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NATIONAL COUNCIL FOR HEALTH
MEMORANDUM TO THE NATIONAL COUNCIL FOR HEALTH:

‘BRINGING PHC UNDER ONE ROOF’ (PHCUOR) IN LINE WITH THE REQUIREMENTS OF THE NEW NATIONAL HEALTH BILL

Memorandum of the Minister of Health
The purpose of this memorandum is to seek the approval of the National Council for Health for ‘Bringing PHC Under One Roof’ (PHCUOR) in line with the requirements of the new National Health Bill

Background
1. Many reports describing the Nigerian health system have identified the PHC/LGA level as the area of most concern and weakness. The major limitations are linked to managerial and service fragmentation and the concomitant lack of responsibility and accountability. Management of HR is usually split between the LGA (level 6 and below) and the LGSC (level 7 and above); finances are controlled by the SMoH, the MOLG, LGA chairmen and NPHCDA/SPHCDA; service delivery is often a joint effort between all three levels of government. Most initiatives (in Nigeria and elsewhere) to address these limitations have created unitary, integrated and decentralised management bodies/structures and systems. 

2. In Nigeria, many states are now trying to resolve this fragmentation and, for example,  this has led to the creation of a SPHCDA in Katsina and the Gunduma system in Jigawa. Both systems have strengths and weaknesses.  The new Health Bill proposes to address this through strengthening the PHC system by creating State PHC Boards. 
3. The draft Health Bill will create a Federal Capital Territory PHC Board responsible for managing all PHC services in FCT and a National PHC Development Fund which will disburse funds through State PHC Boards. The legislated guidelines for the establishment of FCT PHC Board will serve as a model for the State PHC Boards.
4. This memorandum builds on efforts to strengthen PHC services through ‘bringing PHC under one roof’; and reflects on a series of workshops hosted by the NPHCDA in which discussions included the impact of the new Health Bill on PHC services and efforts within states to strengthen PHC services. One key lesson was that no one-size-fits-all is a key principle in such a large and diverse country such as Nigeria. However, it is important for the Federal level to set guidelines and parameters that can be utilised and adapted by the different states. 

5. Following the set of workshops a PHC policy document and a ‘Bringing PHC under one roof’ implementation guide were developed and approved by the NPHCDA Board. It is hoped that the NCH will similarly approve the implementation guide and then support the implementation process at state level. This implementation guide is included as an annex as is a legal opinion that was presented at the workshop series. The legal opinion summarises the legal compatibility between efforts to strengthen PHC services, the new Health Bill and the Federal Constitution of Nigeria. 
6. In considering policy options for bringing “PHC Under One Roof”  in order to reduce fragmentation, the basic model of the WHO District Health System (based on the key principles of improving integration, decentralisation, co-ordination, access and effective health services) can be adapted to suit state-specific situations in Nigeria.  But, although health service problems are similar in all states of Nigeria, there is no one-size-fits-all model of an integrated health system for a country with such diversity and with a federal form of government that provides for local initiative to deal with local problems. 

7. Lessons from across Africa in strengthening PHC service delivery systems highlight six key areas that needed addressing if strong PHC services are to be delivered. These six areas are: 

a) Defined roles and responsibilities for all levels

b) Integration between levels of care

c) Right “span of control”

d) Integrated support and supervision

e) Effective authority and accountability for all managers

f) Practical systems and procedures for implementing PHC services

8. At the recent workshop hosted by NPHCDA
 a shared understanding of the concept of bringing “PHC Under One Roof” was developed. The key elements or ingredients necessary for the development of effective PHC services were identified as the following: 

· Integration of all PHC services delivered under one authority – at a minimum consisting of health education and promotion, MCH/FP, immunisation, disease control, essential drugs, nutrition and treatment of common ailments.

· A single management body with adequate capacity that has control over services and resources (especially least human and financial). As this is implemented this will require repositioning of existing bodies.

· Decentralized authority, responsibility and accountability with an appropriate “span of control” at all levels. Roles and responsibilities of the different levels will need to be clearly defined. 

· Principle of “three ones” (one management, one plan and one M&E system).
· An integrated supportive supervisory system managed from a single source. 

· An effective referral system between/across the different levels of care.

· Enabling legislation and concomitant regulations (inclusive of the key elements). 

9. This set of principles should be the foundation for developing state specific policies to address PHC weaknesses and to bring “PHC Under One Roof”. It is critical that these policies are then enacted into legislation with accompanying regulations. But, to do this effectively will require considerable political will which amongst others will entail the repositioning of the roles of current federal and state bodies (e.g. FMoH and NPHCDA at federal level; SMoH, LGSC, SMoLG, LGAs at state level). The roles of stewardship; policy setting; regulation; resource mobilisation will remain the preserve of the higher level bodies while implementation of PHC services will be decentralised to states and LGAs.

10. These principles and the steps necessary to ‘Bring PHC under One roof’ are clearly documented in the implementation guideline (attached as annex 2). These guidelines do not propose a “one-size-fits-all” approach for bringing “PHC Under 0ne Roof”. Instead, they recommend a key set of principles to follow when developing the state specific models – a set of principles adopted from experience across Africa and based on WHO recommendations. 
11. However, one lesson stands out from past experience and need repeating:
Though managerial and administrative changes can help move towards “PHC Under One Roof”, formal legislation provides an essential framework for sustained implementation of reform efforts by local managers. In Enugu and Jigawa where the relevant legislation was passed, it was very evident that state and district level managers were confident in using their respective laws as a basis for negotiating for state funds and other improvements. The law also provided management with the authority to challenge any serious attempts to undermine its existence.

Note

12. Council is invited to

I. Note the thrust of the new Health Bill in strengthening PHC through the creation of PHC Boards and the National PHC Development Fund. These will lead to a unitary PHC managerial system thus removing the fragmentation of the current system.

II. Note efforts by many states in Nigeria to strengthen PHC services (in line with the requirements of the new Health Bill) through the creation of State PHC Boards that will allow for integration and/or decentralisation of PHC services management. 
III. Note the efforts by the NPHCDA to develop and approve a policy document and implementation guidelines that will provide states with the necessary materials to guide their efforts in ‘Bringing PHC under one roof’. 

