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Decentralization and Primary Healthcare Service Delivery in Kaduna State 
By 

 

Idris Ahmed Jamo* 

  

Abstract 

 

In recent years, a number of countries in the world have resolved to decentralize their 

approach to service delivery. This transformation indicates that, Local Government (LG) in 

modern day life is responsible for delivering basic goods and services to local communities in 

faster, easier and efficient manner due to its closeness to the people at the grassroots level. 

Health is among such important services to be delivered by the LG and other tiers of 

government due to its importance, sensitive, costly and mass consumption. Local people in 

Nigeria are usually the rural dwellers and living in most remote areas. These people face the 

most significant health disadvantage including health related problems, higher mortality rate, 

less access to Primary health care services, higher rate of hospitalization and far away from 

available healthcare facilities. Most of the time inability to access adequate healthcare service 

leads to great suffering or even death. The research attempted to find out why despite several 

measures taken to ensure available healthcare service delivery, yet many people cannot 

access Primary Healthcare Service. Choosing Chikun Sabon Gari and Giwa LGs in Kaduna 

state as a case study and utilizing both primary and secondary data, the paper discovered that, 

insufficient funding on health, lack of LG autonomy and inadequate health personnel and 

facilities are among the challenges of healthcare delivery at the local level. The result also 

indicates that, there is significant relationship between decentralization and adequate primary 

healthcare delivery in Kaduna state. The paper recommended adequate LG autonomy, 

finance, health personnel and facilities.  
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In recent years, there have increasing interests on decentralization and services delivery at the 

local level,(Ahmad, 2005; Abubakar, 2012;Paradeep, 2011;Nwosu,2011;Ohiani, 2004).For 

instance, in the last quarter of the century, more than 75 countries have resolved to 

decentralized some responsibilities to Local Government(LG) (Ahmad and et-el, 2005:1, 

Abubakar, 2012). This transformation indicates that, Local Government in modern day life is 

responsible for delivering basic goods and services to its local communities in faster, easier 

and efficient way (Pradeep, 2011:4;Odoh, 1998:88) so as to maximize the welfare of the 

citizens (Nwosu, 2011:118, Ohiani, 2004:1). 

 

Local Government in Nigeria is placed as one of the important institutions for service 

delivery (FGN, 1999 Constitution), and also designed to affect people at the grassroots level 

than any other level of government (Ohiani, 2004:1); so as to ensure that all citizens 

particularly the poor and other vulnerable groups have access to basic services (Malhoho, 

2012:1). To achieve this objective, LGs are placed to perform some essential functions 

(including Primary Health Care (PHC) service delivery) by provision of adequate services at 

the grassroots level so as to reduce over dependence on states and federal government. For 

instance the 1976 LG reform placed LG as a third tier of government so as to enjoy certain 

level of autonomy and perform their functions effectively through adequate provision of 

Service at the grassroots level(FGN, 1976:1). To make this work, the reform measures were 

included into the 1979, 1991, 1999 constitutions. The constitutions also specify the functions 

and jurisdictions of Local Governments all over the federation. 

 

To improve their financial position, the LGs’ percentage from the federation account 

continued to increase from 10% to 20% in 1989 and 1992 respectively and to 20.60% in 

2008. Not only that, the LG revenue in recent years continued to increase from N19.9b in 

1993 to N60.8b in1999, the figure rose again to N151.9b in the year 2000 and appreciated to 

172.2b in 2002, again, the Local Government revenue in 2003 was 307.2b and reached 

468.3b and 597.2 in 2005 and 2006 respectively; however, the figure appreciated to N674.3b 

and N832.3b in 2006 and 2007respectively, and finally reached N1.4trl in 2008. (CBN2010). 

 

However, with the increased revenue from the federation account, and the reform 

measures taken, everyone expected that, the usual excuse of insufficient funding and 

the lack of social services delivery would be solved, yet services (including health) are 

not been adequately provided by many LGs in Nigeria (Ohiani, 2004; Odoh, 2004 and 

Ekpo, 2007). It was this poor performance that motivated President Olusegun 

Obasanjo on 25
th

 June, 2003 to inaugurate the Chiroma/ Ndayako Technical 

Committee to review the structure and performance of LGs in the Country (Jamo, 

2006; Abubakar, 2008). 

 

Evidence to this is that the National health indicators in Nigeria are arguably among 

the lowest in the world for almost all measurable indices (WHO, 2012).For example, 

life expectancy,(i.e. the average number of years a person is expected to live) is 48 

years in Nigeria compared to 73 years in China and 83 years in Japan while maternal 

mortality rate is 1,100 deaths per 100,000 live births in Nigeria in contrast to 45 deaths 

per 100,000 live births in China and 6 deaths per 100,000 live births in Japan ((WHO, 

2008;). Again, one third of the world maternal death occurs in India with 20% and 

Nigeria with 14% respectively (WHO, 2012). Nigeria is responsible for 14% of the 

global maternal death with 52000 Nigerian women die every year (WHO, 2012); 

While 150 women die every day in pregnancy related cases in Nigeria, an average of 

death in every 10 minutes (UNICEP, 2012). Nigeria is also among the countries in the 
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world with the large number of infant mortality rate (70.49%, 33
rd

 of 179), maternal 

mortality, malnutrition, low life expectancy, poor drug access (0%, 141
st
 of 163), poor 

birth rate, crude> 1000 people (40.51/1000, 20
th

 per 1000), with 0.28 physician per 

1000 (48 of 148), poor expenditure on health as % of GDP of 4.7% (13
th
 of 185) and 

general low health performance records in the world. ( ABS, 2008, WHO, 2012). 

 

The paper intends to find out why in spite of decentralised PHC responsibilities to LG, 

yet their level of performance in PHC service delivery is quite below expectation?. The 

work will therefore test hypothesis that “ Decentralization improves primary healthcare 

delivery service in Kaduna state”  The paper is divided into four sections, the second 

and the next is the literature review, while the third section, presents findings of the 

research, finally the fourth and last section is the conclusion and recommendations.  

