 

to starve lower levels with resources. This section examines the ECHP resource 

situation in terms of staff strength, revenue collection, infrastructure and equipment.   

Knowing the staff strength and finances in the two districts was very important 

because it would help us to know if ECHP has hired qualified human resource to 

function in the two districts and whether it is paying them well. Secondly, it is 

believed that adequate staff strength should contribute to high quality service 

provision resulting to low incidence of diseases. Low staff strength is likely to result 

into poor service provision resulting to increase in incidences of diseases. The 

mixture of staff facilitates division of Labour among them and few staff are engaged 

in doing more than one activity in the clinic which does not yield positive result at 

all.  

 

With regard to the above assessment, we sought the views of top ECHP Executives 

which include the Director and Administrator. According to the executives, due to 

severe financial constraints, the ECHP was not able to hire the services of medical 

doctors to supervise the technical delivery of PHCS in Kafanchan and Kaduna. As a 

result of financial and human resource constrained the following problems were 

observed as barriers to the effective delivery of PHCS in the two districts, the ECHP  

management committee as was made up of CHEWS and CHOs instead of medical 

doctors as indicated in the Operational Manual 1995. These staff have very little 

knowledge about management of health care conditions. Secondly, as a result of their 

low level of education these medical staff are not able to disseminate or 

communicate the ECHP strategic plans to the operational staff in details. Thirdly, 

they are not able to lead in their various committees to the acceptable ECHP 

standards thereby resulting into low productivity of services in the two districts. 

Fourthly, as a result of lack of collaboration between the ECHP and the states, local 
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government authority and philanthropic organizations, these organizations are not 

willing to second their staff to ECHP to boost the services in any of the two districts. 

This is because the collaboration that exists between ECWA and the Government is 

through policy only at the Federal and ECHP Headquarters and not at the LGAs and 

EDCHP levels.  

 

We were made to understand that one of the tasks of the ECHP Management 

committee was to receive all reports from the zonal coordinators; supervisors and 

clinics in charges filter them and see which one needs immediate action. 

Management and Evaluation play an important role in the management of any health 

care  programme thus ensuring that the resources going into a programme are being 

utilized, services are being accessed, activities are occurring in a timely manner, and 

the expected results are being achieved. WHO (2004) refers to monitoring as the 

aspect that assess what is being done in terms of progress while evaluation looks at 

what has been done to assess the level of attainment of the stated objective. Together, 

Management and Evaluation demonstrate the impact of programme efforts and 

resources on achieving goals. In the EDCHP Kafanchan, Bakin Kogi and Fadan-

Karshi clinics indicated to be missing financial reports which the supervisor claimed 

he was not aware of. Secondly, the clinic in Kogum was closed for almost one month 

on ground that the staff left without his consent. We wanted to find out from the 

supervisor if he was aware that the clinic in Kogum had closed for almost one month 

now. He said no.   

 

It was further established that at the ECHP Headquarters and districts level have 

closed fifteen of her clinics within the past 48 months prior to this study. This 

implies that in every three months one clinic is closed down in the programme. The 

top management Executives in charge of delivery of the services claimed that the 

programme was seriously constrained of financial and human resources to run the 

clinics smoothly. Without monitoring and evaluation, it would be impossible to judge 

if the work is going in the right direction, whether progress and success could be 

claimed, and how future efforts could be improved. 
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 5.4.2 The effect of staff strength on service provision  

Table 5.6 indicates that, 100 percent of the clinics in ECWA District Community 

Health Programme Kafanchan and Kaduna (EDCHP) have no medical doctor. 

Family planning is provided in these seven out of fourteen clinics. Even in the seven 

clinics that indicated providing the services, the study findings established that the 

services are being provided quantitatively and not qualitatively. This is because; all 

the clients who wish to undergo family planning must undergo series of medical 

laboratory investigations. These laboratory investigations are to rule out certain 

diseases or conditions which could be a limitation to a particular choice of a family 

planning method. Records have shown that only one out of fourteen clinics is 

providing STI/TDS services in the two districts but the services are being provided in 

seven clinics. These tests include STI/TDS, yellow fever, cancer of the cervix and 

jaundice. Some of the family planning methods available in the clinics include Depo-

Provera, the family planning pills, loop and none plant methods which high blood 

could be a contraindication to receiving such services. These are special tests carry 

out by qualify laboratory scientists in a well organized clinic set up before the 

services can be provided. As a result of none qualified human resources the services 

are provided poorly. Postnatal services are provided along side with family planning 

services with all the routine medical examinations such as STIDS, Cancer of the 

cervics and past history of yellow fever, or jaundice diseases but records have shown 

that seven out of the fourteen clinics are providing postnatal services. It was also 

discovered that none of the clinics have neither laboratory assistant nor laboratory 

technology or technicians but have lab aids that are train for three months to provide 

these services. None of the fourteen clinics was providing dentistry services as a 

result of none qualify human resources. Seven out of fourteen clinics in the two 

districts were providing health education and seven were not providing it. The clinics 

in the two districts are trying to provide health education but need to give it a 

priority. This is because WHO (2007) observed that the current prevalence of 

infectious diseases such as TB in Nigeria is high. How can the rural population were 

these clinics are situated be protected? The remaining clinics should intensify their 

efforts to seeing that they provide the services without any delay. During the eras of 

the District Medical Boards in the early 80s, it was a rule that each clinic in charge 
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must ensure that, he or she draws a duty roster on a weekly basis showing what each 

staff should be doing in the morning before attending to patients. For example, who 

is to give health education, Bible exhortation and closing prayers on weekly bases till 

the end of the year. The present administration has shown little concern on health 

education on the whole components of primary health care services. 

 

5.4.2.1 Numbers of Community Health Officers (CHOs) staff strength  

The study sought to know the number of Community Health Officer (CHO) per 

facility in line with the FMOH (1999) revised policy guiding the delivery of PHCS in 

the country.  This is because the CHOs have the administrative responsibility of the 

type two facilities caring for a population of 50,000 in a unit whereas the medical 

officer is responsible for providing the technical aspect of the services. In the absent 

of the medical doctor, the CHO does the technical work as well as the administrative 

work (FMOH, 2005). He/ she spends 40% of his/ her working time with the 

community, holds regular discussions with different groups, explains the PHC 

approach to them, carrying out community mobilization, and ensures the formation 

and effective functioning of village development committees in the communities. He   

attends village department committee meetings in rotation at least 4 times a year and 

ensures the initiation and participation of the community and other health care 

workers in carrying out initial community diagnosis and continues health needs 

assessment of the community. The community health needs include areas related to 

provision of good roads, good water supply, education, agriculture and animals 

house boundaries for good nutrition. 

         

Inclusive, in the CHO administrative functions is the supervision of cadres in the 

PHCS (FMOH, 1999).  The analysis in Table5.6 shows that the two districts have 

only two community health officers. It was also observed that six JCHEWS were 

head of clinics and were providing services in six out of fourteen clinics without the 

supervision of CHO neither CHS nor CHEW to ensure standards (FMOH 

Curriculum, 1996).  Only seven out of fourteen clinics (50 percent) in the two 

districts were providing immunizations. These include measles immunization, BCG 
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immunization, OPVI and OPV3 vaccine. Seventy five patients out of 120 patients 

(65.2 percent) in Kafanchan interviewed on why they don’t patronize the ECWA 

health care facilities for immunization services, they said receiving the immunization 

and not receiving it means the same thing to them. This is because when they 

received the complete dose for the disease their children still suffers from the 

diseases immunized. It was observed that the head of this facility has no subordinate 

thereby making it difficult to carry out his community base function. Discussion with 

the clinic heads has shown that as a result of severe constrained of human resources 

in the two districts provision of services was affected. Observation has shown that 

only (50 percent) of the clinics were providing under five consultation. Overall less 

than (43 percent) were providing malaria test, stool test for worms’ infestation and 

blood for micro filariasis (MF). 

 

5.4.2.2  Numbers of Community Health Supervisors (CHS) staff strength 

It was crucial to know the number of Community Health supervisors in the two 

districts and their development relationship to the services they provided. The 

Community Health Supervisors spend forty percent of their working time in the 

community and 60 percent in the clinic with the administrative responsibility of the 

primary health centre serving a population of 30,000 people. In addition to that, he or 

supervises the technical, administrative and community base function of the CHEWS 

and JCHEWS in the absent of CHO. Table 5.6 has shown that the two districts have 

only two supervisors. These two supervisors are confined to the clinic environment 

and have forgotten of their community base function. No records of community 

visited, past minutes of meetings, schedules of visits, and plans of actions for the 

year were seen. Most of the complained received seem impossible for one person to 

function in the clinic and carry out his or her community base functions effectively.  

  

5.4.2.3  Numbers of Senior Community Health Extension Workers (SCHEWS)  

The interest here was to know how many Community Health Extension Workers 

(CHEWS) were in the two districts. This is because their inadequacy in number can 

affect delivery of the PHCS. As part of their community based functions, CHEWS 
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spend 40 percent of their primary assignment working with the community and 

supervising activities of the JCHEWS and development committee. They are 

responsible for supervising the PHC delivery services at the health facility and 

community level which include, checking the drug stocks at facility level; supervise 

the Junior Community Health Extension Workers (JCHEWS) in his PHC delivery 

services, supervising the records of work done by their subordinates at the facility 

and community levels. The study findings have indicated in Table 5.6 that 50 percent 

of postnatal consultations are provided without the presence of a CHEW. 

Observation has shown that 43 percent of antenatal, family planning, and health 

education are provided by the JCHEWs. We probed to know if there were CHEWS 

in these facilities or not. It was noted that there were no CHEWS. The provision of 

these services has provoked questions such as: Who are the people providing these 

services?  Are they qualified to do that without been supervised?  Who supervises 

their records of work on a daily basis? Are they covered by the Federal Ministry of 

Health reviewed Curricular 1996 to work without being supervised on a daily basis? 

Another striking question is when do they go to spend the 60 percent of their primary 

assignment in the community as they are made heads of facilities? Who is 

performing their community based functions? Similarly there are no CHO or CHS to 

supervise the activities of the CHEWS to ensure quality of service provided.  

 

5.4.2.4 Numbers of Junior Community Health Extension Workers (JCHEWS) 

 The Junior Community Health Extension Workers (JCHEWS) are people who have 

finished senior secondary school certificate and have undergone a two calendar years 

training in a school of Health Technology leading to the award of certificate in 

Community Health. They serve as a link between the community and the health care 

facility for continuation of care. They are supervised by the Senior Community 

Health Extension Workers (SCHEWS) in the primary health care centre on delivery 

of the services. They spend sixty percent of their primary health care functions in the 

community and forty percent at the clinic. Given that their roles are very important in 

the delivery of Primary Health Care Services, we sought to know how many of them 

are in the two districts. Their inadequacy in number may affect the delivery of PHCS 
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in the two districts. Their community based functions include checking the drug 

stocks at health post of VVHWs/TBAs; supervise the TBAs/VVHWs in their PHC 

delivery services, and supervising records of work done by them. They supervise the 

activities of the health facility development committee, coordinate and supervise 

harmony among VVHWS/TBAs and village development committees in the PHC 

delivery services at the community level. Table 5.6 shows that the two districts have 

ten JCHEWS four in Kafanchan and six in Kaduna. Four are heads of clinics in 

Kafanchan while two in Kaduna. The provided curative and preventive health care 

services without supervision as a result of severe constrained in human resources. 