IV. Note that the new developments (as envisaged by the new Health Bill and as actualised by several states) are in line with accepted practice as promulgated by the WHO.

V. Note the importance of creating state level legislation and accompanying regulations that will guide the implementation of the intentions of the Federal Government as spelled out in the new Health Bill.

VI. Note the importance of adopting state specific solutions in line with the principle of no one-size-fits-all.

13. Council is invited to
I. Approve the Implementation Guide on ‘Bringing PHC under one roof’(PHCUOR) as a working document to be utilised by all three levels (Federal, State and LGA).
II. Approve that Federal level bodies (FMOH/NPHCDA) should together support state efforts to strengthen PHC services through ‘Bringing PHC under One roof’ (PHCUOR) in line with the requirements of the new Health Bill.  To do this effectively states need to utilise the Implementation Guide and develop and pass appropriate state legislation and accompanying regulations.
Initialed C.O.O.C

Honourable Minister of Health

January 2011
Annex 1: Legal opinion

EXTENT STATE HEALTH LAWS ARE PERMISSIBLE AND FALL WITHIN 

THE CONSTITUTION OF THE FEDERAL REPUBLIC OF NIGERIA, 1999

Briefly summarized, while there is no explicit section in the Constitution providing for the power of a state, through its House of Assembly, to enact health legislation, general legislative powers or competences of a [State] House of Assembly are provided for in section 100 of the Constitution.  

Additionally, section 13 of the Constitution mandates that all organs of government are obliged to exercise legislative powers to ensure that the State’s fundamental objectives and directive principles are implemented as a matter of policy and law.  

The National Assembly, acting for the Federation, and the Houses of Assembly, acting for their respective states, have concurrent legislative competence with respect to health and may develop health policy and enact legislation, with the caveat that Federal legislation shall prevail over State legislation in the event of a conflict between federal and state laws.  

Although there are instances in which the Federal government has exclusive competence to enact legislation affecting the Republic of Nigeria, this has no direct effect on or applicability with respect to state health legislation aligned with federal policies. 

See section 4(5) of the Constitution.  A strict interpretation of section 4(5) would force the conclusion that any Federal Act could render a State Law previously enacted void, with the subsequent Federal Act to prevail.

The Constitutional imperative to enact legislation ensuring the implementation of fundamental objectives and directive principles of the State is buttressed by the six provisions in the NHB authorizing the passage of state laws.  

State legislation establishing state primary health care management boards serves as a springboard to define primary health care services, create required institutional structures, provide for management and financial requirements, including a primary health care fund, and related matters. 

Constitution of the Federal Republic of Nigeria
Turning to the Constitution to determine the constitutional capacity of Nigerian states to enact legislation, the Federal Republic of Nigeria, a "Federation consisting of States and a Federal capital territory" [section 2(2) of the Constitution], has chosen a federal model of governance  [section 14(3) of the Constitution reserves powers to the Federal government and stipulates powers for State governments.]  

The legislative powers of the thirty-six Nigerian states are vested in the House of Assembly of each state [section 4(5) of the Constitution].

Each state, through its House of Assembly, may enact legislation within the parameters of the Constitution. [Part II, sections 90-129, inclusive, of the Constitution establish the structure and powers of State Houses of Assembly.

However, the Constitution mandates that a state law inconsistent with any law passed by the National Assembly shall be declared void and the federal law shall prevail.  Stated differently, any State health law which conflicts with a Federal law will be overridden by the applicable Federal law.

Section 4(7) states Houses of Assembly are not precluded from enacting state health legislation in the Exclusive Legislative List set out in the Second Schedule of the Constitution or the Concurrent Legislative List set out in the first column of Part II of the Second Schedule to the Constitution.


As a caveat, matters relating to health within the Exclusive Legislative List set out in the Second Schedule to this Constitution include only drugs and poisons [item 21], insurance [item 33] and quarantine [item 54].  This means states are specifically precluded from enacting legislation on these matters.  Collaterally, with respect to quarantine, see also section 35(3) of the Constitution, addressing personal liberty in the context of “persons suffering from infectious or contagious disease.”

Chapter II of the Constitution encompasses “fundamental objectives and directive principles of State policy” section 13 provides that the “duty and responsibility of all organs of government, and of all authorities and persons, exercising legislative, executive or judicial powers, [is] to conform to, observe and apply the provisions of this Chapter of the Constitution.”  

States and local government, as well as the federal government, are obliged to enact legislation to ensure that fundamental objectives and directive principles are implemented as a matter of policy and law.

“Security and welfare of the people” as the “primary purpose of government”, the state is responsible for ensuring that there are “adequate medical and health facilities for all persons. 


As a caveat, matters relating to health within the Exclusive Legislative List set out in the Second Schedule to this Constitution include only drugs and poisons [item 21], insurance [item 33] and quarantine [item 54].  This means states are specifically precluded from enacting legislation on these matters.  Collaterally, with respect to quarantine, see also section 35(3) of the Constitution, addressing personal liberty in the context of “persons suffering from infectious or contagious disease.”

As a matter of interpretation, states as well as local government are responsible for ensuring there are adequate medical and health facilities, which would require states to enact appropriate legislation aligned with federal policies and laws.

Section 45(1) of Chapter II of the Constitution states:

"Nothing in sections 37 [right to private and family life], 38 [right to freedom of thought, conscience and religion], 39 [right to freedom of expression and the press], 40 [right to peaceful assembly and association] and 41 [right to freedom of movement] of this Constitution shall invalidate any law that is reasonably justifiable in a democratic society -

(a)
in the interest of defence, public safety, public morality or public health; ..." [Emphasis added.]

It logically follows that states not only have the power to enact laws with respect to public health, but are mandated to do so where a law is “reasonably justifiable”.  

Functions of local government include the participation of local government councils in the provision and maintenance of health services.

Item 2 of the Fourth Schedule [Functions of a Local Government Council] of the Constitution:

"The functions of a local government council shall include participation of such council In the Government of the State as respects the following matters-

(a)-(b)
...

(c)
the provision and maintenance of health services; and

(d)
such other functions as may be conferred on a local government council by the House of Assembly of the State."  [Emphasis added.]