 

Literature Review 

Although there are quite a number of studies on decentralization and service delivery in 

Nigeria (including Khemani, (2005);(2006); Adeyemo, (2005); Mehrotra (2006)). Some of 

the studies examined and explored different aspects of decentralization and its effects on 

service delivery, while others concentrate on examining the relationship between 

decentralization and performance of particular sectors. The studies though relevant, but either 

concentrated in particular parts of Nigeria or focused on the country in general, in fact, study 

on PHC service in Kaduna is either scanty or absent. This work will fill this gap by providing 

empirical data on PHC service delivery in Kaduna State. 

 

 Scholars have expressed divergent views on whether decentralization affects service delivery 

or not, for instance, the Study of Cabal (2011) on LGs in Africa and service Delivery 

revealed that, there are quite few obtainable evidence on the impact of decentralization on 

service delivery in Africa, relying on numerous sectors including health and country cases, 

revealed that overall impact has been limited in terms of quality, quantity and equity of 

service provision. The study further advanced the following arguments in favor and against 

decentralization: “LG have better information about local preferences and therefore in a best 

position to allocate resources more efficiently. Again, LGs are more accountable to local 

communities than higher level of government since local people have more access to policy 

process. Not only that, Decentralization promotes competition, creativeness, and innovation 

among LGs for better service delivery. Moreover, Decentralization improves cost recovery 

since people may be more willing to pay for services if such services respond to their 

priorities and are involved in the decision-making process. The author further advanced the 

following arguments against decentralization of service delivery: First, LGs are more 

subjected to corruption and elite control.  Again, Decentralization can intensify regional 

disparities in the provision of public services. Decentralization can make coordination of 

national policies more difficult. Decentralization also increases macroeconomic risks of over-

expanding the size of the public sector” (Cabal, 2011:3) 

 

Contrary to these arguments (Conyers 2007) as cited in Cabal (2011) further indicated that, 

the few cases documenting a positive link between decentralization and service delivery in 

Africa came from the health and roads maintenance sectors. Conyers (2007) quotes evidence 

from Mehrotra (2006) that indicates that there is positive relationship between 

decentralization and better primary healthcare services to locally elected heath committees in 

Benin, Guinea and Mali, and to local government in Mozambique, they indicated that, 

decentralization has increased access to affordable health services.  
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Similar findings for Habibi et al (2001) as cited in Shah and et-al (2012) on the impact of 

devolution on social sector outcomes in Argentina for the period 1970-94 revealed that ‘fiscal 

decentralization had a positive impact on delivery of education and health services as well as 

reducing intra-regional disparities’. On the contrary, Triesman (2000) study as cited in Shah 

(2012) using cross-country data found that ‘decentralized countries have higher perceived 

corruption and poorer service delivery performance in public health services’. 

 

Primary Healthcare 

According to WHO, (2008) PHC is an essential care based on practically, scientifically 

acceptable by the methods and technology, made universally accessible to individuals and 

families through their full participation and at a cost the community can afford to maintain at 

every stage of their development, in the spirit of self reliance and self determination. 

 PHC according to PAHO, 2005) as cited in Martin,(2006)  is composed of: 
 a core set of functional and structural elements that guarantee universal coverage and 

access to services that are acceptable to the population and that are equity-enhancing. It provides 

comprehensive, integrated, and appropriate care over time, emphasizes prevention 

and promotion, and assures first contact care. Families and communities are its 

basis for planning and action. A PHC-based health system requires a sound legal, 

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

financial, and technological resources. It employs optimal management practices at all levels to 

achieve quality, efficiency, and effectiveness and develops active mechanisms to 

maximize individual and collective participation in health. A PHC-based health 

system develops inter sectoral actions to address other determinants of health and 

equity. 

 

This definition conceptualized PHC to involve promotion and preventive care that 

requires support by all tiers of government. Similar conception by the World Bank 

(2005) as cited in Khemani (2012) covers health centers and clinics, dispensaries, 

and health posts, providing general preventive, curative, rehabilitative and pre-

referral care to the population as the entry point to the health care system. 

Nevertheless, in this work, Primary Health Care implies a standard strategy aimed 

at preventive, curative and rehabilitative care to the citizens at the grassroots level. 

 

Health according to WHO, as cited in Odoh (1988:88) is the state of complete mental, 

physical and social wellbeing. Emmanuel added that,(2008:10) and not merely the absence of 

diseases or infirmities. For the purpose of this study, we mean situation in which man is free 

from diseases that are under the control of PHC delivery. 

 

 

 

 

Decentralization  
The word decentralization means transfer of power, authority, responsibilities and functions 

from the central government to local or sub national units of the government. (Paradeep, 

2011). While UNDP, (1999). 

“. . . Decentralization, or decentralizing governance, refers to the restructuring or 

reorganization of authority so that there is a system of co-responsibility between 

institutions of governance at the central, regional and local levels according to the 

principle of subsidiary, thus increasing the overall quality and effectiveness of the 

system of governance, while increasing the authority and capacities of sub-national 

levels. … Decentralization could also be expected to contribute to key elements of 

good governance, such as increasing people's opportunities for participation in 
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economic, social and political decisions; assisting in developing  people's capacities; 

and enhancing government responsiveness, transparency and  accountability.”  

 

Similarly, Ekpo (2007) perceived it as the transfer of political power from central 

governments to sub-national governments. In principle, it serves as a means of improving the 

efficiency and responsiveness of the public sectors. By transferring decision making power to 

levels of government that are close to beneficiaries, decentralization can give citizens greater 

influence over the level and mix of government services they consume and greater ability to 

hold their officials accountable. In a nutshell Decentralization involves the transference of 

authority from a higher level of government to a lower, delegation of decision making, 

placement of authority with responsibility allowing greatest number of actions to be taken 

where most of the people reside, removal of functions from the center to the periphery, a 

mode of operations involving wider participation of people in the whole range of decision 

making beginning from plan formulation to implementation (Paradeep, 2011). 

 

Forms of Decentralization 

UNDP, (1999); Pradeep, (2011); Ekpo, (2007) have identified three major forms, namely de-

concentration, delegation and devolution. 