Findings have shown that absent of these cadres in the two districts has affected the 

delivery of PHCS greatly. The JCHEWS are expected to link the various 

communities with the services provided at the facility level. However, they are 

confirmed in the clinic there by making the various VVHWS/TBAs and village 

development committees inactive as nobody supervises them. The literature review 

in a way indicates that these endemic diseases are in the increase (NHCR, 2006) and 

(FMOH, 2007). 

     

5.4.2.5 Laboratory staff strength 

Knowing the laboratory staff strength in the two districts was necessary because 

Laboratory services aid confirms the diagnosis when a health care worker had not 

been certain with his diagnosis after his history taking and physical examination. 

Table 5.6 suggests that, six out of fourteen (66.7 percent) that had the laboratory aid 

and working laboratories were not providing diagnostic services. Our observation in 

the two districts was that most of the clinics were treating patients symptomatically 

without the use of laboratory investigations. The simple reason given by they heads 

of these facilities is that there are no laboratory experts, reagents, functional medical 

equipment such as microscopes and support from the head office.  

 

5.4.2.6 Clinic attendants 

Knowing the number of the clinic attendants in the two districts was important. This 

is because of the important role they play in the clinic. The cleanness of a clinic is 
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the function of the number of clinic attendants. Documentary reviewed of records at 

the district and clinic level have shown that the EDCHP Kafanchan has nine clinics 

attendants while Kaduna seven. Analyses of the records have shown that four clinics 

in Kafanchan have no clinic attendants and two in Kaduna. The Question is who 

keeps these clinics clean?  

 

5.4.2.7 Security guards 

Knowing the number of security guards in the two districts is necessary for the safety 

of the organization resources. Their major function is to safe guide the organization 

and its property. Documentary reviewed records have indicated that Kafanchan has 

two security guards while Kaduna has two. This implies that, seven clinics in 

Kafanchan and three in Kaduna have no security guards to safeguards these facilities. 

The inability of hiring these security men has contravened the ECHP Operational 

Manual Section 2.5 which says, security guards must be engaged to safeguard 

ECWA properties at all facilities. 
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Table 5.6: Effect of staff strength with service delivery 

S/N Parameters Category of Staff Service Provided 
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1 Bakin 

Kogi 

N N N 1 N N N N N N N N N N Y N 

2 Godo 

Godo 

N N 1 N 1 N N 1 N 3 N Y N Y Y Y 

3 Kogum - - - - - - - - - - - - - - - - 

4 Samaru N N 1 N N N N 1 N 2 N Y N Y Y Y 

5 Fadan 

Karshi 

N N N 1 N N N 1 1 2 N Y N Y Y Y 

6 Kwoi N 1 N .N N N N 1 1 2 N Y N Y N Y 

7 Turkwa N N N 1 N N N N N N N N N N Y N 

8 Kibori N N N N 1 N N N N N N N N N N N 

9 Antrunk N N N N 1 N N N N N N N N N N N 

10 Gindin 

Dutse 

N N N N 1 N N N N N N N N N N N 

EDCHP Kaduna 

11 Nasarwa N N N 4 2 N N 1 1 3 Y Y N Y Y Y 

12 Narayi N N N 2 1 N N N 1 2 N Y N Y Y Y 

13 Ungwar 

Yalwa 

N 1 N 1 1 N N 1 N 2 N Y N Y Y Y 

14 Iddo N N N N 1 N N N N N N N N N N N 

15 Kufana N N N N 1 N N N N N N N N N N Y 

KEY 

Y = Yes; N = No 

Source: Field data collected, 2006 in Kafanchan and Kaduna Districts 

 

Sub conclusion 

 

In summary the findings shows that as a result of constraints in human resources, 

family planning services are being provided without proper medical history, physical 

examinations and laboratory examinations by qualify human resource.  

Lack of decentralization of power to the lower level possible is affecting the 

provision of services in the two districts. It was observed that a CHO was posted to a 

clinic where he cannot demonstrate his professional skills properly. The clinics 

where these CHOs were posted to function have no medical equipment, drugs supply 

or any management support to warrant them demonstrates their professional skills.  

A junior staff was made a supervisor over a senior staff. How effective will the 

junior staff be in supervising a senior staff that he does not know his/ her duties and 
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responsibilities? Some of the treatments cards observed were full of over 

prescriptions and wrong diagnosis. For example, where the diagnosis is malaria or 

hookworm infestations, he prescribed over nine different types of drugs of which 

only one or two different drugs could have served the purpose. These drugs are taken 

in the morning and evening for five days, giving a total of 200 tablets to be 

swallowed by one patient in a week. This is a typical sign of frustration. As a result 

of demotivation, there was no duty roster of staff activities seen in any of the clinics 

where these two CHOs were functioning. Also missing were the minutes of past 

meetings with the various communities, schedules of visits to the various 

communities, plans of action, simple health education pamphlets on communicable 

diseases such as TB, measles, Hansen, and other deadly diseases such as HIV/AIDS. 

 

As a result of the human resource constrained they staff are confined to the clinic 

environment only. No records of community visited was seen, neither duty roster, 

nor plan of action initiated for a particular project such as campaigns on effectiveness 

use of available health care facilities within the various communities, safety giving of 

injection and intravenous infusion.  

 

This arrangement has made the various VVHWs, volunteers, TBAs and development 

committees inactive by not meeting with them at their various stations as it is 

expected. Holding regular meetings with these various people would have boosted 

the delivery of PHC in the two districts. No schedules or roster of visits to the 

various communities was seen. This study analysis has shown that none of the 

fourteen clinics has laboratory assistant, technician or scientist except Lab Aid. 

Therefore, the inability of the ECHP to hire professional to function in these clinics 

is affecting delivery of the services greatly. 



102 

 

Revenue Collection Performance and Financial Strength   

We sought to find out if the income generated in these facilities can sustain the programme 

in paying for staff salaries, purchasing medical supplies, equipment, drugs, staff 

development, and transport system and to facilitate supervision towards improved delivery 

of PHCS. However, knowing the targets of these facilities would have enabled the 

researcher to have a proper assessment of these clinics. Question (7a-d) under facility 

financing on Questionnaires for heads of facilities would help us to know how financially 

strong or weak is ECHP. Table 5.7 suggest that only five clinics out of fourteen clinics 36 

percent in the two districts were able to generate income over eight hundreds and forty 

thousand, eight hundred and sixty three Naira 840,863.20K to three million, twenty four 

thousand, four hundred and eight Naira 3,024,408,11K equivalents to USD 5,799 and 20,689 

in year 2000-2003.The income realized by the remaining nine clinics which is (64 percent) 

ranged from 67,0279.00K sixty seven thousand, two hundred and seventy nine Naira to 

555,327.00K, five hundred and fifty five thousand three hundred and twenty seven Naira 

equivalent to USD 462 and 3,829 in year 2000 to 2003. Discussion with the head of the 

clinics and documentary reviewed of records at the clinic levels has reveals that 80 percent 

of the clinic committees spent their time settling administrative issues and another 80 

percent do the same on personal staff problems in Kaduna.  

 

The study analyses have shown that these problems are part of the contributory factors to the 

clinic performing below expectation. For instance, Bakin Kogi clinic: This clinic is under the 

direct supervision and management of the EDCHP supervisor in Kafanchan. There was no 

single record seen during the research findings. The clinic in charge claims she was newly 

employed and posted to the facility without a handing over. This is because; according to the 

supervisor the outgoing staff absconded without his knowledge. As such, it was difficult for 

the researcher to establish any concrete variations from its activities 2000-2003. The 

monthly financial reports analyses would have sent a signal to the EDCHP supervisor that 

there was missing financial reports in Bakin Kogi. Discussion with the supervisor has 

revealed that the district has no transport system and he finds it difficult to move round and 

supervise the clinics on monthly basis. He moves out when there is money available or else 

he remains in the office.  
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When the amount realized in Gindin Dutse in year 2000 to 2003 is divided by four years one 

would get 16,757.25k divide by twelve month 1,396.43k Naira equivalents to less than 1 

USD in a month as a monthly income generated. When the Accounts Departments made all 

their deductions which include drugs supplied, (7.5 percent) to Pension & Gratuity, DHC 

activities, and other running cost, the balance is what is used for staff salaries and wages. 

When we asked the clinic heads why the clinics were not seeing patients as before? They 

outline drugs, medical equipment, medical supplies, and transport system for emergency, 

and finances as impediment to the smooth delivery of the services. It was observed that the 

clinics are operating without drugs, medical equipment, and transport system for community 

mobilization, and for emergency purposes. Findings from the heads of the clinics have 

shown that the clinics are not doing well, because the have not gotten the necessary support 

from the EDCHP office neither from ECWA nor ECHP. The fact is that the situation of the 

clinics is sympathetic. Over eighty percent of the clinics indicated that the few drugs counted 

before given to them are not meeting the needs of their clinics. The analyses of the findings 

have shown that as a result of lack of drugs, medical equipment, to the clinic, patients finds 

it difficult to attend the clinics. The analyses have shown that the two EDCHPS are severely 

constrained of financial and human resources to offer necessary assistant the clinics. 

Findings have shown that finances and transport system are hindrances to the smooth 

running of the EDCHP leading to ineffective delivery of PHCS. 

 

Sub conclusion 

The study findings have shown that the two districts are severely constrained of drugs, 

transport system, and technical support to participate effectively in the delivery of the 

services. The ECHP structure is highly centralized that it does not permit collaboration with 

other health and health related agency. This is because if it was flexible enough to 

accommodate the state and LGAs in the various districts they would have come to their aid.  

Responses on Question 4 and 5 for the head of clinics under section 2: Building and 

institution would help us to know the status of the infrastructure of the PHCS in the two 

EDCH. Similarly personal assessment of interviewer based on direct observation on 

question 4 under Questionnaire for head of clinics would help us to know how the facilities 

sterilize medical equipment.  
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5.5.1 Status of infrastructure 

The quality of ECWA PHC infrastructural development affects efficient delivery of 

PHC Services. The delivery of the services does not only require technical capability 

but functional physical infrastructure. Therefore, a strengthening of the basic 

infrastructure of healthcare facilities is vital with regards to the capacity to deliver 

care on a broad base. Documentary reviewed at the EDCHPS and clinics level have 

shown that for over eighteen years as at the time of this research study the clinics in 

the two districts have not been renovated. This shows that there is no collaboration 

between ECHP and EDCHPS with neither ECWA nor State neither the LGAs. If 

there was they would have come to their aid.  