The Schedule to the Constitution specifying the "Exclusive Legislative List" for the Federal government to enact laws does not refer explicitly to health, nor is health included in the "Concurrent Legislative List". 

The only reference which could remotely refer to health in Part I of the Second Schedule of the Constitution "Exclusive Legislative List" is Item 49 which refers to "Professional occupations as may be designated by the National Assembly”.

Further, the Schedule to the Constitution specifying the "Concurrent Legislative List" also makes no reference to health.

The only reference which could remotely refer to health in Part II of the Second Schedule of the Constitution "Concurrent Legislative List" is Item 22 which refers to a House of Assembly "establishing or making provisions for an institution or other arrangement for the purpose of scientific and technological research."

The failure to preclude legislative competencies, that is Federal or State exclusive or concurrent legislative powers, implies that both the Federal and state governments in the Federation have the power to enact health laws, which is also the view explicitly adopted in the NHB.

While there is no explicit section in the Constitution providing for the power of a state, through its House of Assembly, to enact health legislation, general legislative powers or competences of a [State] House of Assembly are provided for in section 100 of the Constitution.


Section 100(1) of the Constitution states:

"The power of a House of Assembly to make laws shall be exercised by bills passed by the House of Assembly and, except as otherwise provided by this section, assented to by the Governor."

It is noted that section 58 of the Constitution provides for the power of the National Assembly to make laws and for the general exercise of Federal legislative power.

Accordingly, it is concluded that the National Assembly, acting for the Federation, and the Houses of Assembly, acting for their respective states, have concurrent legislative competence with respect to health and may develop health policy and enact legislation, with the caveat that Federal legislation shall prevail over State legislation in the event of a conflict of federal and state laws.  

Although there are instances in which the Federal government has exclusive competence to enact legislation affecting the Republic of Nigeria [section 1(2), NHB], this has no direct effect on or applicability with respect to state health legislation aligned with federal policies.

To determine the scope of intended federal powers with respect to states, it is necessary to turn to the NHB.

National Health Bill
a. General Structural Overview of the NHB

The NHB, promulgated in 2008, encapsulates current federal intentions with respect to health policy and legislation.  As discussed in section 3, all state (and local government) health initiatives must be aligned with federal policy and legislation.   

REGULATIONS HAVE YET TO BE DEVELOPED, MEANING IT WILL BE CRITICAL TO THE EXTENT POSSIBLE WITHIN THE NATIONAL COUNCIL ON HEALTH FOR THE STATE COMMISSIONERS TO ENSURE REGULATIONS UNDER BOTH THE NHB AND NHIS ARE RESPONSIVE TO STATES’ INTERESTS. 

The NHB clearly envisions a federal paradigm, the National Health System comprised of:

· Federal Ministry of Health;

· state Ministries of health in every state and the Federal Capital Territory;

· parastatals under the federal and state ministries of health;

· all local government health authorities;

· ward health committees;

· village health committees;

· private health care providers; and

· traditional and alternative health care providers [section 1(2)].

The overriding legislative intent is to establish the framework for standards and the regulation of the National Health System, which is intended to:

· encompass public and private providers of health services;

· promote a spirit of cooperation and shared responsibility among all providers of health services;

· provide the best possible services within the limits of available resources for persons living in Nigeria;

· set out the rights and duties of health care providers, health workers, health establishments and users; and

· protect, promote and fulfill the rights of the people of Nigeria to have access to health care services [section 1(1)].

Summarized, the NHB ensures that the Federal Ministry of Health is responsible for the development and implementation of national health policy [section 2(1)-(2), inclusive], including the preparation of strategic, medium-term health and health resources plans, to be prepared by the Federal Ministry of Health [section 2(1)-(2), inclusive] with national health plans to form the basis of the annual budget and other governmental planning exercises and comply with national health policy.  [Section 2(1)-(2)(b).] 

The Federal Ministry of Health retains various other powers not directly related to the focus of this presentation, which addresses the power of states to enact health legislation.  As examples, these include:

· collaborating with national health departments in other countries and international agencies [section 2(1)(c)]; 

· promoting adherence to norms and standards for the training of human resources for health [section 2(1)(d)]; 

· ensuring the continuous monitoring, evaluation and analysis of human resources for health [section 2(1)(e)]; 

· coordinating health and medical services delivery during national disasters [section 2(1)(f)];

· participating in inter-sectoral and inter-ministerial collaboration [section 2(1)(g)];

· conducting and facilitating health systems research in the planning, evaluation and management of health services [section 2(1)(h)];

· ensuring the provision of tertiary and specialized hospital services [section 2(1)(i)];

· ensuring and promoting the provision of quarantine and Port Health Services [section 2(1)(j)];

· determining minimum data required to monitor the status and use of resources [section 2(1)(k)];

· promoting the availability of good quality, safe and affordable essential drugs, medical commodities, hygienic food and water [section 2(1)(l)]; and

· issuing guidelines and ensuring the continuous monitoring, analysis and good use of drugs and poisons, including medicines and medical devices [section 2(1)(m)].

Additionally, the Federal Ministry of Health would be obliged under the NHB to provide state ministries of health with technical assistance in the development of state health policies and plans, commodities and technical materials and other technical assistance as may be necessary.  [Section 2(3)].

The NHB establishes an overarching paradigm consisting of the:

· National Council on Health
, responsible for a broad range of obligations [section 4(1)], including, among others:

· formulation of policies; 

· offering advice to the Government of the Federation on policies and measures to achieve responsibilities and technical matters; 

· ensuring the basic delivery of health services; 

· issuing and promoting adherence to norms, standards and guidelines; 

· identifying national health priorities and goals; 

· facilitating and promoting the provision of health services for the management, prevention and control of communicable and non-communicable diseases; 

· immunization; 

· coordinating health services rendered by the Federal Ministry with health services rendered by states, local governments, wards and private health care providers and providing such additional health services as may be necessary to establish a comprehensive national health system; and 

· integrating the health plans of the Federal Ministry and state ministries of health annually [section 5]; 

· Technical Committee of the National Council on Health [section 6]
, responsible for advising the National Council on its functions [section 7(1)];

· National Tertiary Hospitals Commission [section 8], with a range of members not including any state representatives and responsible for advising the President of Nigeria, preparing periodic master plans, establishing minimum standards and related matters [section 9];

· National Primary Health Care Development Fund [section 10(1), financed from the consolidated fund of the Federation in an amount not less than two percent of its value, grants from international donor partners and funds [section 10] from any other source to finance fifty percent of the fund used for the provision of the basic minimum package of health services in primary health care facilities through the National Health Insurance Scheme (NHIS) [section 10(2)], with:

· twenty-five percent of the fund to be used to provide essential drugs for primary health care [section 10(2)(b)];

· fifteen percent of the fund to be used for the provision and maintenance of facilities, equipment and transport for primary health care [section 10(2)(c)]; and 

· ten percent of the fund to be used for the development of human resources for primary health care [section 10(2)(d)].