 

Devolution 

This is the autonomous lower-level units, such as provincial, district, local authorities that are 

legally constituted as separate governance bodies. (UNDP, 1999). This is when central 

government transfers authority to semi-autonomous local government bodies for decision-

making, resourcing, administration and delivery. “They are not directly accountable to central 

government although they have to work within statutes and rules set by it. Although these can 

severely constrain the actions of local government, in principle it remains primarily 

politically responsible to its electorate “(Ekpo, 2007). The UNDP (1999) further identified 

the following as fundamental characteristics of devolution; 
            First, local units of government are autonomous, independent and clearly 

perceived as separate levels of government over which central authorities 

exercise little or no direct control. Second, the local governments have clear 

and legally recognized geographical boundaries within which they exercise 

authority and perform public functions. Third, local governments have 

corporate status and the power to secure resources to perform their functions. 

Fourth, devolution implies the need to "develop local governments as 

institutions" in the sense that they are perceived by local citizens as 
organizations providing services that satisfy their needs and as governmental 

units over which they have some influence. Finally, devolution is an 

arrangement in which there are reciprocal, mutually beneficial, and 

coordinate relationships between central and local governments. 

Delegation 

This is the form of decentralization where responsibility for decision-making and service 

delivery is transferred by central governments to semi-autonomous organizations not wholly 

controlled by it, but remained directly answerable to it for functions delegated to them. These 

organizations may include local government and parastatals, the private sector and non-

governmental organizations (NGOs)(Ekpo, 2007). Similarly, UNDP (1999) defined it as; 
Semi-autonomous lower-level units, such as urban or regional development 

corporations to whom aspects of governance are delegated through legislation or 

under contract… Delegation refers to the transfer of government decision-making 

and administrative authority and/or responsibility for carefully spelled out tasks to 

institutions and organizations that are either under government indirect control or 

semi-independent. Most typically, delegation is by the central government to semi-

autonomous organizations not wholly controlled by the government but legally 
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accountable to it, such as state owned enterprises and urban or regional development 

corporations.” 

 

From the above definitions, delegation refers to transfer of powers or functions or 

responsibilities to organizations that are not under the direct control or command of central 

government ministries.  

 

Challenging factors for PHC service delivery 

Diverse views were advanced by scholars on the challenging factors for healthcare service 

delivery at the LG level. While others contended that, the present chronic shortages of 

healthcare delivery in many developing countries are due to multiple factors including 

insufficient funding, autonomy, accountability and personnel; others relate it to in efficiency 

of healthcare service delivery at the local level. For instance, Adeyemo (2005) in similar 

study of PHC delivery in Ile Ife LG observed that, shortage of transportation facilities, lack of 

maintenance culture and political instability are the main hindrances to adequate PHC at the 

local level. 

 

While Khemani (2006) in another study of LG accountability for health services delivery 

conducted a survey of 30 LGs in Kogi and Lagos states and observed that, LG in Nigeria 

received considerable revenue under the present democratic dispensation partly due to oil 

price booms. The study further revealed that, correlation exists between nonpayment of staff 

salaries and LG revenues or budgeted spending on staff salaries. The paper argues that, 

nonpayment of salaries cannot be explained by lack of resources available to LG. The 

evidence according to him suggests that, there was the general lack of accountability at the 

LG level. The study argues that, ‘the greater is the extent of nonpayment of salaries the 

higher is the likelihood that facility staff impact behave as private provider, with some 

services provided outside the facility through home visit, and with essential drugs being 

privately provided either funded by staff own resources or expropriated from facility stocks’.  

 

Similar study by Abubakar (2008) proved that, deductions and extra budgetary spending are 

among the reasons for inadequate services (including PHC) at the local level. Proving this 

assertion, the author cited example of Kaduna State where about 76% of the total revenue 

from the federation account, equivalent to N680, 175,438.33 was withheld and left with total 

of N241, 908,669.88. The study further revealed that, apart from constitutional 

responsibilities assigned to LGs, they (LGs) perform some financial responsibilities in 

support of the federal government. Though the work is relevant and related LGs poor 

performance in service delivery (including healthcare service) to state interference, however 

little attention was made to mismanagement and inadequate internally generated revenue. 

 

Hasnain (2008) as cited in Pradeep (2011:18) in his study, “Devolution, Accountability, and 

Service Delivery: Some Insights from Pakistan”, discovered that, “the accessibility of policy-

makers to citizens in Pakistan has increased after devolution and that Local government 

sector priorities are heavily centered toward the provision of physical infrastructure; at the 

expense of education and health”. Ojifo (2008), in related research of PHC delivery in Owan 

East and West of Edo state with emphases on the impact of personnel and equipment 

inadequacies in primary health centers indicated that, only few centers were adequately 

equipped with medical equipments while merely four doctors were to take care of thirty 

medical centers and hence very difficult for them to take care of the local population demand. 

The study finally recommended transfer of PHC delivery to federal government. Relevant 

study by Conyers (2007) and Mehrotra (2006) as cited in Cabral (2011) indicated that, there 



9 

 

are few cases of positive relationship between decentralization and healthcare delivery in 

Africa. The study using LGs in Benin, Guinea, Mali and Mozambique as case study revealed 

that, there was high improvement in healthcare service delivery. On the contrary, study by 

Viet (2009) as cited in Pradeep (2012) on LG and Service delivery in Docnon and Hau-giang 

province of Vietnam argued that, there is negative relationship between decentralization and 

service delivery. The study further indicated that, public goods and services are delivered 

largely through central government due to the failure and inefficiency of services delivery by 

the LGs.   

 

Olayin and Lawanson (2010) in their study on Health Expenditure and Health Status in 

Northern and Southern Nigeria, The paper found that health care financing in both the North 

and South of Nigeria is heavily dependent on household and the proportional share by the 

household is disproportionately against the North because of the higher poverty incidence in 

the north. The study discovered that the dominance of the public providers is more prominent 

in the North,( with  more than 71%), and approximately equal share of the public and private 

health spending in the south. The study recommended increase resource allocation to health. 