 

5.5.2 Facilities with functional equipment 

Our interest in this section is to address the question of why diseases in the two 

districts appear to be in the increase despite concerted effort by the EDCHP in 

providing PHCS and to know what resources (if any) financial and human resources) 

does ECWA have in enabling the organization to provide PHCS that cater for the 

needs of the inhabitants in the two districts. The provision of PHCS does not base on 

effective and efficient delivery of the services only but requires functional medical 

equipment and uninterrupted supply and changes of such equipment. In light of that, 

we were interested in finding out how well equipped the clinics are with medical 

equipment to enable them provide improve delivery of PHCS and combat diseases in 

the two districts. Responses from head of clinics in Question (2) under local context 

questionnaires for head of clinics would help us to know the equipment and materials 

the two EDCHP have in place to provide improve delivery of PHCS. Table 5.7 

suggests that 100 percent of the facilities in Kafanchan and Kaduna had no generator. 

Findings have shown that 100 percent of the clinics in Kafanchan and Kaduna had 

adult weighing scale but none is functional. Similarly none of the clinics in both 

districts have thermometer for estimating the degree of body heat. It was also 

revealed that 85 percent of the clinics in Kafanchan and Kaduna had microscope but 

only (29 percent) indicated meeting their needs. Only 1 out of fourteen clinics (7 

percent) in the two districts had a functional refrigerator. All the clinics in the two 
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districts have blood pressure machine. Observation has shown that only (50 percent) 

of the blood pressure machines are functioning.  

  

Interaction with the heads of the clinics has shown that the two districts are severely 

constrained financially to repair or replace these worn out equipment. It was also 

noted that majority of the people in Nigeria depend on generators as opposed to the 

National grid because the latter it is not reliable. The drugs that need to be stored in a 

cold temperature such as vaccines cannot be stored in these facilities.  These clinics 

were well known in the past as a result of administering immunization services of all 

kinds such as measles, polio, and BCG, to mention but a few. The study findings 

have shown that only one of these clinics have a functional fridge that can store any 

of the mentioned vaccines and the 13 not to say the least about administering it.  We 

asked the clinic head which is the most appropriate amongst the two, having a 

beautiful consulting table and not having a functional blood pressure machine in a 

clinic? He responded blood pressure machine but they are not allowed to use the 

clinic income to affect any repair in the clinic without due consideration and 

approval from the EDCHP. The analyses of the study have shown that the ECHP 

structure is highly centralized that it affects provision of the services. Patients with 

high blood pressure popularly known as a silent killer are in trouble in these two 

districts because the condition kills without warning. Most patients go to clinic with 

complain of headache, general body pain and malaise. Headache is not a disease but 

a symptom indicating thousands of diseases which high blood pressure is among the 

most common of all the above mentioned conditions. The reactive question is how 

are adults, and pregnant mothers monitored in these clinics that are functioning 

without blood pressure machines?  

 

The importance of weighing scale cannot be under estimated because it helps the 

health care provider to know what is the normal growth and weight of his client. It 

would also help him to know how to calculate the right dosages of drugs in 

accordance to their ages and monitor the under five who are suffering from protein 

energy malnutrition (PEM). The impression given in these study findings is that, the 

adult and under five are poorly treated and managed in these two districts as a result 
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of lack of decentralization of power to the lower level managers. The study findings 

support the ECHP Executives that said they are not meeting the needs of the internal 

and external customers. As a result of the severe constrained the two EDCHPS are 

facing the child bearing mothers are poorly monitored in both districts respectively. 

These clinics cannot detect multiple pregnancies through monitoring of their clients 

weight. They cannot detect early loss of body weight from their clients who are 

suffering from TB, HIV/AIDS and malignant diseases. We probed to know why 

these clinics are operating without microscope. Table 5.6 had confirmed they head of 

the clinics complained of lack of professional human resource and technical assistant 

from the head office. The study findings have shown that fifty percent of the clinics 

in Kafanchan and Kaduna are treating patients symptomatically without laboratory 

investigations. This could be one of the reasons why patients are not patronizing the 

clinics.  

 

Sub conclusion 

Discussion with the heads of the clinics and their complained is that they cannot 

carry out any repair without the approval of the head office. The study has observed 

that more power be given to this operation staff because they know the problem of 

their clients better compare to the higher level management. The absence of this 

medical equipment is affecting the provision of improved delivery of primary health 

care services in the two districts. It was also observed that some of the medical 

equipment such as thermometer which does not cost 140 Naira equivalents to one 1 

USD was not seen. Lack of decentralization of power to the lower possible level of 

the organization is affecting the smooth running of the programme. This is because 

the clinic heads cannot use equivalents of 1 USD without the approval of the 

Headquarters for the immediate needs of their patients. Hand gloves are not 

expensive in the pharmaceutical stores. They clinic staff don’t have the power and 

authority to purchase these items without consideration and approval from the higher 

level of management. This situation has exposed the staff in these two districts to the 

risk of acquiring HIV/AIDS, hepatitis, and laser diseases. 
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5.5.3  Drugs availability in the two EDCHPS Kafanchan and Kaduna 

Responses from the fourteen head of clinics on Local context question (1) services 

provided and fee for services on medicines and vaccines would help us to know how 

well equipped ECHP is prepared to combat diseases in the two EDCHPs Kafanchan 

and Kaduna. In this section, we examine the effect of this structure on performance. 

We look at the status of drugs and performance of infrastructure supply. One of the 

very important areas of performance assessment was availability of drugs. 

Availability of essential drugs at all levels of the health care delivery system 

enhances quality of care and promotes the utilization of health care services by the 

community thereby leading to effective delivery of health care services and 

combating incidences of new diseases.  

 

We sought to find out if the two districts had Public-Private Partnerships in 

strategizing delivery of primary health care services. Secondly, to know if Nigeria 

has a national policy guiding provision of PHCS and ECWA in the provision of the 

services. Documentary reviewed of records have shown that Nigeria has a national 

health policy guiding provision of primary healthcare care services. It states that 

stake holders should generate income from tax revenue, and   finance the sector and 

also devise means of sustaining the system (NNHCP, 1987). This was intended to 

assist us in assessing the quantity of dugs ECWA has putting in place to enable the 

districts provides improved delivery of the services in order to combat incidences of 

diseases. Records at the ECHP and EDCHP have shown that ECWA has its own 

policy guiding the provision of the services in the programme. It states that all ECHP 

clinics should be self funded instead of her church Ministry finance the clinics 

(ECHP, 1995). We considered the supply of drugs as one of the factors in promoting 

improved delivery of PHCS in the two districts.  We have assessed the ECWA policy 

to see if it has assisted ECHP to achieve its aims of providing quality services to the 

less privileged. The assessment was based on the strong collaboration and 

decentralization of power. Our discussion with the clinic heads have shown that 

neither the EDCC nor the ECWA gives them any support since the name of the 

programme was changed from what they used to know as ECWA District Medical 
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Board to ECWA District Community Health programme without their involvement 

in the decision process. As a result of the ambiguity of the structure, ECWA and 

other health and health related organizations finds it difficult to collaborate with the 

programme. It was noted that as a result of the structure that have sidelined the 

Executives as indicated in Table.5.1 has resulted to none support from neither 

ECWA nor the EDCC to the programme. This situation has resulted to more than 

eighty percent of the clinics operating without drugs or medical equipment. We 

observed that the structure is not suitable for the provision of the services. Tables 5.7 

confirm the out of stock syndrome in the two districts is as a result of lack of 

collaboration between the ECHP and the States, LGAs and other health related 

organizations. Majority 100 percent of the clinics had supply of paracetemol tablets, 

procaine penicillin injection, mebendazole tablets, flagyl tablets, and chloroquine 

tablets. Out of the fourteen clinics in the two districts 60 percent indicated not 

meeting their needs. 

 

Overall, less than 88.8 percent of the facilities had a supply of septrine tablets, 

ampicilline capsules, vitamin B injection and oral dehydration therapy (ORT). More 

than 60 percent of the facilities indicated the supply was not meeting the needs of 

their facilities. 

 

 

 

 

 

 

 

 

 

 

Table 5.7: Inadequate in finance, functional equipment and drugs 
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S/N Parameter 

 

Revenue 

 

.Functional  

Equipment 
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EDCHP 

Kafanchan 
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1 Bakin Kogi  N N N N Y Y N N Y Y N Y Y Y Y 

2 Godo Godo 840,863.20k N Y N N Y Y N Y Y Y Y Y Y Y Y 

3 Kogum - - - - - - - - - - - - - - - Y 

4 Samaru 230120.00k N Y N N Y Y Y Y Y Y Y Y Y Y Y 

5 Fadan 

Karshi 

24,655.00k N Y N N Y Y Y Y Y Y Y Y Y Y Y 

6 Kwoi 1,612,610.00k Y Y N N Y Y Y Y Y Y Y Y Y Y Y 

7 Turkwa 555,327.00k N Y N N Y Y N Y Y Y Y Y Y Y Y 

8 Kibori 240,330.00k N N N N Y Y N N Y Y N Y Y Y Y 

9 Antrung 313,281.00k N Y N N Y Y N Y Y Y N Y Y Y Y 

10 Gindin 

Dutse 

670279.00k N N N N Y Y N N Y Y N Y Y Y Y 

EDCHP Kaduna  

11 Nasarwa 3,024,408.00k N Y N N Y Y Y Y Y Y Y Y Y Y  

12 Narayi 1,532,431.11k N Y N N Y Y N Y Y Y N Y Y Y  

13 Ungwar 

Yalwa 

1,625,705.85k N Y N N Y Y N Y Y Y N Y Y Y  

14 Iddo 372,910.08k N Y N N Y Y N Y Y Y N Y Y Y  

15 Kufana 203,000.00k N Y N N N Y N N Y Y N Y Y Y  

KEY 

Y =Yes; N= No 

Source: Field data, 2006 in Kafanchan and Kaduna Districts 

 

Sub conclusion  

The study findings has shown that the conceptual Framework developed in Chapter 2 

shows that by being compatible with strategy implementation, organization structure 

has a significant influence on performance. It has been established in figure 5.1 and 

5.2 that the ECHP structure has a lot of faults including being highly centralized, 
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having a very wide span of control, and failure to promote PPP at all levels leading to 

lack of drugs medical equipment, finances, facilities and qualified human resource. 

The ECHP structure does not allow collaboration on how to strategize delivery of 

PHCS, therefore, over eighty percent of its clinics were operating without essential 

drugs. The ECWA policy is contrary to the national policy thereby no any 

responsible organize government or philanthropic organization would want to 

collaborate with ECWA. 