· Federal Capital Territory Primary Health Care Board [section 11].       

The National Primary Health Care Development Agency is responsible for disbursing funds through State Primary Health Care Boards for distribution to local government health authorities [section 10(4)].  

State Primary Health Care Boards are obliged not to distribute funds to any local government health authority if monies disbursed have not been applied pursuant to the NHB/Act or in the event a state or local government fails to contribute its counterpart funding [section 10(6)].

It is intended that the Minister-in-Council shall classify all health establishments and technologies, and determine, with respect to federally owned hospitals, the establishment of the hospital board and management systems [section 12(1)].

The Minister is responsible for determining the range of services at tertiary hospitals with the commissioners within the respective states responsible for all other health establishments in the state, including determining the proportion of revenue that may be retained [section 15(3)-(3), inclusive].

However, the Minister, in consultation with the National Health Council, may prescribe conditions establishing the eligibility of categories of persons for exemption from payment of services, notwithstanding which all citizens are to be entitled to the basic minimum package of services [section 15(4)].

The NHB also:

· specifies standards for rights and duties of health care users and health care personnel [sections 19-30, inclusive];

· establishes the National Health Research and Information System [sections 31-40, inclusive];

· requires the National Council to address issues related to human resources for health [sections 41-47, inclusive], with the National Assembly to make laws for the establishment and management of health training institutions and to prescribe curricula [section 44(1)];

· establishes a National Blood Transfusion Service [section 48(1)] and stipulates requirements for the control of the use of blood, blood products, tissues and gametes in humans [sections 48(5)-(8), inclusive];

· provides for the Minister, in consultation with the National Council, to make regulations [section 59], establish advisory and technical committees [section 60] and assign any duty and delegate powers, except the power to make regulations [section 61(1)];

· provides for a commissioner to assign any duty and delegate powers, except the power to make regulations [section 61(2)]; 

· provides for the Permanent Secretary of a federal ministry to assign any duties and delegate any powers [section 61(3)]; and

· provides for the Permanent Secretary of a state ministry to assign any duties and delegate any powers [section 61(4)].

Having addressed the structures envisioned in the NHB, including but not limited to state representation in the National Council [section 4(1)(b)], this presentation turns to the powers of Houses of Assembly to enact legislation for their respective states.

b. Powers of Houses of Assembly to Enact Laws

Several provisions in the NHB explicitly provide that states, through their Houses of Assembly, may enact laws, specifically:

i. Section 12(2) provides that a House of Assembly is not precluded from making laws for a state to regulate and inspect private and non-governmental health facilities within the state.

ii. Section 16(3) states that a House of Assembly may make laws for the provision of health services at non-health establishments in a state.


It is noted, however, that the Minister-in-Council is responsible for prescribing minimum standards for persons in locations other than health establishments, including schools and other public places and [section 16(1)(a)], penalties for contravention [section 16(1)(b)] and conditions relating to traditional health practices [section 16(1)(c)].

iii. Section 38(3) provides that a House of Assembly may make laws with regard to health information for the state, the local government areas and private health sector within its state.

iv. Section 40(4) states that a House of Assembly may make laws to regulate the implementation of the National Health Insurance Scheme, which shall be operational in all health facilities and services and in accredited facilities [section 40(1)].  This provision is critical since the NHB envisions that all health care services, including primary health care services, shall be provided through the NHIS. [See discussion below for a discussion of federal legislative competence with respect to the NHIS.]  

v. Section 44(3) provides that a House of Assembly may make laws for the establishment of any institution for training and teaching of health personnel in cadres determined by the National Council.

vi. Section 45(3) states that a House of Assembly may make laws to enforce compliance with federal laws governing the health, safety and welfare of persons employed to work in factories and industrial and commercial units. 

Further, it bears noting that section 10(5) envisions state governments contributing not less than ten percent of the total cost of all projects
, failing which the National Primary Health Development Fund shall not disburse funds to a state (or local government).  Logically, states must have the power to enact legislation governing the disbursement of funds, including standards for the delivery of health services.  

c. Conclusion

Section 13 of the Constitution mandates that all organs of government are obliged to exercise legislative powers to ensure that fundamental objectives and directive principles of the State are implemented as a matter of policy and law.  

Standing alone, section 13 of the Constitution provides the requisite power for states to enact health legislation within frameworks legislated by the National House of Assembly.  

The Constitutional imperative to enact legislation ensuring the implementation of fundamental objectives and directive principles of the State is buttressed by the six provisions in the NHB authorizing the passage of state laws.

Accordingly, states have the power to enact laws, with the critical caveat that all state laws must be aligned with federal policies and legislation.  Further, states may only act with respect to powers not reserved to the federal government.  

It is noted, however, that states which meet threshold federal requirements in proposed legislation and laws may strengthen legislation with additional requirements that are not in contravention of mandated federal policies and acts.  This could potentially include altering suggested (but not mandated) federal structures and requirements but not, in any event, falling below federal norms and standards.

Interestingly, the NHB specifies no particular prototype for the delivery of primary health care services by local governments and secondary health services by the states.  The guiding reference in the NHB is section 10(4), which states:

“The National Primary Health Care Development Agency shall disburse the funds for items 3 (b, c, d) above [essential drugs; facilities, equipment and transport; and development of human resources] through State Primary Health Care Boards for distribution to Local Government Authorities.”
 