The study used comparative analyses of the health expenditure and service delivery in the 

northern and the southern states, it also provided differential of the patterns of expenditure on 

health in the two regions and related the differential to rate of poverty in the regions.  

 

Similar study by Oyekale and Eluwa (2010) investigates the health care utilization and the 

health insurance of the households in Irewole Local Government area of Osun state, the study 

revealed that, the state of the Nigerian health system is dysfunctional and grossly under-

funded with percapita expenditure of US$9.44. As a result according to him, Nigeria still 

have one of the worst health indices in the world and sadly account for 10% of the world’s 

maternal death during child birth.The study also added that, the general ratings of the 

conditions of healthcare delivery in Irewole local government were very low and awareness 

about NHIS is low. The study related the general poor health condition of healthcare delivery 

in Nigerians as a result of underfunding of the sector which led to high rate of maternal death 

in child birth and lack of public awareness about NHIS. The study also rated the Local 

Government performance in terms of provision of healthcare delivery services as very low.  

Again, Lawanson (2010) in his research on fiscal federalism and service delivery in Nigeria, 

drew data from field work undertaken in six states and 12 LGAs to determine the impact of 

the federal arrangements on the basic service delivery in four key areas namely: primary 

health care, primary education, portable water and sanitation, local roads linking communities 

to health facilities etc. The work revealed that, even though federal government recognizes 

the primary responsibilities for delivering these services rest with the states and LGs,  it 

appear  that failure of the performance of the LGs in the discharging these duties had led the 

federal government to intervened extensively in primary health and education through direct 

investment in infrastructure.  

 

Habibi et al (2001) as cited in  Shah, and et-a(l2012 :3) also studied the impact of devolution 

on social sector outcomes in Argentina for the period 1970-94 and concluded that fiscal 

decentralization had a positive impact on delivery of education and health services as well as 

reducing intra-regional disparities. The study also argued that, there is significant relationship 

between effective service delivery and decentralization in Argentina. 

 

 Ahmad and et-al (2012) their study indicated that, due to dissatisfaction of centralized 

approaches in service delivery, a number of countries to decentralize responsibilities to LGs 

for better delivery, their findings also indicated that, decentralization improve accountability, 
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affordability and efficiency in service delivery. Therefore the study contends that, there are 

certain incentives to be derived from decentralization. While Workman and et-al (2012) in 

their study on healthcare delivery in Australia observed that, one third of the Australians live 

outside its major cities and there access to healthcare delivery become very difficult to most 

of the rural populace. The study utilized both primary and secondary sources of data to 

develop a model for PHC delivery in Australia. The study found that, each community has a 

better model that suits it. Omoren and et-al (1998) in their study on LG and service delivery( 

including PHC) in Nigeria indicated that, inadequate and ineffective services delivery at the 

local level were due to weakness of the social policy at the LG level, inadequate finance, and 

finally social services are largely take over by “functional organizations or interest groups”. 

The study further indicated that, federal government healthcare delivery largely failed due to 

non participation of the grassroots people. 

 

Similar study by Khaul (2012) indicated that, decentralized governance in any society offers 

important opportunity for better service delivery and more accountable to citizens. The study 

further indicated that, corruption emerged as one of the shared challenge for effective 

services delivery not only to local but to all levels of government among the European 

countries. The study indicated corruption as another challenge to local service delivery in 

Europe. Relevant study conducted by Abdulraheem and et-al (2012) on PHC in Nigeria 

opined that, insufficient medical healthcare personnel, fund and mismanagement are among 

the vital challenges for healthcare delivery in Nigeria, other factors according to the authors 

include inadequate internally generated revenue and lack of community participation, 

absence of specialized medical services, and concentration of medical personnel at the urban 

to the neglect of rural areas. 

 

Whereas Habibi et al (2001) as cited in Shah and et-al (2012) Study on the impact of 

devolution on social sector outcomes in Argentina for the period 1970-94 and revealed that 

‘fiscal decentralization had a positive impact on delivery of education and health services as 

well as reducing intra-regional disparities’. While Triesman (2000) study as cited in Shah 

(2012) using cross-country data found that ‘decentralized countries have higher perceived 

corruption and poorer service delivery performance in public health services’. 

 

Method of Data Collection 
The study utilized both primary and secondary sources; for the primary data questionnaires 

were administered to 399 respondents drown across the LGs, one from each senatorial 

districts in the state, so as to at least some relative level of representation is achieved. 

Interviews were also conducted with the beneficiaries of PHC mostly rural women and health 

personnel in the LGs under study. Facility survey was conducted round the clinics/health 

centers through personal inspection of the equipments, facilities and PHC personnel. The 

study utilized the use of toolkit by World Health Organization (2008:1) in its study on PHC 

delivery. Three indicators to be considered in analyzing performance in terms of PHC service 

delivery. These include availability, affordability and acceptability. Availability in this study 

refers to the physical access of services that meet a minimum standard. These include the 

availability of equipments, drugs and health workforce, and guidelines for treatment. The 

researcher obtained this information through facility visits. The second is Affordability i.e. 

the ability of the beneficiaries to pay for the health services rendered to them. Data in this 

regards were obtained through interviews with the beneficiaries of PHC services 

(respondents, mostly women). Lastly is the acceptability of a particular health care service 

(for instance, the level of acceptability of the public on vaccination). While in the case of 
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secondary data mostly from internet, journals as well as unpublished Materials from LGs will 

be utilized.   