  

5.6  Electricity Connectivity  

Our interest in this section was to know the facilities with electricity connection that 

could warrant the use of a powerful two eyes piece microscope to carry out advance 

laboratory tests which include cerebral spinal meningitis test, TB and malaria test. 

Another matter of interest was to know if these facilities were connected to 

electricity to allow the storage of vaccines and other drugs such as insulin that 

needed to be stored in cold temperatures. Table 5.8 shows that for all variables, the 

provision of PHCS were related with sterilization of medical equipment, and facility 

connected with working electricity as far as the number of facility with working 

electricity is concerned, and the relationship was statistically significant, at P < 0.05. 

The results indicate that one out of eight 12.5 percent in fourteen clinics has its 

facility connected with working electricity and is using Autoclave to sterilize her 

medical equipment while five out of six 83.3 percent in fourteen clinics are using dry 

heat as a result of non electricity connection. Three out of nine clinics 33.5 percent 

sterilize their medical equipment using electricity advantage while one out of six 

clinics 16.7 percent uses kerosene to sterilize it equipment. Four out of eight clinics 

50 percent uses electricity with chemicals to sterilize their equipment too. Four out of 

eight clinics 50 percent are using chemicals and electricity, which is the best, though, 

autoclave is the best of all the methods. The facilities using chemicals clean the 

instrument using mentilated spirit before boiling. However, in the absent of none, it 

still a good method. It has to be done with a very high degree of precaution so as to 

avoid endangering the lives of the patients. The analysis of this study has shown that 

there is a strong relationship between facility with working electricity and those 
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without electricity connection. Autoclave is the standard acceptable methods used in 

sterilizing medical equipment in hospitals and rural clinics. It is use where there is 

electric connectivity. Experience have shown that unlike using kerosene boiling to 

electricity does not kills all the germs that might have stuck into some of the 

equipment that might have been touched with oily injectables or surgical operation. 

The method is highly recommended and has the lowest possible usage of un-sterile 

surgical equipment used such as forceps of all kinds surgical gowns, gloves and 

blades handle. In using stove with kerosene as a method of sterilization, the heat 

escapes from the cover of the pot while sterilizing and in the autoclave it does not 

because the valves are fast tightening thereby preventing steam from escaping 

thereby heating to kill all the germs at 100 degree centigrade. The five clinics that do 

not have electricity connection are using dry heat method. The dry heat method is not 

very much acceptable because it cannot be applied to all equipment in the facility 

such as glass syringes, surgical gloves, surgical gowns and catguts. This method is 

expensive in the sense that it requires constant use of mentilated spirit. However, it is 

acceptable in emergency condition such as deep cuts or gunshots.  
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Table 5.8: Relationship between facility with electricity and sterilization of 

medical equipment 

 

 

Parameter 

Facility with working electricity 

Yes No 

No. % No. % Significance 

Sterilization 

methods 

1 12.5    

Autoclave   5 83.3 0.006 

Dry heating 3 37.5 1 16.7 Very 

significant Boiling 4 50   

Chemical      

 

Source: Field data, 2006 in Kafanchan and Kaduna Districts 

 

5.7 Conclusion 

In summary the findings shows that effective and efficient organization structure 

plays an important role in facilitating the improve delivery of primary health care 

services. A critical look on the ECHP structure have revealed that it is not 

appropriate for the provision of primary health care services because it is confusing 

and more of committee structure in nature thereby making it very difficult for the 

employees to know of what is expected of them. Lack of involving the DCC 

Executives in decision making in matters relating to the delivery of PHCS has 

affected the two districts greatly. The analysis in section 5.2 has shown that the 

ECHP structure does not support it to provide PHCS effectively. It is highly 

centralized that it has not given the EDCHP supervisors the opportunity to use their 

initiatives to run their districts and clinics effectively. Staff are employed and posted 

to neither head clinic without subordinate nor hand book containing the rules of the 

organization. The inability of the clinic health committees to perform satisfactorily is 

as a result of lack of job description. Figure 5.2 show how power is concentrated at 

the headquarters without decentralization. The structure is not flexible enough to 

accommodate other organization to collaborate with the programme there by leading 

to lack of drugs in the two districts.  Both staff and patients are not happy with the 

situation. 
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The ECHP is not properly coordinated from the ECWA Community Health 

Programme Executive to the clinic level. If it was properly coordinated and 

organized, everybody from the top to the lower level would have known who is 

responsible for each of the questions asked about the operation and provision of 

PHCS in section 5.3.1. This implies that there are problems of communication 

between the top, middle and lower levels of management in the ECHP as a result of 

the highly centralized structure. It is very important that the line staff possess the 

right educational qualification for the job which they have been assigned to carry out 

or else the expected results cannot be achieved. The operation staff needs more 

information on how to interact with the States, LGAs and Philanthropic 

organizations for possible collaboration. As was indicated in the literature review, 

PPP is generally seen as important strategy for enhancing service delivery both in 

term of access and quality. It was therefore important to examine how the structure 

of ECHP promotes such partnership at all levels.  

 

None of the fourteen heads of clinics indicated the LGAs or the State government as 

one of the financier of the facilities. This is because the structure does not permit 

collaboration at the State and Local government levels. The top Executives are the 

ones who interpret the vision and mission of the organization to the operational staff 

and the general public. As such, they need more information to enable them function 

properly and efficiently. The level of line staff education is the function of how 

effective they are able to interpret the strategic plans of the organization to their 

clinic staff. Further more the ECHP structure is not flexible enough to allow the 

EDCHPS Supervisors interact with the various Local Governments Authority, other 

health care providers, traditional healers, and philanthropic organizations. The 

Public-Private Partnerships seem to exist only in policy but not on strategizing how 

ECWA Community Health Programme can collaborate with the government in 

strengthening PHCS. The collaboration exists only at the Federal and top ECWA 

executive at the Headquarters level and not at the local and district levels. This 

situation has led to weak delivery of PHCS in the two districts as a result of lack of 

essential drugs, medical supplies, equipment, finances and facilities. This study 
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established that neither the ECHP Headquarters nor the EDCHPS supply free drugs 

to their clinics. 

 

In summary the findings shows that as a result of constrained in human resources, 

family planning services are being provided without proper medical history, physical 

examinations and laboratory examinations by qualify human resource. Lack of 

decentralization of power to the lower level possible is affecting the provision of 

services in the two districts. It was observed that a CHO was posted to a clinic where 

he cannot demonstrate his professional skills properly. The clinics where these CHOs 

were posted to function have no medical equipment, drugs supply or any 

management support to warrant them demonstrates their professional skills. A junior 

staff was made a supervisor over a senior staff. How effective will the junior staff be 

in supervising a senior staff that he does not know his/ her duties and 

responsibilities? Some of the treatments cards observed were full of over 

prescriptions and wrong diagnosis. For example, where the diagnosis is malaria or 

hookworm infestations, he prescribed over nine different types of drugs of which 

only one or two different drugs could have served the purpose. These drugs are taken 

in the morning and evening for five days, giving a total of 200 tablets to be 

swallowed by one patient in a week. This is a typical sign of frustration. As a result 

of demotivation, there was no duty roster of staff activities seen in any of the clinics 

where these two CHOs were functioning. Also missing were the minutes of past 

meetings with the various communities, schedules of visits to the various 

communities, plans of action, simple health education pamphlets on communicable 

diseases such as TB, measles, Hansen, and other deadly diseases such as HIV/AIDS. 

 

As a result of the human resource constrained they staff are confined to the clinic 

environment only. No records of community visited was seen, neither duty roster, 

nor plan of action initiated for a particular project such as campaigns on effectiveness 

use of available health care facilities within the various communities, safety giving of 

injection and intravenous infusion. This arrangement has made the various VVHWs, 

volunteers, TBAs and development committees inactive by not meeting with them at 

their various stations as it is expected. Holding regular meetings with these various 
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people would have boosted the delivery of the PHC in the two districts. No schedules 

or roster of visits to the various communities was seen. This study analyses has 

shown that none of they fourteen clinics has laboratory assistant, technician or 

scientist except Lab Aid. Therefore, the inability of the ECHP to hire professional to 

function in these clinics is affecting delivery of the services greatly.  

 

Discussion with the heads of the clinic and their complained is that they cannot affect 

any repair without the approval of the head office. The study has observed that more 

power be given to this operation staff because they know the problem of their clients 

better compare to the higher level management. The absence of this medical 

equipment is affecting the provision of improved delivery of primary health care 

services in the two districts. It was also observed that some of the medical equipment 

such as thermometer which does not cost 140 Naira equivalents to one 1 USD was 

not seen. Lack of decentralization of power to the lower possible level of the 

organization is affecting the smooth running of the programme. This is because the 

clinic heads cannot use equivalents of 1 USD without the approval of the 

Headquarters for the immediate needs of their patients. Hand gloves are not 

expensive in the pharmaceutical stores. They clinic staff don’t have the power and 

authority to purchase these items without consultation and approval from the higher 

level of management. This situation has exposed the staff in these two districts to 

HIV/AIDS, Laser fever and Hepatitis.   

 

The conceptual Framework developed in Chapter 2 shows that by being compatible 

with strategy implementation, organization structure has a significant influence on 

performance. It has been established in figure 5.1 and 5.2 that the ECHP structure 

has a lot of faults including being highly centralized, having a very wide span of 

control, and failure to promote PPP at all levels leading to lack of drugs medical 

equipment, finances, facilities and qualified human resource. The ECHP structure 

does not allow collaboration on how to strategize delivery of PHCS, therefore, over 

eighty percent of its clinics were operating without essential drugs. The ECWA 

policy is contrary to the national policy thereby no any responsible organize 

government or philanthropic organization would want to collaborate with ECWA. 
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Only one out of the five clinics connected to the power supply uses autoclave to 

sterilize her medical equipment while the remaining four uses a pot to sterilize their 

medical equipment. None of the clinics in the two districts provide night clinic 

services. This study further suggests that only five clinics out of fourteen in the two 

districts are connected with electricity supply and none has a functional refrigerator. 

None has a high power electronic microscope that can be connected to the power and 

view specimens at night when the need arises.  
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CHAPTER SIX 

DISCUSSION OF RESULTS AGAINST MAIN RESEARCH QUESTION 

6.1   Introduction 

This chapter provides a synthesis of the results against main research 

questions.  