This lacuna leaves each state the latitude to develop laws with respect to the establishment of its State Primary Health Care Board and in fact could be presumed to impose an obligation on each state to develop policy and legislation reflecting the primary health care delivery configuration best suited to the state, including obligations of the Board responsible for disbursing funds.  While state legislation would necessarily have to comply with federal policies and legislation, each state is in a position to consider and codify its requirements.

Annex 2: Bringing “PHC Under 1 Roof”;Implementation Guide
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A. Why Bring “PHC Under 1 Roof”? Approaches to an ongoing problem

A.1 Introduction

Fragmented health care delivery in Nigeria is well-documented and has serious repercussions on the quality and utilisation of the service. Several initiatives to strengthen PHC services through the creation of a unified and integrated delivery system have led to considerable success. This implementation guide on bringing “PHC Under 1 Roof”  captures this experience in Nigeria over the past several years and sets out practical steps for implementation. The approach adopted can be adjusted to suit the context in different states but is built on a set of key principles. These principles, based on experience across Africa and aligned with WHO guidelines, include:

· Integration of all PHC services delivered under one authority.

· A single management body with adequate capacity that has control over services and resources (especially human and financial).  

· Decentralized authority, responsibility and accountability with an appropriate “span of control” at each level.  

· Principle of “three ones” (one management, one plan and one M&E system).
· An integrated supportive supervisory system managed from a single source. 

· An effective referral system between/across the different levels of care.

· Enabling legislation and concomitant regulations (inclusive of the key principles)
A.2 Context and importance of the problem

The organisational problems of the Nigerian health system have been described repeatedly. Efforts to improve Nigerian health services are continually undermined by a variety of structural and institutional weaknesses. Health services remain fragmented with multiple health providers (local government, state, federal, faith-based and private for profit organisations). Overlap in service delivery between private and public sectors has resulted in wasteful duplication. The public sector faces shortages of staff, equipment and supplies and health facilities are in need of rehabilitation. Many programmes (e.g. malaria, TB, and HIV/AIDS) are organised along vertical lines resulting in poor integration and limited co-ordination between them. There is no organised referral system in place. Multiple management structures co-exist, roles and responsibilities remain unclear and are often duplicated within and between the three tiers of government. There is only limited supervision and staff morale is low. The quality of services is often poor and communities have little confidence in these. As a result, utilisation is very low. 
At some health centres for instance people on average are coming less than once every 30 years.

The fragmentation in the public sector is both vertical and horizontal. 

a) Vertical fragmentation

In terms of vertical fragmentation, relationships between the three tiers of government are not well defined (see figure 1), and some would argue have become less clear since the end of military rule. For example, confusions about the types of medical facilities that may be developed and managed by various levels of government seem to have increased since the return to civilian government.

In theory there should be collaboration and the co-ordination of the health sector in each state through the State Council on Health. In practice however these bodies rarely function effectively. There is (in most cases) no effective and transparent communication between State and Local Government Authorities, which means that responsibilities are not shared, accountability remains opaque and real partnership in relation to health care development and delivery remains elusive. 



Figure 1: Organisation of the Nigerian Health Service

b) Horizontal fragmentation

Similarly, with horizontal fragmentation there exists a myriad of different departments, directorates and units at each level with overlapping responsibilities. This makes it difficult (if not downright impossible) to ensure a coordinated approach to resolving health problems.

For example, at state and LGA level multiple bodies are involved in health care. At state level services can be provided by the SMOH, the SHMB, the SPHCDA while HR management and financial management can be through other avenues (e.g. CSC, MDG office, NHIS and MSS schemes). Similarly, several bodies can be involved in human resource management at LGA level for PHC services: the Ministry of Local Government (MoLG), the State PHC Agency, the Local Government Service Commission, the CSC and the LGA. Budget development and release is similarly fragmented.
Obviously this multitude of different responsibilities makes coordinated management across the Ministry (at both Federal and state levels) technically difficult. But it also intensifies the scale of the problem between the tiers, because many of these units have been established in order to get involved in the delivery of services which reasonably should be the responsibility of PHC under local governments. For example the NPHCDA is intended to (and does) carry out supplemental immunisation campaigns against vaccine preventable diseases including Polio, but for effective and sustained implementation this really needs to be established within the responsibilities of Primary Health Care units located and managed within the jurisdiction of local governments. Similarly large sums of money are being provided by the MDG Office direct to the Federal Ministry of Health, for example to implement the community-based NHIS scheme, but once again these are services that are meant to be delivered at the local government level. Thus the diversification of responsible units at the Federal and state levels exacerbates the confusion of responsibilities between tiers.

On the surface this series of confusions and the multiplicity of  MDAs is a result of the failure to define responsibilities legally. The mandate of the different levels are not currently clearly captured in either the Nigerian Constitution or in any law. Indeed a core intention of the Health Bill was to resolve this issue (in the absence of definitive guidance from the Constitution), but it has taken six years to get close to its passage through the Federal Government, and many of the clauses relevant to tier responsibility have been watered down or removed.  

But this can only be seen as part of the answer. Without going into too much detail, the failure to adequately solve the problem of fragmentation must be understood within the context of a highly monetised political situation. Using a political economic approach (see figure 2), it can be argued that the incentives supporting fragmentation are greater and thus supported by the structures and agents. Multiple MDAs, diffuse responsibility and opaque transparency allows for political beneficiation at multiple levels by multiple political actors. 

While the ‘official’ talk is of resolving the fragmentation and creating a unified and integrated health service, the informal rules (‘institutions’) tend to allow fragmentation to flourish. Thus, it can be argued that in the era of democracy fragmentation has actually increased. 

Figure  2: A Political Economy Model






This is complemented not by a lack of policy but inconsistent, incomplete and duplicate policy and strategy making (a situation not confined to the health sector) and incomplete or partial implementation of existing policies. For example, key policies such as the NPHCDA Integrated Maternal, Neonatal and Child Health policy (IMNCH) and the FMOH Ward Minimum Health Care Package (WMHCP) address similar aspects of health care delivery; as discussed earlier, the draft Health Bill has been watered down in some key areas (e.g. in defining key responsibilities of the different tiers of government) and is yet to be signed and thus implemented. In addition, policies and legislation have not been developed, reviewed and refined with resource availability and constraints in mind. This obviously will impact on the feasibility of implementing the policies.