 

Sampling Size 

To determine the sample size of the population for the study, Yamane’s (1967; 886) formula 

as expressed by Israel (1992;1 – 10) will be used as follows: 

 2e1
n




  

Where n = Sample size, N = Total population =824.865, e = Level of significance 

(5%)=0.0025  

n = 824.685/825.685 (0.0025) = 399 

Data presentation 

A Table1. Showing access to basic amenities No of amenities                        

                                                           Chikun LG      S/Gari LG             GiwaL/G     

Amenities                                               NO     Avg      NO   Avg             NO             Avg 

 Health centers/Clinics                              42     10846      2    7391               20           14321 

Laboratory with capacity to  

provide result within 24 hours                   17       26796     6     28334             6           47737 

Functioning Toilets                                   39     11680    23    7391                20          14321 

Waiting Area protected from Sun or Rain   22      20706    23    7391               20          14321 

Electricity                                                17      26769    23    7391               19         15075 

Generator                                                 22      20706    7      24286              3          95475 

Ambulance                                               Nil     Nil        Nil    Nil               Nil          Nil 

Source: Health Department Chikun, S/Gari LG and Giwa (May2013) 

Key: NO = Number of equipment or amenities; Avg = Average per person 

The table above indicates beneficiaries’ responses on adequacies/inadequacies of the basic 

amenities surveyed. The results indicates inadequate basic facilities for effective PHC service 

delivery among the LGs in Kaduna state, it shows acute shortage of clinics/Health Centers 

(42,23 and 20) and laboratories (17,6 and 7) with capacity to provide results within 24 hours. 

Not only that, functioning toilets, generators and power supply are often in adequate to cater 

for the growing population of the area under study. 

Table2. Showing basic (Health) equipments in Chikun and S/Gari LGs  

                                  Chikun LG                                     S/Gari                Giwa LG 

                                   No of equipments   Avg/person       NO          Avg    NO   Avg 

Adult Weighing Scale                  2                  227772         50          3400    27    10608 

Stethoscope                                63                 7230             30          5666    32    8950 

B.P Apparatus                             38                 11988           20          8500    17   16848                             

 Refrigerator                               10                                      7          24286    4    71606                                                 

Thermometer                                3                 151848          30         5666    16   17901 

Source: Chikun, S/ Gari and Giwa LGs March, 2013. 

The table above indicates that, there are insufficient distributions of basic equipments to the 

population of the Local Governments under study. For instance, available data revealed that, 

Chikun, S/Gari and Giwa LGs have a total of 11 refrigerators, while the three LGs have the 

total of 19 thermometers; with 13 refrigerators all together. This situation indicates lack of 

basic equipments to cater for the population. We therefore observed that, some of the targeted 

populations were not serviced. 

 

 Infection Control 

From the interview conducted, the study found that, all the clinics surveyed uses sterilization, 

boiling and chemical disinfection method. Whereas the main writing guideline found in most 
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clinics was the “standing order”, i.e the writing guideline for all technical staff in the clinics 

under survey. 

Table3. Showing Health personnel of Chikun, S/Gari and Giwa LGs   as at May 2013

  

       No of Human Resource    Avg/parson No of Human Resource  

                                                                                             ChikunLG      S/Gari LG               

GiwaLG 

Doctor                                                                                Nil   Avg/par  NO      Avr            NO      

Avg 

Community Health Officer (CHO)                              1       45545    20      8500           13       

22032 

Midwifery                                                                         60     7592        5       3400           32       

8950                                                    

Senior Community Health Extension Worker      164     2777      64      2656    

Junior Community Health Extension Workers      64       7117      23     7391           34     

Pharmacy                                                                           1      45545      1      170008       3       

95475 

Nurse                                                                                   15    30369     15     11333        13     

22032 

Lab Technician                                                                   27    16872     1      170008      7      

40918 

Auxiliary Dental                                                               Nil        Nil          1       170008     2      

143213 

Environmental Health Officer (EHO)                          26    17520     8        21251        6      

47737 

Environmental Health Assistant                                  15    30369    18       9444          17    

16848 

Principal Health Technician                                                          - 

Health Technician                                                                                       - 

                                                                                                                           8        21251        

Nil                                                  

X-ray                                                                                      Nil                     1         17 0008     

Nil 

Total                                                                                      347                 165        128 

Source: Health Department for Chikun, S/Gari and Giwa Local Governments 

The above table indicates that the availability of health personnel is quite below standard. 

The result also shows serious shortage of pharmacist in three LGs, with one in  Chikun and 

S/Gari LGs each and three in Giwa LG, while the investigation revealed that the situation is 

worst in the case of medical doctors and X-ray staff in all the LGs despite increasing 

demands of their service in the area under study.  

Table4 Showing Educational Qualification  

Educational Qualification Chikun LG   S/Gari LG Giwa LG 

Primary School             29                     43        55    127 

Secondary School          57                    32        32   121 

NCE/OND                    33                     37       34   104 

University                     14                     21       12     47 

Total                            133                   133     133    399 

Source: Researcher’ Survey, May 2013. 
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The table above shows that majority of the respondents that utilizes PHC in the state are 

primary school leavers, followed by secondary school leavers than those with NCE or ND 

certificates and Degree. This indicates that, either people of the areas or those who utilizes 

PHC delivery in the area reflected this figure.  

Table 5 showing maternal age of the Women beneficiaries of ANC in Kaduna state 

Maternal age           Chikun LG      S/Gari LG  Giwa LG    Total 

15-19                       13                     16                 37                   66 

20-24                        28                    26                24                    78 

25-29                        39                    38                21                     98 

30-34                        21                    14                18                     53 

35-39                         8                     11                11                     30 

40-44                         4                     8                   2                     14 

Total                        113                  113               113                  339 

 

 
The table 5 above indicates that patient within age group of 25-29 are the most beneficiaries 

of PHC facilities in the three LGs with 98 out of 399 respondents administered with 

questionnaires followed by age group of 20-24 with total of 78 respondents, and the least 

beneficiaries age group 40-44 with 14.    

 

 

Table 6 showing Distance of facility from the facility location 

Distance to facility location Chikun LG      S/Gari LG   Giwa LG            Total 

Less than 15minutes               23                   19                14                    56 

15-30                                    21                   26                32                    79 
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31-45                                    43                   51                41                    135 

46-60                                    28                   21                32                     81 

Above 60minutes                   18                   16                14                     48 

Total                                    133                  133              133                   399 

 

Table 5 above indicates that135 of our respondents mentioned that, they spend at least 31-45 

minutes from home to clinic, while 81 spend 46-60 and 79 of the respondents spend 15-30 

minutes; whereas, 48 spend above 60 minutes. 