6.2   Objectives of the Study 

The main objective of this study was to examine the extent to which the 

organizational structure of ECHP affects delivery of Primary Health Care Services in 

the two districts. The specific objectives of the study were to examine the way ECHP 

has been organized in her effort to participate in the delivery of PHCS in the EDCHP 

Kafanchan and Kaduna and to assess the effectiveness of ECHP coordination in the 

delivery of PHCS and collaboration in the two districts Kafanchan and Kaduna. The 

study also sought to assess the ECHP participation in the delivery of PHCS in the 

two districts based on the World Health Organization principles and to assess the 

financial and human resource capacity of ECHP in the participation of delivery of 

PHCS in the two districts of Kafanchan and Kaduna. The main specific questions 

were why is ECWA incapable of supporting ECHP to participate in the delivery of 

PHCS in the two districts? Is there any public private partnership between ECWA 

and the State Governments or LGAs in the respective districts to provide the required 

support (what ever their functions are) to ECHP to participate in the delivery of 

PHCS in the two districts? Why diseases in the two districts appear to be in the 

increase despite the concerted efforts by the ECHP to offer PHCS and what 

necessary resources (if any) (financial and human resources) does ECWA have in 

enabling the organization to provide PHCS that cater for the needs of the inhabitants 

of the two districts. The conceptual framework for this study was based on the 

public-private partnerships model which includes the Federal, State, Local 

government and ECWA a non governmental organization as portrayed in Figure 2.1.  
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6.3  Theoretical Perspective and Practice 

The theoretical perspective in an Organizational theory has helped us to understand 

the link between organization structure and performance. According to Robbins 

(2006), organization theory is the discipline that studies the structure and design of 

organizations. It refers to both the descriptive and perspective aspects of the 

discipline. Clarity is considered critical in effective structures. This study conceptual 

framework as portrayed in Figure 2.1 demonstrates that there must be a governance 

structure that permits collaboration and devolution of power from the three levels of 

the health care system. These include the Federal, States, and LGAs. When the 

collaboration is effective at the Federal level but does not exist at the State and LGAs 

to cover strategy for PHCS, it will be difficult for ECWA to support ECHP to 

function effectively because it will lack support from the government. When the 

collaboration exist in policy and strategy for PHCS at both levels as done in other 

countries like Tanzania, South Africa, and Uganda, where for example, the 

government seconds her staff to work in the private sector, it will be possible to 

support ECHP with medical equipment, drugs, and finances to hire qualify human 

resources to provide effective health care services in the two districts. When the 

ECWA structure is highly centralized and does not promote collaboration, it will be 

difficult for any of the three levels of government to know the problems the two 

EDCHPs are facing in order to provide assistance to them. When the collaboration is 

strong there will be available drugs, medical equipment, human resource will be 

seconded from the government to work in the ECWA health facilities to fight 

diseases in the two districts. It is not possible for a primary health care organization 

to combat health care diseases without essential drugs, medical equipment, finances, 

human resource, and attractive facilities. The opposite is the case when the 

collaboration is weak. ECWA will find it difficult to provide all the essentials drugs, 

medical equipment needed, and human resource require by the programme to 

function effectively in the participation of primary health care services there by 

leading to combating incidences of new diseases in the two districts. 

 

Good governance structure promotes collaboration and decentralization of activities 

at the lower possible level, thereby leading to delivery of service. When both policies 
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are well defined to each party, there can always be an effective collaboration thereby 

improving the non governmental sector. Strong collaboration should improve the 

ECHP programme by boosting its resources such as essential drugs, medical 

supplies, equipment, finances/human resource and facilities. In addition the structure 

of the organization should be such that there is no confusion about people's goals, 

tasks, style of functioning, reporting relationship and sources of information. The 

understanding of structure of an organization should provide people with a clear 

picture of how their work fits into the organization. De-centralization should allow 

discussions and decisions at the lowest level possible and stability and adaptability. 

The organizational structure should be adaptable to environmental changes. It should 

remain steady during unfavorable conditions. Modern organizational structures have 

evolved from several organizational theories, which have identified certain principles 

as basic to the health care organization and any organization.  

 

It has been observed that highly centralized Organizational structure where power, 

decision making authority and responsibility for goal setting are vested in one person 

at the top inhibits collaboration and service delivery at the lower level of the districts 

in the organization. There must be a shift from a control-oriented environment 

towards a collaborative mindset, where achieving a common purpose is the 

overriding goal. And this means people must shift from an "I" mentality to a "We" 

mentality.  

 

The collaborative structure must be adaptive and have the capacity to self-organize, 

so that internal and external dynamics do not trigger yet reorganization. These 

challenges magnify the need for management to enable a governance structure that 

can work more collaboratively, while adapting to the increasing pace of change in an 

unpredictable world. This trend requires looking at how various functions and 

relationships might evolve under a trend towards collaborative governance. 

Evolution of this governance process begins with core functions. This means 

eliminating the hierarchy in favor of a governance structure based on a constitution. 

Under this governance structure, the traditional health care organization, including 
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network, facility, systems and communications management, evolve into a series of 

hubs comprised of representatives from across the health care organization.  

 

Majority of the past reviewed research studies have concentrated on health care 

services in the urban areas. This study has focused on nine rural health services. 

None of the studies has covered the effect of organization structure in influencing the 

effective delivery of the services. They suggest that there is a relationship between 

organization structure, supervision and delivery of PHCS. Very few researches have 

examined the role of motivation in relation with the delivery of PHCS. The current 

study’s contribution is mainly in addressing the above gaps.  

 

The study used descriptive statistic analysis to explain the effects of organization 

structure affect in the delivery of PHCS. The current study has used a descriptive 

statistic analysis to examine the two districts to see whether or not they match with 

the World Health Organization standards, the study has given recommendations to 

the various committees.  

 

6.4  The Study Findings 

The study findings have shown that the ECHP structure is highly centralized and that 

it does not permit collaboration at the districts and operational levels thereby 

resulting to weak delivery of Primary Health Care Services. The collaboration seems 

to be visible at the Federal, State and ECHP Headquarters only.  The structure of the 

organization is also confusing in the sense that people goals, tasks, style of 

functioning, reporting relationship and sources of information is not clear. The 

structure does not provide people with a clear picture of how their work fits into the 

organization. For instance, the decentralization of the design of an organization 

should allow discussions and decisions at the lowest level possible and stability, and 

adoptability while the organizational structure should be adoptable to the 

environmental changes. These attributes are lacking in the current structure. It is 

expected that the structure should remain steady during unfavorable conditions to 

maintain her status but this current structure has not done that. The structure has 
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failed to adapt to the modern organizational structures that have evolved from the 

several organizational theories, which have identified   certain principles as basic to 

the health care organization.  

 

The study findings also suggest that lack of coordination arising from appropriate 

structure negatively affects the promotion of collaboration amongst stakeholders. 

The study found out that ECHP is not well and properly coordinated from the top to 

the lower level of the organization. As a result of the failure to adapt to the modern 

structure that promotes collaboration neither government nor philanthropic 

organization are willing to collaborate with ECHP to improve the delivery of her 

health care services.  

 

The study found out that ECHP is severely constrained in financial and human 

resources. This as the conceptual framework shows was probably linked to the weak 

partnership ECHP has with local government and other philanthropic organizations 

at the lower level. The lack of health professionals such as medical doctors, 

laboratory scientists, pharmacists, radiologists and shortages of all cadres of the 

Primary Health care providers  have greatly affected the delivery of PHCS in the two 

districts. Services that were known to be provided such as hernia repairs, hydrocils 

repairs, dentistry services, STDs and family planning services are no longer being 

provided. In addition, the various traditional birth attendants and VHWs are 

demoralized because the JCHEWs that were supposed to have supervised their 

activities on daily basis are no longer available. There is no creation of awareness on 

good nutrition and immunization services to various communities. The few staff 

available spends 100 percent of their daily time in working in the clinic and forgets 

their basic community base functions. Lack of qualified human resources, drugs, 

medical equipment and general suppliers has hampered delivery of the services, 

supervision, monitoring and evaluation of the services. Lastly, patients find it 

difficult to pay for inferior services provided.  
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CHAPTER SEVEN 

 

CONCLUSION AND POLICY IMPLICATION 

 

7.1 Introduction 

This chapter presents conclusion and policy implications of the study. It also 

suggests further Research. 

 

7.2  Conclusion  

This study analysed how organization structure affects the participation of ECWA in 

the delivery of PHCS in EDCHPS Kafanchan and Kaduna.  ECWA has been 

identified for this study because of her long history of collaborating with the 

government in the delivery of PHCS in the country. On the output effect, the 

objective was to analyse whether there are organizational structural barriers 

constraining ECWA Community Heath Programme in participation in the delivery of 

PHCS in the two districts. This is the first study to analyse how organizational 

structure affects the delivery of PHCS at the Local Government Level. Based on the 

analysis of findings, the following policy implications are made.  

 

(1) ECWA should consider clarity as critical in effective structures. The structure of 

an organization should be such that there is no confusion about people's goals, tasks, 

style of functioning, reporting relationship and sources of information. The 

understanding of structure of an organization should provide people with a clear 

picture of how their work fits into the organization. De-centralization of the design of 

an organization should allow discussions and decisions at the lowest level possible 

and stability and adaptability while the organizational structure should be adaptable 

to environmental changes. It should remain steady during unfavorable conditions. 

Modern organizational structures have evolved from several organizational theories, 

which have identified certain principles as basic to the health care organization and 

any organization.  
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(2) ECHP should not consider standing alone. The Public-Private Partnerships are 

being increasingly encouraged as part of the comprehensive development framework 

of Health action international. The need to foster such arrangement is supported by a 

clear understanding of the public sectors inability to provide public goods entirely on 

their own in an efficient effective and equitable manner because of lack of resources 

and management issues. These considerations have necessitated the development of 

different interface arrangements which involve the interfacing of organizations that 

have the mandate to offer public good on one hand and those that could facilitate this 

goal within the health sector Public-Private Partnerships are also the subject of 

heated debates.  Several examples, which fall within this framework, highlight the 

potential for the creation of a powerful mechanism for addressing difficult problems 

by leveraging on the strengths of different partners.  

(3) Cooperative service delivery is not a zero- sum game in which one side depends 

on the weakness of the other to enhance its political and organizational capacity. 

Consequently, without question, ECHP should consider the single most contributing 

factor in facilitating effective collaborative service delivery in the existence of a 

strong government sector and a vibrant NGO sector. Among other things, these 

realities require a considerable amount of commitment from ECHP that is engaged in 

collaborative relationship with the LGAs sector. In so far as NGOs are specifically 

concerned, supportive legal environment is particularly important. It is important that 

ECHP look at the activities of the national government supporting these 

relationships, and to local government activities as well. This is because the more the 

decentralized government is, and the stronger the local government capacity is, the 

more opportunities in essence, the more arena are provided for the involvement of 

ECHP.   

  

(4) The ECHP health care administrators at the various levels must embrace 

collaborative forces already at work and enable those forces through an effective 

information governance structure. Enabling collaborative health care governance 

structures, the ECHP Executives must recognize that the roles and tasks of 

information management are evolving. This implies that it has to become more 
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critical, especially given the explosion in e-health services, and becoming more 

relevant, is no longer functioning as a stand-alone operation. Change brings new 

challenges including proliferation of poorly integrated health care services, a high 

rate of dissatisfaction with outsourcing relationships and the need to support patients’ 

relationship management (PRM) and supply service strategies.  