The one exception, at Federal level, has been the merging of NPI with NPHCDA and thus reducing fragmentation at federal level. At state level, an example of reducing fragmentation has been the development of the Gunduma (or district) system in Jigawa which has created a unified and integrated health service delivery system.

Thus to address the weaknesses in the PHC service delivery system and to reduce the appalling mortality statistics, this implementation guide on bringing “PHC Under 1 Roof “ has been developed.  
A.3 Policy recommendations
In considering policy options for bringing “PHC Under 1 Roof”  in order to reduce fragmentation, the basic model of the WHO District Health System (based on the key principles of improving integration, decentralisation, co-ordination, access and effective health services) can be adapted to suit state-specific situations in Nigeria.  But, although health service problems are similar in all states of Nigeria, there is no one-size-fits-all model of an integrated health system for a country with such diversity and with a federal form of government that provides for local initiative to deal with local problems. 


Lessons from across Africa in strengthening PHC service delivery systems highlight six key areas that needed addressing if strong PHC services are to be delivered. These six areas are: 

· Defined roles and responsibilities for all levels

· Integration between levels of care

· Right “span of control”

· Integrated support and supervision

· Effective authority and accountability for all managers

· Practical systems and procedures for implementing PHC services

At a recent workshop hosted by NPHCDA
 a shared understanding of the concept of bringing “PHC Under 1 Roof”  was developed. The seven key elements necessary for the development of effective PHC services were identified as the following: 

1. Integration of all PHC services delivered under one authority - at a minimum consisting of health education and promotion, MCH/FP, immunisation, disease control, essential drugs, nutrition and treatment of common ailments.

2. A single management body with adequate capacity that has control over services and resources (especially human and financial). As this is implemented this will require repositioning of existing bodies.

3. Decentralized authority, responsibility and accountability with an appropriate “span of control” at each level. Roles and responsibilities of the different levels will need to be clearly defined. 

4. Principle of “three ones” (one management, one plan and one M&E system).
5. An integrated supportive supervisory system managed from a single source. 

6. An effective referral system between/across the different levels of care.

7. Enabling legislation and concomitant regulations (inclusive of the key elements). 

This set of principles should be the foundation for developing state specific policies to address PHC weaknesses and to bring “PHC Under 1 Roof”. It is critical that these policies are then enacted into legislation with accompanying regulations. But, to do this effectively will require considerable political will which amongst others will entail the repositioning of the roles of current federal and state bodies (e.g. FMoH and NPHCDA at federal level; SMoH, LGSC, SMoLG, LGAs at state level). The roles of stewardship; policy setting; regulation; resource mobilisation will remain the preserve of the higher level bodies while implementation of PHC services will be decentralised to states and LGAs.

In the next section, these key elements are discussed in more detail and the process for bringing about “PHC Under 1 Roof”  is discussed. 

A.4 Summary 

These guidelines do not propose a “one-size-fits-all” approach for bringing “PHC Under 1 Roof”. Instead, they recommend a key set of principles to follow when developing the state specific models – a set of principles adopted from experience across Africa and based on WHO recommendations. However, two lessons stand out from past experience and need repeating:

1. Though managerial and administrative changes can help move towards “PHC Under 1 Roof”, formal legislation provides an essential framework for sustained implementation of reform efforts by local managers. In Enugu and Jigawa where the relevant legislation was passed, it was very evident that state and district level managers were confident in using their respective laws as a basis for negotiating for state funds and other improvements. The law also provided management with the authority to challenge any serious attempts to undermine its existence.

2. Exposure to successful examples early in the process of health sector reform is essential for building a critical mass of stakeholders to carry the process of change forward, for convincing opponents and the undecided of its feasibility, and for reassuring those who are willing to commit to change. This can include a visit to states and countries (e.g. Ghana) where a similar reform process has occurred or retreats led by managers who have been through the same experience. 

B. Implementation Steps

The necessary implementation steps for bringing “PHC Under 1 Roof”  are considered at three levels – federal, state and LGA. At all levels it is necessary to ensure full engagement with political and traditional leaders and key stakeholders in the health sector and the community. These steps were first discussed at the workshop in October 2009 and draw on the experience from many states in Nigeria. The actions to be taken at state and LGA levels are discussed first. These actions will have implications at Federal level. This was discussed at the workshop in October and thus some possible implementation steps at Federal level are included.  

B.1 Steps at state level

STEP 1: Build strong consensus among all stakeholders including government structures (e.g. SMoH, MOLG, LGSC, MOF, MOJ, State CSC, MOWA); legislators; LGA council chairmen, council and management; partners, CBOs, professional groups; traditional and religious leaders; private health professionals.

STEP 2: Establish a technical committee to facilitate the process and drafting of a law utilising clear guidelines from FMOH/NPHCDA and based on the National Health Bill. The committee should comprise representatives from line ministries and relevant stakeholders. Different states have adopted different approaches to the committee step. In Jigawa, one committee drove the process from beginning to end. In other states, there have been several committees – for example, one committee to draft the proposal, another to oversee the implementation and the repositioning. 

STEP 3: Strengthen advocacy initiatives around bringing “PHC Under 1 Roof”. For the initiative to move forward and for the PHC system to be unified and decentralised, many stakeholders need to be informed and involved in the discussion and development of reforms, so they can come to realise the advantages, the challenges and the pitfalls. This includes politicians from federal to LGA levels, health workers and health managers at all levels, traditional and religious leaders and the community at large. In addition, the process does require strong, skilled and influential leadership at a high level, as well as considerable advocacy, communication and coalition building to achieve a critical mass of change agents that are required for this transformation. Thus, a carefully-planned advocacy campaign needs to be developed and implemented. 

It is critical that enough time is spent on the first three steps. Restructuring services is a major task and will take at least five to ten years to complete. It is important that all stakeholders understand the implications, the challenges and the benefits of the proposed change. There will be those who are reluctant to change for a variety of reasons. However, through structured workshops and retreats, possible study tours to areas where such changes have occurred and an ongoing advocacy and information campaign, most of these concerns can be addressed. But, it is important that people are not hurried through these steps.