 

Table 7 showing Quality of PHC and service utilization                     

Efficient Service Delivery   Chikun LG       S/Gari LG       Giwa LG                  

High                                        31                           43                     37        111 

Average                                62                          37                    44       143 

Low                                     40                          53                    52       145 

Total                                   133                       133                  133        399 

Source: Researcher’ Survey, 2013 

 

 
 The table above indicates that, 143 of the respondents rated PHC service delivery as average, 

while 145 rated the service low and 111 rated it high, this indicates the need to improve better 

quality health care delivery service.  

Findings 

Findings of this study reveals that, decentralization of services to the Local Government is 

reasonably receiving global concern, as many countries have resolved to decentralizing 

responsibilities to lower level of government for effective service delivery; one of such 

services is healthcare delivery. Nevertheless, despite this global concern the study exposed 

that PHC delivery in many developing countries is receiving less attention and bedeviled with 

numerous problems. Among the pressing problems includes inadequate LG autonomy, 
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funding, health facilities and qualified health personnel.   

 

One of the general observations of the study is that health personnel are not sufficient to cater 

for the growing demands of healthcare service in Kaduna state particularly in study area. This 

situation is worse in the case of doctors, pharmacists and X-ray staff.  Again, the study 

exposed that, many public health clinics are ill equipped with the basic amenities and 

equipments; this has contributed to lack of workers motivation and concentration of health 

personnel in the urban centers. In the area of transportation, there is acute shortage of official 

vehicles for PHC service delivery in the state, in response to this health personnel uses their 

personal or commercial vehicles to render health service, this make it very difficult to effect 

the needed health care service especially in the rural areas. Therefore, the service quality is 

beyond the standards since most of the clinics/health centers surveyed lacks health personnel, 

facilities and basic amenities. Therefore, this has significant effect on the quality of 

diagnosing, treatment of patient as well as the outcome of the treatment and the overall PHC 

service delivery in such areas. 

 

In the area of immunization, the study revealed that, there is considerable acceptability of the 

program in the area under study. This shows that people of the area have significant 

awareness on immunization program. Whereas in villages visited, many women do not go for 

anti natal care due to inadequate sensitization and poverty. This has significant effects on 

PHC delivery service in the area. Statistical chi-square result revealed that there is strong and 

positive relationship between decentralization and better service delivery. This decision is 

taken based on the decision rule that, if the calculated value is greater than the critical value, 

the decision is to reject the null hypotheses and vice versa. Therefore, since the calculated 

value of 449.6 at 95% confidence interval with degree of freedom (df) of 16 is greater than 

the critical value of 26.296. We therefore reject the null and accept the alternate hypothesis. 

 

Recommendations 

 From the findings raised above, the work recommends the following: There should be 

adequate supervision of Primary Health Care delivery in Nigeria and Kaduna state in 

particular, this can be achieved by employing more health personnel; in this regards, more 

health personnel have to be provided to the beneficiaries. Apart from that, sufficient training 

of Local Government health personnel is necessary if they are to provide qualitative health 

care delivery at the grassroots level, this can also be achieved by allocating more funds to 

training. However, more incentives should be enhanced especially to health personnel 

working in remote areas; this will reduce the fear of posting to rural areas. Finally there is 

need for Local Governments in Kaduna State to increase their budgets on health. In this 

regards adequate funding and autonomy is necessary for effective health care delivery. 

 

 

Frequency Table 

Table 8 showing responses on adequate decentralization 

of power and resources to LG  

   Frequenc

y Percent 

Valid 

Percent 

Cumulative 

Percent 

Valid SA 96 24.0 24.4 24.4 

A 168 21.6 22.0 46.3 

U 39 20.8 21.1 67.5 
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D 30 13.6 13.8 81.3 

SD 66 18.4 18.7 100.0 

Total   399 98.4 100.0  

Missi

ng 

System 2 1.6 
  

Total 399 100.0   

 

Table 9 showing responses on primary healthcare delivery. 

  

Frequency Percent 

Valid 

Percent 

Cumulative 

Percent 

Valid SA 108  24.0 24.0 24.0 

A 156 22.4 22.4 46.4 

U 33 20.0 20.0 66.4 

D 39 11.2 11.2 77.6 

SD 63 22.4 22.4 100.0 

Total 399 100.0 100.0  

 

 

 

Table 10 showing Chi-Square Tests 

 

Value df 

Asymp. Sig. 

(2-sided) 

Pearson Chi-Square 449.652
a
 16 .000 

Likelihood Ratio 364.542 16 .000 

Linear-by-Linear 

Association 

120.174 1 .000 

N of Valid Cases 123   

a. 11 cells (44.0%) have expected count less than 5. The 

minimum expected count is 1.93. 
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The Impact of Poverty Reduction Strategies in North Central Nigeria:  
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By 
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Abstract 

 

Over time, a lot of resources have been committed to programmes and projects aimed at 

improving the poor state of well-being among rural households in Nigeria, which make up 

over 60% of the poor people in the country. However, the reality is that the results are not 

commensurate with the resources expended on the projects. This paper looks at one of such 

programmes, the Local Empowerment and Environmental Management Project (LEEMP) 

which was executed between 2004 and 2009 to assess its impacts on beneficiaries. The study 

is hinged on the Human Capital Development Theory which implies that efforts at improving 

the quality of labour will eventually increase its contribution. As such, efforts aimed at 

improving education and skills, health and hygiene will ultimately help an individual to 

improve the quality of his life. The study also aligns with the Keynesian school which 

emphasises the welfarian and the stabilization function of the state. The methodology of the 

study consists of a questionnaire survey on benefitting households. Data is analysed using 

descriptive statistical tools and applying the logistic regression analysis. The results show that 

LEEMP has shown potential to bring improvement to the well- being of the people but its 

impacts have been limited by negative attitudes and corrupt practices of the benefactors and 

implementers, by poor infrastructure and by a lack of commitment by the major stakeholder 

in sustaining the effort. 
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Introduction 

The pursuit of poverty reduction in Nigeria has been ongoing since independence. A number 

of programmes with different names, targeted at different sectors have been undertaken at 

different times. Successive governments in Nigeria have embarked on several policy drives 

with the aim of improving major socio-economic indicators- literacy, unemployment, income 

inequality and human resource development, among others. With the Millennium 

Development Goals (MDGs) serving as a map for economic policy formulation, even more 

effort and resources are being channelled to poverty alleviation in both urban and rural areas 

in the country with increasing intensity as targets were set for the year 2015.  