 

(5) Motivation: ECWA Community Health Programme and ECWA Authorities 

should consider motivation as an important tool in the ministry because it is a 

propensity of the individual to expend effort in work. Psychologists have 

distinguished three aspects of motivation. First, is the direction in which people are 

motivated to act, second, the effort they are willing to expend and third, persistence 

with which they would work. 

 

7.3  Research Agenda and the Need for Further Study 

This study was conducted under two EDCHPS in a church based organization which 

had a rather unique organization. There is probably a need for the study to be 

conducted in non-church Non-Governmental Organization (NGO) in Nigeria on 

organization and participation in the delivery of PHCS. The methodological 

approach of this study had a bias on qualitative approach mainly because this was an 

explanatory study. There is a need for more research to be conducted on the 

organization structure and participation nexus in the delivery using a combination of 

qualitative and quantitative approach and methodology. Qualitative approach would 

probably be used on patients’ satisfaction surveys.  
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Appendix I 

EDCHP Kafanchan Staff 

S/N Clinics No. Of 

staff 

Trained Untrained Clinic 

committees 

1. Bakin Kogi 3 1 0 5 

2. Godo Godo 9 3 0 5 

3. Kogum 3 1 0 5 

4. Samaru 6 1 1 5 

5. Fadan karshi 21 5 2 5 

6. Kwoi 9 3 0 5 

7. Turkwan 6 1 1 5 

8. Kibori 6 1 1 5 

9. Anturung 3 1 0 5 

10. Gindi Dutse  3 1 0 5 

 TOTAL 69 18 5 50 

 

Source:  EDCHP Kafanchan, 2005. 
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Appendix 1I 

Kaduna Staff EDCHP 

 

                                                                                            

1. Nasarawa 30 5 5 5 

2. Narayi 18 3 3 5 

3. Ungwar Yalwa  21 4 3 5 

4. Kufana 6 2 0 5 

5. Iddoli 3 1 0 5 

6. Ungwar Biliya 3 1 0 5 

7. District Community 

Health Programme 

9 1 2 5 

 TOTAL 90 17 13 35 

 

 

Source:  EDCHP Kaduna, 2005. 
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Appendix 111 

Sample Size 

 

Area / organization Respondents Number 

ECWA Community Health 

Programme Headquarters 

Jos 

ECWA Community Health Programme Director 1 

 ECWA Community Health Programme 

Administrator 

1 

ECWA District 

Community Health 

Program Kafanchan 

(EDCHP Kafanchan) 

ECWA District Church Council  

Chairman 

1 

 ECWA Zonal Coordinator.  

Zone 1. 

1 

 ECWA District community Health programme. 

Supervisor 

1 

 ECWA District community Health Programme 

staff. 

25 

 Patients 120 

ECWA District 

Community Health 

programme Kaduna 

(EDCHP Kaduna) 

ECWA District Church Council Chairman 1 

 ECWA District Community Health programmes 

Supervisor. 

1 

 ECWA District Community Health programmes 

Chairman. 

1 

 ECWA District Community Health programmes 

staff. 

25 

 Patients 120 

Total  299 

 

Source:  Author’s Summary from Appendix II 
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Appendix IV 

Observation checklist 

 

 

This will include number of an outlook of physical infrastructures constructed by 

ECWA Community health programme in the areas and physical participation and 

involvement of the church in primary health care projects. This will involve 

comparing the condition of physical infrastructures before and after the involvement 

of ECWA Community Health Programme and the church to primary health care 

services in the two districts and keeping an eye on the available physical 

infrastructure in the areas or (villages). This will also attract observation on the 

physical environment such as toilet, sources of water supply in the clinic, 

community, condition of the impatient rooms, outpatients department, consulting 

room and its equipments, dispensing room, card room, dressing room, diagnostic 

room and general cleanliness of the environment. 

 

Appendix V 

Interview Guide 

 

This will include conducting the interview in a formal and in a more relax 

atmosphere and trying to avoid creating an impression of cross-examining the 

respondents. Questions to be asked will be exactly as worded in the questionnaire. 

Questions that are misunderstood will be repeated and clarified in order to achieve 

the desire objectives of this great research. This will also include probing the 

interviewee for additional information that will be needed to meet the research 

objectives. Above all, these will help to focus the conversation on specific topic of 

the interview and will encourage the enumerator/ interviewer to elaborate more or 

clarify reasons behind the answers given. 

 

Introduction  

My name is Sunday M. Makama.  I am a PhD student in the Faculty of Public 

Administration and Management (FPAM) from Mzumbe University in Tanzania.  

We would like you to answer some Questions to help us assess the level of ECWA 
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.participation in the delivery of Primary Health Care Services (PHCs) in EDCHP 

Kafanchan and Kaduna.  Your answers will be valuable in assisting the authority to 

improve (PHC) services delivery outcomes. 

We would like to make sure that all the information you give us is kept confidential; 

therefore we will not write down your name on this form.  You’re most open and 

sincere answers are needed to make this study successful, so we would like you to 

answer all Questions as completely and honestly as you can in the next pages. 
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Appendix V1 

 

 Interview schedule for ECWA Community Health Executives on the provision 

of Primary Health Care Services 

Name of organization 

 _____________________________________________ 

Nature of enterprise  

 _____________________________________________  

Profession    

 _____________________________________________ 

Current position  

 _____________________________________________ 

Education level  

 _____________________________________________ 

Date of engagement  

 _____________________________________________ 

 

Question 1: 

 

i.  When were the PHC Services established?

 ___________________________ 

  

ii. Since the establishment of the ECHP PHC Services, have you heard people 

complaining of inadequate or poor services provided compared to the past? 

______________________________________________________________ 

 

iii. If yes, what are there complains? 

______________________________________________________________

______________________________________________________________ 

 

iv. Does the organization have organizational structure?  

Yes  (         )   No              (          ) 
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v. If yes, what is the relationship of the structures with other units in the 

ministry? 

____________________________________________________________ 

vi. If no why? 

__________________________________________________________ 

vii. Does the organization have funds to provide primary health care services? 

____________________________________________________________ 

viii. If no why? 

__________________________________________________________ 

ix. How the organization raised money for drugs, equipment, Renovation, 

putting of New Structures and Training of Staff? 

______________________________________________________________

______________________________________________________________

______________________________________________________________

______________________________________________________________

______________________________________________________________ 

 

x. Please provide the following information 

(a) Number of PHCs in the past 48 months   [     ] 

(b) Number of EDHPs in the past 48 months   [     ] 

(c) Number of trained and untrained staff in the past 48 months [     ] 

(d) Current number of PHC Services in the programme  [     ]  

(e) current number of EDCHPs in the programme  [     ] 
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xi.      Information about PHCs staff in the past 48 months in the programme 

 

S/N` Category of PHC Staff Number 

1. Medical officers/ Doctors  

2. Community Health officers  

3. Community health supervisors  

4. Comm. Health Ext. workers senior  

5. Comm. Health Ext. Worker Junior  

6. Nurse/midwives  

7. Midwives  

8. Environmental offices  

9 Pharmacy technician  

10. Medical records officers  

11. Dental Assistance  

12. Security guards  

13. Others with specification  

14. Total  
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xii.      Current information about your PHC staff in the program care 

 

S/N Category of staff Number in the programme 

1. Medical officers/Doctors  

2. CHO  

3. CHS  

4. SCHEW  

5. Comm. Health Ext. Worker Junior  

6 Nurse/midwives  

7 Midwives  

8 Environmental offices  

9 Pharmacy technician  

10 Medical records officers  

11 Dental Assistance  

12 Security guards  

13 Others with specification  

14 TOTAL  
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xiii.       Please tell us about your EDCHP supervisors 

 

S/N District health council Category of staff I/c 

1.   

2.   

3.   

4.   

5.   

6.   

7.   

8.   

9.   

10.   

11.   

12.   

13.   

14.   

15.   
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xiv.         Please tell us about your zonal co-coordinators 

 

S/N Zone Category of officers in 

charge 

1.   

2.   

3.   

4.   

5.   

6.   

 

 

xv.        Do you have employment policies regarding staff wages? 

YES   [     ]    NO  [     ] 

 

 

xvi.      If yes, which type of policies do you have? 

____________________________________________________________________

____________________________________________________________________ 

 

xvii.      If no, why?  Give reasons please. 

____________________________________________________________________

____________________________________________________________________ 

 

xviii.    Do you consider the PHC programme having problems? 

YES   [     ]    NO  [     ] 

 

xix.       If yes what are the problems? 
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____________________________________________________________________

____________________________________________________________________ 

 

Give solution: -

_________________________________________________________ 

____________________________________________________________________

____________________________________________________________________ 

 

xx.     We would like to ask you some Questions about decision-making regarding 

           the PHC Programme facility.  Who is the principal decision maker for the 

           Following? 

a. When the facility opens and closes? 

 ___________________________ 

b. When to undertake new construction such as facility expansion 

_____________________________________________________________ 

c. To acquire new equipment. 

______________________________________________________________ 

d. Making drugs available in the facility? 

__________________________________________________________________ 

e. Making medical suppliers available in the facility 

______________________________________________________________ 

f. Setting charges for drugs 

______________________________________________________ 

g. Setting charges for treatment and consultation 

______________________________________________________________ 

h. Taking disciplinary action against staff. 

______________________________________________________________ 

i. Transferring staff to another facility 
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______________________________________________________________ 

 

xxi.     What is your opinion regarding the PHC position before the communities it 

           Serves?

 ______________________________________________________________

_ 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



153 

 

Appendix V11 

 

Interview schedule for Zonal Coordinator and EDCHP Supervisor on the Provision 

of Primary Health Care Services 

 

1. When were you appointed into this office?

 ___________________________ 

 

2. What is the highest level of your educational Qualification?

 _______________ 

 

3. How many Primary District Community Health Programme are under your 

Control 

______________________________________________________________

______________________________________________________________ 

 

4. How many supervisors do you supervised and the number of clinics under 

 you?

 ______________________________________________________________

_ 

  

Number of supervisors  ----------------------- 

Number of clinics    ----------------------- 

 

5.  How often do you meet at the zonal level? 

(a) Monthly       [     ]  

(b) Quarterly       [     ] 

(c) Once in a year       [     ] 

(d) Twice in a year                  [     ] 

(e) Other specify        [     ]           

________________________________________________________

________________________________________________________ 
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6. District level 

Monthly [     ]  Quarterly [     ] Once a year [     ] 

 

 

Twice in a year other specify    [     ] 

 

6. (A) how many clinics do you supervised? 

 _________________ 

 

 

(b) By what mean do you go to supervise the clinic?  