STEP 4: Develop legislation and then regulations to support the establishment of a SPHC Board (SPHCB) and relevant lower level health authorities and to address transitional measures e.g.  staffing, financing and structures. This is a critical area and states will need to draw on people (both legal and health policy) well versed in these issues. Prior to this there will be a need for a concept paper based on a state situation analysis.

STEP 5: Establish the SPHCB and management structures to manage the new system. An essential requirement for effective integration is that existing PHC staff (e.g. those currently employed by LGA, LGSC, SMoH) will all come under the management of the SPHCB and the decentralised structures that are created. Payment of staff will be through the SPHCB. Recruitment and equitable distribution of staff will be the responsibility of the SPHCB. Similarly, finances will fall under the Board. This will entail consolidating health funds that currently fall under the LGAs, the SMoH, the SMoLG and any other bodies. At this stage with managerial control over finances and human resources, the Board will be enabled to manage and provide health services. Usually, the health services provided will fall in line with a Minimum Service Package (MSP) which will be adapted from the federal level guidelines. Many states have developed a MSP that can be adapted and used.  

STEP 6: Establishment of lower level health authorities. As stated before there is no-one-size-fits-all approach. For example, in Jigawa there is the Gunduma Board and nine Gunduma Councils (each covering two or three LGAs), in Enugu there is the State Health Board, seven District Health Boards ( each comprising two or three LGAs) and 46 Local Health Authorities. The key principles are:

i. Single lines of accountability between each level and the authority above;

ii. Well-established accountability upwards at every level for finance, staff and service delivery

iii.  Creation of structures of an appropriate size and span of control with borders that are coterminous with current political borders. 

STEP 7: Repositioning of SMoH and SHMB for its new functions and roles. The passing of the legislation, the adoption of regulations and the creation of new structures with different arrangements especially for finance, human resource management and service provision will indicate that the current roles and responsibilities of the different bodies will be altered. It is critical to understand this and create the space and time for the bodies to adapt to new situations. All the bodies (both old and new) will need support throughout this repositioning process.  

STEP 8: Orientation and team building of staff for their new roles. With the changing environment and the movement of staff, it is vital that all staff are orientated on the new structural arrangements and the roles and responsibilities of the different bodies. It is also critical to build the capacity of the new managers of the system (see section C.1). 

The whole process will require high level advocacy to state governors with clear messages on the need for and benefits of having PHC under one roof. In addition, throughout the process there needs to be an extensive communication and advocacy campaign to keep all stakeholders informed of progress and issues/challenges.

B.2 Steps at LGA level

STEP 1: Involvement of LGA chairmen and PHC co-ordinators (and teams). It is critical that Local government politicians and health service providers are included in the discussions to build the necessary consensus for the envisaged changes. Representatives from local government need to be included in the technical committee. Because some of the expected changes will affect how local government personnel and finances are managed, it is key that they are part and parcel of the planned changes.

STEP 2: Support the repositioning process. Once the legislation has been passed and the regulations adopted, it is important that the LGAs and PHC departments support the restructuring process. The management of HR, finance and service delivery will all experience changes. The process will be far smoother if the LGAs have been part of the process from the beginning, if their concerns are understood and if they are allowed to play a full part in the repositioning activities.

STEP 3: Widely explain and publicise the changes. As the proposed changes should produce a unified and decentralised PHC system (in some cases it could be both PHC and SHC), service delivery should improve because of clearer roles and responsibilities and the unification of the management of resources in the health system. It is important that LGA politicians and PHC service providers communicate these potential benefits to local traditional and religious leaders and to the community at large. Their support will greatly enhance the proposed changes and ensure a smooth transition. 

STEP 4: Fully involve and engage all PHC staff in the orientation and team building for their new roles. With the changing environment and the movement of staff, it is vital that all staff are orientated on the new structural arrangements and the roles and responsibilities of the different bodies. It is also critical to build the capacity of the new managers of the system (see section C.1). LGA PHC health personnel will be key in all these processes. 

B.3 Steps at federal level

It is envisaged that NPHCDA will play the key role in bringing “PHC Under 1 Roof”  but it is important that as with all the other levels that the roles and responsibilities of the different bodies at federal level are clearly defined.

STEP 1:  Define the framework for bringing “PHC Under 1 Roof”. In the absence of legislation (and the draft Health Bill does not prescribe to state and LGA levels), it is critical that the NPHCDA produce policies and guides for the states to use. The concept note, the policy documentation and the implementation guide will all assist states in developing legislation, regulations and implementation plans to bring “PHC Under 1 Roof”. NPHCDA should take a lead in these activities.

STEP 2:  Harmonise the activities of the different role players at federal level. As with the state level it is critical for the roles and functions of the different bodies that support PHC at federal level to be clarified and harmonised. This includes the support offered by the FMOH, the NPHCDA, the MDG office and the NHIS. All these bodies are fundamental in strengthening PHC service delivery, but they need to work synergistically.

STEP 3: Secure sufficient resources for strengthening PHC. Resources are potentially available in the draft Health Bill, the NHIS scheme, the MDG office and through other multilateral and bilateral partnerships. It is imperative that the NPHCDA develop annually a clear plan and budget to harness and use these resources. Where necessary, guidelines need to be developed for accessing, utilising and retiring these funds (e.g. the proposed PHC Development Fund). The resources will be utilised to realise state developed service/facility plans based on the MSP. In addition, the key role of strengthening mid-level PHC managers has been realised by both the FMOH and the NPHCDA. Thus, adequate resources need to be made available for this key activity (see section C.1). 

STEP 4: Strengthen advocacy initiatives around bringing “PHC Under 1 Roof”. For the initiative to move forward and for the PHC system to be unified and decentralised, many stakeholders need to be informed and involved in the discussion and development of reforms, so they can come to realise the advantages, the challenges and the pitfalls. This includes politicians from federal to LGA levels, health workers and health managers at all levels, traditional and religious leaders and the community at large. In addition, the process does require strong, skilled and influential leadership at a high level, as well as considerable advocacy, communication and coalition building to achieve a critical mass of change agents that are required for this transformation. Thus, a carefully-planned advocacy campaign needs to be developed and implemented. 