 

The pursuit of better living conditions for Nigerians is an obligation the country owes its 

people and these MDGs have reiterated that in very clear terms. Some of the different 

programmes (not an exhaustive list) that have been pursued in the country and given different 

nomenclatures in both the urban and rural areas and the amounts of resources that have been 

committed to some of these and which have left much to be desired are presented below.   

 
Agriculture based Programmes which targeted improved food security and poverty reduction 

include the Operation Feed the Nation (OFN), which started in 1976 and gulped a total of 

N465.9 million before it ended in 1979 (Ukoha,2007). The Second Republic in 1980 replaced 

the OFN with the Green Revolution which had the objectives of boosting crop and fibre 

production and reducing importation of food. According to Maduagu (2001), at the end of the 

Green Revolution, N2 billion had been spent. There was the Directorate for Food, Roads and 

Rural Infrastructure (DFRRI) established in 1986 to open up rural areas and to improve the 

condition of the vulnerable poor, for which, about N1.9 billion was spent (Maduagu, 2001). 

The National Directorate for Employment (NDE) was also set up in 1986 to tackle the 

problem of mass unemployment. Next on this list was the more gender specific Better Life 

Programme (BLP) in 1987 to provide self-help and rural development, skill acquisition and 

health care. In 1989, the Peoples Bank of Nigeria (PBN) was established to cater for the 

credit needs of Nigerians and similarly, the Community Banks (CB) were established in 1990 

to concentrate on provision of banking facilities, mobilize savings and investments among 

rural residents. The Family Support Programme (FSP) was embarked upon from 1994, it was 

gender sensitive and meant to improve the life of the rural women and children and stimulate 

youth development as well and it gulped over N10 billion (Maduagu, 2001). The Family 

Economic Advancement Programme (FEAP) took off in 1997 to provide credit facilities to 

support the establishment of cottage industries in the rural areas; it was  gender biased and 

gulped N7.4 billion but accounted for only N250 million before it ended in 1998 (Ijaiya, 

2002).  

 

In the wake of the third Republic, the Poverty Alleviation Programme (PAP) was launched. 

Ten billion naira was earmarked to create 200,000 jobs nationwide. After yielding no results, 

it was restructured into the National Poverty Eradication Programme (NAPEP) in 2001, 

generally refocused in the light of the MDGs and most recently the SURE-P scheme was 

launched to use up funds saved from the removal of the fuel subsidy to encourage 

entrepreneurship. 

 

In spite of all these efforts and the resources committed to this cause, the National Bureau of 

Statistics, (2012) estimates that as at 2010, 66m Nigerians or 40.63% of Nigerians do not 

have access to 3000 calories of food per day, about 99 million or 60.5% of Nigerians are 

absolutely poor living below humanly acceptable levels of food intakes, had no decent 
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clothing and no access to standard health care and shelter. It also reports that 112m Nigerian 

are relatively poor and 99.5 million live on less than a dollar per day. 

 

This report is a reflection of worsening conditions rather than improvements. In the light of 

all the resources spent on the cause, it is a worrisome situation. The question that arises is 

whether significant changes will ever be recorded in the direction of poverty reduction. From 

insecurity rising, to fraudulent government officials, looting, the treasury, to bribery and other 

corrupt practices… Nigerians have waited on the government for a very long time to fulfil 

promises, complete projects and instil hope in them but with what the media and the internet 

dish out daily, the picture seems bleak. This is not to say that there are no cases of successes 

achieved by the government, but we await the isolated success stories to reach the majority. 

 

While it is true that well meaning individuals, donor agencies may participate in the process 

of poverty reduction, the welfarian function of the state cannot be transferred. What this 

means is that, ensuring the security and minimal/ basic welfare of citizens is an obligation 

that the government owes its citizens. It must be seen to be pursuing this cause on a regular 

basis in order for it to be succeeding in its function. 

 

Why have the results expected from these poverty reductions eluded us? What can we begin 

to do differently? The answers to the first question may be more obvious the answer to the 

second question is the one that this paper seeks to think through. We think through this 

question by trying to learn from the success and not so successful and even failure stories we 

can recognise. 

 

The objective of this paper is to review the activities by a World Bank/IDA assisted project, 

the Local Empowerment and Environment Management Project  (LEEMP) in parts of North 

Central Nigeria in order to learn lessons that can be adopted by the Nigerian government in 

its own efforts now and in the future. 

 

Theoretical framework 

The Keynesian theory, suggests that in the short run, productive activity is influenced by 

aggregate demand and that private sector decisions lead to inefficient macroeconomic 

outcomes. Some private sector decisions require active policy responses ultimately by the 

government to stabilize outputs over business cycles. Keynesian theory advocates 

government intervention especially but not restricted to periods of recession. It is expected 

that the imbalances resulting from the capitalist and other structures can be balanced by 

government interventions.  Public policies are expected to present outcomes that are 

favourable to the majority. This is the premise upon which this study is attempting to reveal 

lessons that the government can learn from as it continues to take up the challenge and seek 

every possible avenue to ensure that poverty reduction succeeds significantly.  

 

The Local Empowerment and Environmental Management Project (LEEMP) and 

Poverty Reduction in  

The Local Empowerment and Environmental Management Project (LEEMP) was launched in 

Benue State, North Central Nigeria on 26th July 2004. This project was designed to empower 

the rural communities by, not only giving them resources but also giving them the authority 

to use such resources. The result which it hoped to get was to bring them out of the vicious 

cycle of poverty. The strategy designed to bring this about was the Community Driven 

Development (CDD). This strategy changes the perception of viewing the poor and 

marginalized people as targets of poverty reduction. It partners with them in the restructuring 
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process. It supports participatory decision making, local capacity building and community 

control of resources. The five key pillars of the approach are: 

1. community empowerment; 

2. local government empowerment; 

3. capacity building; 

4. realigning the centre, accountability and transparency; and 

5. Learning by doing. 

Using these pillars, LEEMP sought to mobilize communities and give them the tools to 

become agents of their own development. LEEMP organized and encouraged community 

participation in projects implementation and disbursement of funds to finance these projects. 