________________________________________________________

________________________________________________________ 

 

7. Does each Primary Health clinic have a clinic Health committee? 

______________________________________________________________ 

 

8. How often do the committees meet? 

 a. Monthly       [     ] 

 b. Quarterly                  [     ] 

 c. Once I month       [     ] 

 d. Twice a month      [     ] 

 e. Yearly        [     ] 

f. Other specify please      [     ] 

 

9. Can you please list the services provided in your clinics? 

______________________________________________________________

______________________________________________________________ 
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10 (a) Do you have employment policy? 

YES   [     ]   NO  [     ] 

 

 

(b) If yes specify what the policy is  

________________________________________________________

________________________________________________________ 

 

(c) If No why

 ___________________________________________________ 

________________________________________________________ 

 

11. We would like to ask you some Question about decision-making 

regarding the PHC Services.  Who is the PRINCIPAL decision maker 

for the  following? 

 

(a) When the facility opens and closes. 

________________________________________________________

________________________________________________________ 

 

(b) When undertake new construction such as facility expansion 

________________________________________________________

________________________________________________________ 

 

c. To acquire new equipment 

________________________________________________________ 

d. Making drugs available in the facility 

________________________________________________________ 

e. Making medical suppliers available in the facility 

________________________________________________________ 

f. Setting charges for drugs 



156 

 

________________________________________________________ 

g. Setting charges for treatment and consultation 

________________________________________________________ 

h. Taking disciplinary action against staff 

________________________________________________________ 

i. Transferring staff to another facility 

________________________________________________________

________________________________________________________ 

 

12. (A) What do you consider to be the problems of the District/Zone? 

________________________________________________________

________________________________________________________

________________________________________________________ 

 

(b) What do you consider the solution of these problems? 

________________________________________________________

________________________________________________________

________________________________________________________ 
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                                                             Appendix V111 

 

 Interview schedule for EDCHP chairmen on the Provision of Primary health 

care services 

 

1  When were you appointed into this office? 

________________________________________________________

____ 

2. Are you on full or part time services? 

________________________________________________________

____ 

3. What are some of your functions in the District as a DHC chairman? 

________________________________________________________

________________________________________________________

________ 

4. What is the composition of the District community health programme 

 members?  

Men   [     ]  Female   [     ] 

 

5. How often do you meet? 

  

Monthly  [     ]  Weekly basis.              [     ] 

Quarterly  [     ]  Once a year   [     ] 

Twice a year  [     ]  other specify   [     ] 

 

1. Are you comfortable working with the DHC supervisors? 

________________________________________________________ 

 

7. How do you assess the supervisor’s output? 

________________________________________________________

________________________________________________________ 

8. What is his relationship with the clinic staff? 

________________________________________________________ 
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9. We would like to ask you some question about decision-making 

regarding the facility that is the principal decision maker for the 

following? 

 

(a) When the facility opens and closes

 _____________________ 

(a) When under take new construction such as facility expansion? 

__________________________________________________ 

 

(c) To acquire new equipment 

__________________________________________________ 

(d) Making drugs available in the facility 

__________________________________________________ 

(e) Making medical suppliers available in the facility 

__________________________________________________ 

(f) Setting charges for drugs 

__________________________________________________ 

(g) Setting charges for treatment and consultation 

__________________________________________________ 

(h) Taking disciplinary action against staff 

 

(i) Transferring staff to another facility 

__________________________________________________ 

(j) What is your opinion regard the PHC Services personality 

 compared to 48 months ago? 

__________________________________________________ 

 

10. What do you consider to be the problem of the Primary Health Care? 

 Services? 

 

________________________________________________________ 
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What do you think are the solution to these problems?  

________________________________________________________

________________________________________________________

_________________________________________ 
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Appendix 1X 

 

Basic Information for Clinics in changes on the Provision of Primary Health 

Care Services 

 

D. Interview schedule for the fourteen heads of clinics in the two EDCHPs   

 

(1) Are you the head of the facility? 

YES   [     ]   NO  [     ] 

(2) What is your designation? 

S/N 

(i) Medical Officer     [      ] 

                        

(ii) Community Health Officer    [      ] 

(iii) Community Health Supervisor   [      ] 

(iv) Nurse       [      ] 

(v) Nurse Midwife     [      ] 

(vi) Senior Comm. Health Extension Worker SCHEW [      ] 

(vii) Junior Comm. Health Extension Worker JCHEWS [      ] 

(viii) Laboratory Technician    [      ] 

(ix) Pharmacy Technician     [      ] 

(x) Medical Records Officer    [      ] 

(xi) Dental Assistant     [      ] 

(xii) Other Specify      [      ] 
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1) STAFF STRENGTH: 

Please tell us about your staff in the facility. 

S/N Category Number in the 

Facility 

Number on duty 

today 

1 

2 

3 

4 

5 

6 

7 

8 

9 

10 

11 

12 

13 

14 

15 

16 

Medical Officers Doctors 

CHOS 

CHS 

CHEWS 

JCHEWS 

Midwives 

Nurses/ Midwives 

Environmental Health Officers 

Laboratory Technicians 

Pharmacy Technicians 

Medical Records Officers 

Dental Assistants 

Attendants 

Security Guards 

Others with specifications  

  

 

 

 

 

 

14) How many staff joined (were posted or transferred to this facility?) 

Posted      Transferred    

 (a)    1   - 10          (c) 21    - 30     (a) 1   - 10 (c) 21    - 30 

 (b) 11 – 20  (d) Above 31       (b) 11 - 20 (d) Above 31 

 

1.4) How many staff retired from this facility in the past 48 months? 

           (a)         1   - 10              (c) 21    - 30  

(b) 11 - 20                         (d) Above 31 
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1.5) How many staff was transferred away from this facility in the past 48 

months? 

 (a)    1   - 10 (c) 21    - 30  

 (b) 11 – 20  (d) Above 31 

1.6) How many staff was dismissed from this facility in the past 48 months? 

(a)    1   - 10 (c) 21    - 30  

 (b) 11 – 20  (d) Above 31 

1.8)  How many staff chooses to leave this facility for reasons other than transfer, 

            Dismissed or retired in the past 48 months?  

 (a)    1   - 10 (c) 21    - 30  

 (b) 11 - 20             (d) Above 31  

 

    

SECTION 2: Building and Infrastructure of the Primary Health Care Services. 

1) Who provided the building? 

a) ECWA Community Health Programme. (ECHP)  [     ] 

b) ECWA District Community Health Programme. (EDCHP) [     ] 

c) ECWA District Church Council (EDCC)   [     ] 

d) ECWA Local Church Council. (ELLC)   [     ] 

e) ECWA Local Church Branch (LCB)    [     ] 

f) Hiring        [     ] 

g) Don’t know       [     ] 

h) Others Specify ------------------------------------------------------------- 



163 

 

2) How many patients bed are there in the facility? (For patient observation 

or admission)     

Observation   [     ]  Admission [     ] 

3) What is the main source of water? (Not only one) 

                 MAIN SOURCE  [     ] 

 

  If tanker, ask source of tanker water and enter accordingly 

i) Piped water       [     ] 

ii) Boreholes       [     ] 

iii) Protected well       [     ] 

iv) Unprotected well      [     ] 

v) Rain collection      [     ] 

vi) River, stream, open source     [     ] 

vii) Other specify source  _____________________________________ 

4) Does this facility has a working electricity connection? 

YES   [     ]   NO  [     ] 

 

5) Does this facility have a working laboratory? 

YES   [     ]   NO  [     ] 

 

6) In cases of emergency, does this facility have ready access to a vehicle for 

transport to referral center?     



164 

 

YES [     ]  NO  [     ]  Other [     ] 

 

7) Does the facility have a working telephone or radio for communication? 

YES [     ]  NO  [     ]  Other [     ] 

             LOCAL CONTEXT 

(1) What is the distance from your clinic to ECWA District Community Health? 

______________________________________________________________ 

(2) How long does it take to travel to the Headquarters? 

      KM    [     ] 

3)  How far is the nearest referral centre? 

      HRS    [     ] 

(4) How long does it take to walk to this referral center?  

HRS  [     ] 

(5) How long does it take to reach the referral center by vehicle? 

 HRS  [     ] 

(6) Are there other   health facilities within a 2 hrs walk?  [     ] 

(7) Number of Public PHC Clinics     [     ] 

(8) Number of Public Secondary/Tertiary facilities   [     ] 

(9) Number of small Private clinics     [     ] 

(10) Number of Private Secondary/Tertiary facilities   [     ] 

Services provided and fee for Services 
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We would like to ask you to know about which services are presently provided in 

this facility. Indicate yes for services provided and No for services not provided. 

a) Under 5 consultation   

Yes   [     ]  No  [     ] 

b) Adult consultation    

                        Yes   [     ]  No  [      ]   

Antenatal consultation   

Yes   [     ]  No  [     ] 

c) Post natal consultation 

Yes   [     ]  No  [     ] 

d) Family planning Services 

Yes   [     ]  No  [     ] 

e) STI/STD Services 

Yes   [     ]  No  [     ] 

f) Dentistry     

Yes   [     ]  No  [     ] 

g) BCG Immunization    

Yes   [     ]  No  [     ] 

h) Measles immunization   

Yes   [     ]  No  [     ] 

i) OPV I and OPV 3    

Yes   [     ]  No  [     ] 

 

j) Malaria Laboratory Test   

Yes   [     ]  No  [     ] 

k) Stool Laboratory Test   

Yes   [     ]  No  [     ] 

l) Blood for MF Laboratory Test 

Yes   [     ]  No  [     ] 

m) Skin Test for filariasis Laboratory Test.  

Yes   [    ]  No  [    ] 

n) Urinalysis Laboratory Test  
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Yes   [     ]  No  [     ] 

p) Health Education 

Yes   [     ]  No  [     ] 

 

(2) For services listed below, what is the average charge? 

(a) In Patient delivery   

 ________________________ 

(b) Malaria Laboratory Tests  

 ________________________ 

(c) Laboratory blood test for anemia 

 ________________________ 

(d) Treatment for children without other complication

 _______________ 

 

(e) Do you usually give a receipt for charges?   

Yes    [     ]  No  [     ] 

(f) Has the facility been working in the last 48 month? 

Yes    [     ]  No  [     ] 

 

If No, Please briefly state reason  

______________________________________________________________

______________________________________________________________

______________________________________________________________ 
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Equipment and Materials 

 

 

 

Equipment 

Is any of the equipments 

available 

Is it in good 

working 

condition 

Adequately to meet 

facility’s need? 

Yes No  

Yes 

 

No 

 

Yes 

 

No Facility 

owned 

member 

Privately 

owned by 

staff 

Generator       

Blood Pressure Gauge       

Child weighing scale       

Microscope       

Antiseptic for skin       

Sterile Stores       

Disposable syringes       

Malaria Smear       

Urine test strip for Protein       

Examination couch       

Adult weighing scale       

Treatment register       

Referral forms       
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Medicines and Vaccines 

 

 

 

 

Medicines and Vaccines 

 

Is any available today (see for your 

self if in doubt) 

Where there any stocks out 

for one week or longer in 

the past 3 months? 