STEP 5: Strengthening the capacity of the NPHCDA to lead the process. The capacity of the NPHCDA at federal and lower levels needs to be strengthened in order for the agency to provide leadership and technical know-how in the restructuring process. Part of the NPHCDA planning needs to ensure that the capacity is built both within the NPHCDA and the structures at state and LGA levels responsible for the restructuring. 

STEP 6: Design and implement a M&E strategy. To track progress, measure success and identify challenges it is necessary for a simple M&E system to be designed. All three levels need to be responsible for collecting and analysing the indicators identified and then utilising the information generated to alter plans and activities.  

C. Other Issues

C.1 Capacity building for managers

A key feature of success in strengthening PHC service delivery across Africa has been capacity building initiatives to strengthen the capacity and capabilities of managers within the new decentralised, integrated management bodies. These initiatives have taken a variety of forms from formalised programmes to mentoring/coaching initiatives. Successful programmes have the following core features:

· Work-based programmes: so that the work context is incorporated into the ‘training’ programme and much of the capacity-building takes place within the work environment

· Team-based:  participation, study approaches, projects and even assessment can be done in teams

· Peer learning: in that ‘courses’ allow for significant sharing of successes and challenges between peers

· Significant support and mentoring throughout the programme largely within the work environment

· Problem-based and evidence-based training rooted in the work context.

These approaches have not been sufficiently emphasised so far, in Nigerian efforts to bring “PHC Under 1 Roof”
.  

Two additional points are worthwhile flagging at this stage:

· Are general hospitals included in PHC

· The size of prospective “districts”.

C.2 Position of general hospitals

In Nigeria and in many countries across the continent most general hospitals largely provide PHC services (recognising that PHC includes district-level hospital services). Both the Gunduma model in Jigawa and the district model in Enugu incorporate both health centres and hospitals, while several of the other emerging Nigerian models see integration of clinic and health centres as the first step to integration with hospitals. In designing state level legislation for bringing “PHC Under 1 Roof”, the position of the general hospital needs to be clarified.

C.3 Size of districts

In two Nigerian states (Enugu and Jigawa) that have embarked on the journey of bringing “PHC Under 1 Roof” and have passed legislation, one of the key considerations facing the states was the size of the districts. Enugu with a population of 3.9 million (2006 census) and Jigawa with a population of 4.3 million (2006 census), formed seven and nine districts respectively. This meant districts of 550,000 people in Enugu and 525,000 people in Jigawa, both larger than recommended by WHO. It could be argued that the LGA was a more appropriate size. In Ekiti, clusters of one general hospital and associated PHC facilities were created but not legislated. The catchment populations of the clusters were smaller.  

However, the key challenge was to integrate services. Under the constitution, PHC services were the responsibility of the LGA and secondary health care services the responsibility of the state. To integrate services a structure between the state and the LGA was considered the best option. It was argued that using LGAs would not work for the following reasons:

· The system was very fragmented with multiple bodies responsible for human resource and finance functions. Rather than trying to reform in a piecemeal fashion it was felt that radical reform (in line with international best practice – the district) would stand a better chance of success. 

· A new body needed to be created so that neither the PHC system (LGAs) nor the SHC system (SMoH/SHMB) would be seen to be dominant.

· The span of control between state and LGA was far too wide. In Jigawa, there are 27 LGAs and in Enugu there are 17 LGAs -  too many for regular visits and direct supervision and support by state-level managers.. 

Finally, the creation of a structure above the LGA does not diminish the importance of the ward health system. This is a key element in strengthening PHC services and the focus on one health facility per ward is key to strengthening services through concentrating resources.  
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Structures


Power relationships between groups in and outside the state, generally based around material, political or ideological interests.





Institutions


The rules (either official or generalised in practise) which help to ensure that the interests of elites are sustained, or through which these relationships may be broken down








Agents


Individuals and organisations whose activities are influenced by, and may influence, the structures pertaining at a particular time.








WHO Definitions





Primary Health Care


Primary health care is “essential health care” based on practical, scientifically sound and “socially acceptable methods and technology” made “universally accessible” to individuals and families in their communities through their “full participation”, and at “a cost that the community and country can afford” to maintain at every stage of their development in the spirit of self reliance and self-determination. It forms an “integral part both of the country’s health system”, of which it is the central function and main focus, and of the overall social and economic development of the community. It is the first level of contact of the individual, family and community with the national health system bringing health as close as possible to where people live and work, and constitutes the first element of a continuing health care process.a





District


An administrative unit of central government that covers a well defined geographical area and has a population of 100,000 to 250,000. It is administered by a political administrative body with representation of several central government sectors.b





a World Health Organisation 1978 Declaration of Alma Ata.


b WHO, 2004. World Report on Knowledge for Better Health: Strengthening Health Systems, Geneva: World Health Organisation











� See report to Executive Director, NPHCDA on Workshop on ‘Bringing PHC under one roof’,  By Andrew McKenzie and Nana Enyimayew, October 2009 





� Prepared by Carole Baekey for the NPHCDA hosted workshop on ‘Bringing PHC under 1 roof’ in March 2010


� 	The National Council is comprised of the Minister, Commissioners responsible for health in the states, Secretary of Health and Human Services in the Federal Capital Territory, thee professional associations [Nigerian Medical Association, Pharmaceutical Society of Nigeria and National Association of Nurses and Midwives of Nigeria], the Permanent Secretary of the Federal Ministry of Health.





� 	The Technical Committee is comprised of a broad range of federal and state ministries and parastatals, as well as representatives of statutory health regulatory agencies and councils, teaching institutions, registered health associations and one private health provider representative.


 


� 	See also section 19(1), which states that the Minister, after consultation with the National Council, is responsible for prescribing all quality requirements. 


� 	Local government is to contribute not less than five percent of the total cost of all projects.


� 	Section 11(5)(e) is a parallel provision for the Federal Capital Territory.


 


� This schematic representation does not do justice to the complexity of the Nigerian health sector


� See report to Executive Director, NPHCDA on Workshop on ‘Bringing PHC under one roof’,  By Andrew McKenzie and Nana Enyimayew, October 2009 





� Although there are plans within both the FMOH and the NPHCDA to address this