Yes No  

Yes 

 

No Facility owned Privately owned 

by staff member 

Chloroquine Injection     

Paracetemol     

Antibiotics (septrine)     

Ampicilline, Caps      

Procaine Penicillin Injection      

Vitamin B Injection     

Adrenalin Injection     

Tetanus taxied Injection     

Anti Tetanus Serum (ATS)     

Vitamin A tabs     

GV paint     

Iodine     

Pen V     

ORS sachets     

Multivate     

BCG Vaccines     

Measles Vaccines     

Polio Vaccines     

Condoms     

Folic acid     

Mebendazole     

Flagyl     

CQ tab     
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Facility Financing 

1) Is this facility a non fee-charging clinic? 

YES   [     ]    NO  [     ] 

2) Does the facility charge standard prices for treatment? 

YES   [     ]    NO  [     ] 

3) Does the facility have an exemption policy? 

YES   [     ]    NO  [     ] 

4) Do these groups of people usually pay? 

 

S/NO  YES NO 

A Disabled   

B Tuberculosis   

C Onchocerciasis   

D Elderly   

E Very poor   

F Important people   

G Other specify   

 

5) Imagine that over some days, you have seen 20 patients of all kinds. How 

many probably have not paid for the following? 

Registration _________________  Treatment             _______ 
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6) Who pays for them if they don’t pay for the treatment? 

 

7) Please, estimate how much the facility collected in fee revenues during the 

last four years. (Values in Naira, for both registration and treatment. 

a) January – December 2000 

b) January – December 2001 

c) January – December 2002 

d) January – December 2003 

 

What do you use the revenue generated from the facility for? 

______________________________________________________________

______________________________________________________________ 

8) Who has been the main supplier of the following resources in the last 10 

months? 

Facility funds refer to revenues generated from users charges. (Check only 

one supplier in each row) 

1. ECWA Community Health Programme 

2. ECWA Local Church Council 

3. Clinic 

4. ECWA General Church Council 

5. ECWA LCB 

6. Users fees 
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7. ECWA District Church Council 

8. Community 

9. Patients 

10. Other specify 

a) Drugs    ________________________ 

b) Other Supplies   ________________________ 

c) Purchase of Equipment ________________________ 

d) Building    ________________________ 

e) Staff Salaries                ________________________ 

f) Staff Bonuses              ________________________ 

g) In-service Training   ________________________ 

h) Seminars   ________________________ 

i) Workshops    ________________________ 
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Institutions and Governance 

1.  (A) Is the’re a development committee? 

YES   [     ]    NO  [     ] 

      (b) If yes, who elected them? 

         a) The community   b) the local church, c) the supervisor, d) the EDCC 

          Executives 

       (c) If no why? 

---------------------------------------------------------------------------------------------

---------------------------------------------------------------------------------------------

---------------------------------------------------------------------------------------------

--------------------------------------------------------------------------------------------- 

        (d) Do they have a prescribed written job description? 

   YES   [      ]    NO  [      ] 

        

         (e) If no why? 

 

2.  Does this committee works with the facility? 

YES   [     ]    NO  [     ] 

 

3. Total number of members on the committee. 

 

4. Number of women on the committee 

5. How often does the committee meet to discuss facility operation 

a. At least once a month.      [     ] 
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b. Few times a year       [     ] 

c. Once a year        

 [     ] 

d. One in two years       [     ] 

e. Very rarely or never      [     ] 

 

6. Does the facility head attend most of the meetings? 

YES   [     ]    NO  [     ] 

 

7. Who is the chairman of the committee?  ______________________ 

8. Who is the secretary of the committee?  ______________________ 

9. Has the committee taken any of the following activities in the past years?  

a. Made disciplinary recommendation on staff. 

YES   [     ]    NO  [     ] 

 

b. Provides drugs 

YES   [     ]    NO  [     ] 

 

c. Fixed users charges and fees other than drugs 

YES   [     ]    NO  [     ] 

 

d. Requested more vaccines 

YES   [     ]    NO  [     ] 

 

 

e. Carried out repairs on the facility structure. 

YES   [     ]    NO  [     ] 
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f. Provided fuel or other current resources 

YES   [     ]    NO  [     ] 

 

g. Repair equipment 

YES   [     ]    NO  [     ] 

 

h. Made new investment 

YES   [     ]    NO  [     ] 

 

i. Resolved administrative issues. 

YES   [     ]    NO  [     ] 

 

j. Resolved personal staff issues  

YES   [     ]    NO  [     ] 

 

 

 

10. How often a member of the committee does visit the facility other than for 

treatment? 

a. At least once a week      [     ] 

b. A few times in one week      [     ] 

c. A few times in one year      [     ] 

d. Once a year       [     ] 

e. Once in tow year       [     ] 

f. Very rarely or never      [     ] 

 

11. If a community member does visit this facility what does he usually do? 

a. Check patient register  



175 

 

YES   [     ]   NO  [     ] 

 

  

b. Check stock cards. 

YES   [     ]   NO  [     ] 

 

 

 c. Check user charges receipts. 

 YES   [     ]   NO  [     ] 

 

 d. Discuss medical protocol issues. 

YES   [     ]   NO  [     ] 

 

e. Discuss administrative issues 

 YES   [     ]   NO  [     ] 

 

f. Hold an official staff meeting  

 YES   [     ]   NO  [     ] 

 

g. Check equipment 

 YES   [     ]   NO  [     ] 

 

 

h. Other specify 

 __________________________________________ 

 

12. Does any member of the ECWA community Health programs come to visit 

 this facility? How often? 
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 1.  At least once a month             [     ] 

 2. Few times a year             [     ] 

 3. Once a year              [     ] 

 4. Once in two years             [     ] 

 5. Very rarely or never             [     ] 

 

13. If any member of ECWA Community Health clinic visits this facility, what 

does he usually do? 

 

                 Read out the options and note that is applicable 

 

a. Check patient register 

  YES   [     ]   NO  [     ] 

 

b. Check stock cards  

 YES   [     ]   NO  [     ] 

 

c. Check users charge receipts 

YES   [     ]   NO  [     ] 

 

d. Discuss medical protocol issues 

YES   [     ]   NO  [     ] 

 

e. Discuss administrative issues 

YES   [     ]   NO  [     ] 

 

f. Hold an official staff meeting 

YES   [     ]   NO  [     ] 
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g. Check equipment 

YES   [     ]   NO  [     ] 

 

h. Other (specify)

 ________________________________________ 

 

Personal Assessment of interviewer based on direct observation. 

 

1.  Is the facility clean? 

  

a. Very dirty. 

 YES   [     ]   NO  [     ] 

 

 b.  Dirty. 

 YES   [     ]   NO  [     ] 

 

 c. Clean. 

 YES   [     ]   NO  [     ] 

 

 d. very clean 

 YES   [     ]   NO  [     ] 

 

2. Are there any of the following structural defects? 

  

a. Leaking roof 

 YES   [     ]   NO  [     ] 
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 b. Broken down doors and windows 

 YES   [     ]   NO  [     ] 

 

 c. Cracked floor 

 YES   [     ]   NO  [     ] 

d. Cracked walls  

 YES   [     ]   NO  [     ] 

   

 

Ask the respondent 

 

3. Is there a functioning toilet for patient use? 

YES    [     ]   NO  [     ] 

 

4. How do you usually sterilize medical equipment? 

 

Auto clave         [     ] 

Dry heat sterilization        [     ] 

Steam sterilization        [     ] 

Boiling        [     ] 

Chemical        [     ] 

Others specify                   [     ] 

Not applicable uses only disposable                [     ] 

 

5. How are vaccines stored within the facility? 

 a. Electrical fridge/freezer     [     ] 

 b. None electric fridge      [     ] 

 c. Cold vaccine carrier      [     ] 

 d. Not applicable (vaccines are not stored)    [     ] 
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6. Condition fridge or freezer 

 a. Functional       [     ] 

 b. Non-functional      [     ] 

 c. No fridge/freezer      [     ] 

 

Is there a permanent display for user charges? 

 

For registration 

YES   [     ]    NO  [     ] 

 

 

 For drugs 

YES   [     ]    NO  [     ] 

 

 

Tracer and immediately notify disease.  

I would like to ask you now about tracer and immediately notify diseases? 

a. Does the facility keep monthly records of tracer and immediately notify 

diseases? 

YES   [     ]    NO  [     ] 

 

b. If yes , are there monthly records forwarded to ECHP HQRTS 

YES   [     ]    NO  [     ] 

 

c. If yes, can I please see last months copy 

YES   [     ]    NO  [     ] 
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d. Do you conduct Health education session in deferability? 

YES   [     ]    NO  [     ] 

 

e. Inter view schedule for patients. 

YES   [     ]    NO  [     ] 
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Appendix X 

 

Questionnaire for Patients 

1. How did you know this clinic? ------------------------------------------ 

 

2. Do you have any relation that ever receives treatment in this facility 

before? 

YES   [     ]   NO  [     ] 

 

 

3. Did he/she get well after receiving the treatment? 

YES   [     ]   NO  [     ] 

 

 

4. What is the distance from your home to the facility?  

___________________________________________________________

___________________________________________________________ 

 

5. How did you come to this facility? 

___________________________________________________________

___________________________________________________________ 

 

6. Did you pass any health facility before coming tot this facility? 

YES   [     ]   NO   [     ] 

 

7. Do you have any form of health services provider apart from this health 

facility? 

YES   [     ]   NO  [     ] 

 

8. Have you received any treatment in this health facility before? 
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YES   [     ]   NO  [     ] 

 

 

 

9. If yes how was the service? 

___________________________________________________________

___________________________________________________________ 

 

10. How do you access the staff attitudes towards patient? 

___________________________________________________________

___________________________________________________________ 

 

11. How about the drugs charges? 

___________________________________________________________

___________________________________________________________ 

 

12. Are you happy coming back to this health facility again?  

YES   [     ]   NO  [     ] 

 

13. Will you advice other people to come to this health facility for treatment? 

YES   [     ]   NO  [     ] 

 

14. How many times have you come in this facility? 

___________________________________________________________

___________________________________________________________ 

 

15. Did you receive all the prescribed drugs from the facility or you buy 

some from outside? 

YES   [     ]   NO  [     ] 
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16. How many of the drugs are injectables? 

___________________________________________________________

___________________________________________________________ 

 

17. Have you ever come and missed the officer in change of the clinic at any 

giving time when sick? 

YES   [     ]   NO  [     ] 

 

18. What advise do you have to give, that will help improve the services 

providing in this health facility? 

 

 

 

 

 

 

 

 

 

 

 

 

 

 