LEEMP emphasized sustainable environments, livelihoods and development. The complex 

inter-linkages between poverty and environmental degradation could best be understood 

within the framework that rural dwellers rely completely on natural resources for their 

livelihoods and the existence of any form of stress on these resources is bound to translate to 

reduced earnings. Similarly, efficient and sustainable use of natural resources will require 

appropriate civic utilities and infrastructure such as link roads and markets at the community 

level. Two inter-related development objectives of the programme were that: 

1. Beneficiaries will have planned, co-financed, implemented and will continue to operate 

and maintain environmentally sustainable and socially inclusive multi-sectorial micro 

projects. 

2. The institutional framework (at federal, state and local government levels) for supporting 

environmentally sustainable and socially inclusive development would be strengthened. 

 

It was a World Bank initiative which required that an amount of counterpart funding from the 

Government be made to ensure that funding for LEEMP is released from the World Bank as a 

show of its own commitment. It also required the establishment of a special unit backed up 

by law with staff deployed to it. In terms of the structure of the project, at the federal level 

was the Federal Programme Support Unit (FPSU) which was responsible for the operations 

of the project at that level. This FPSU coordinated selection of local government areas using 

score card assessments and also provided guidance to the State Project Support Unit (SPSU) 

and Multi-Sectoral Facilitation Teams (MFTs). There was also the Federal Programme 

Advisory Committee (FPAC) whose basic function was to review and approve annual 

budgets, work plans, procurement and training plans, and also to evaluate programme 

performance and provide advice to the Federal Government on progress of implementation.  

 

The SPSU had the overall responsibility for co-ordinating and implementing LEEMP in the 

state. There was also a State Project Advisory Committee (SPAC) complementing the FPAC. 

At the local government level, there was the Local Government Review Committee (LGRC) 

which had the responsibility of sensitizing and mobilizing local leaders, wards and villages. 

They liaised with and sought technical advice from Multi-Sectoral Facilitation Teams 

(MFTs) and SPSUs. Within local Governments were Community Project Management 

Committees (CPMCs) to sensitise and mobilise members, identify priority issues and areas 

drawup development plans and mobilize community contributions in form of labour, 

materials and funds for micro-project implementation. 

 

Nine local governments in Benue State, North Central Nigeria, benefited from the scheme 

(i.e. the result of the FPSUs selection after evaluation) and they are Guma, Katsina Ala, Apa, 

Agatu, Obi, Vandeikya, Logo, Tarka, and Buruku Local Government Areas. Apa, Logo and 

Buruku were the pioneer beneficiaries of the programme. A baseline study was conducted 

before the project took off in 2004 and a summary is presented as Table one. 
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In August 2008, a document was produced by LEEMP to showcase achievements on the 

Programme in the four years of its existence. The document reported that, 106 communities 

from nine local governments in Benue State participated in LEEMP in a total of 563 projects. 

A total of N546, 701,881.10 (five hundred and forty six million, seven hundred and one 

thousand, eight hundred and eighty one naira, ten kobo) was spent on the projects embarked 

upon. 
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Table 1: Summary of Baseline Survey for all LEEMP Communities  

Sector/ Indices  Prevalent conditions at communities at Baseline in each sector 

I.  Education Sector: 

* Reduction in time/ distance to school 

* Number of school age children enrolled in schools M/F 

* Number of pupils per classroom 

* Pupil/teacher ratio 

* Average No. of hours spent in school per week by 

teachers 

* Average No. of pupils provided with seats 

 

* Many communities had no existing schools 

* on the average school children walk about 4-5km to school 

* Existing classrooms in schools were over-crowded with an average of about 75 

school children per classroom 

* Over crowded existing classrooms 

Pupils in some communities were sitting on the bare floors and blocks serving as 

tables. 

* Some schools had only 2- 3 teachers. 

* Teachers found had to spent more hours in school because of poor facilities 

II. Health Sector: 

* Average time/distance to health facility 

* No of people attending health facilities (male, female 

children) 

* No. of women attending ante-natal and post-natal 

clinics 

 

* Distance to the nearest health centre range from 5-20kms in most communities  

* Many communities had no existing health facilities. 

* Lack of qualified health personnel. 

* Epileptic health care delivery services owing to lack of health facilities. 

* Hardly no Ante-Natal and Post-natal visits by women because of poor facilities. 

III  Water Sector: 

* Average Distance/ Time spent fetching water. 

* Average cost of portable water 

 

* Most communities lacked portable water. 

* Streams/rivers and ponds were the major sources of water in communities. 

*Women and children spend 2-5 hours in a day in search of water, especially during 

the dry season. 

* On the average, about 4km are traversed by women and children to available water 

source 

IV  Transport Sector: 

* Average time spent community 

* Average cost of transportation 

* Average no of vehicles plying the roads per week. 

 

* Roads were impassable during the rainy season. 

* Cost of transporting goods and services very high. 

* Poor rural roads linking beneficiary communities with no wooden culverts and 

bridges in use. 

* Marshy walk ways difficult to use during the rainy season. 

* Vehicles hardly ply the roads especially in the rainy season. 
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V  Rural Electrification Sector: 

* No of power dependent enterprises 

* Opinion of community members on crime rate. 

 

 

* Lantern and bush lamps were sources of lightening in communities 

* Firewood and kerosene constituted the source of heating and cooking. 

* General feeling of insecurity at night 

* Limited number of small scale enterprises. 

VI Socio-Economic Sector: 

* No of Social events 

* No. of shops open for business on daily basis. 

* Types of goods now stored in markets. 

* No of livestock available for sale 

* Quantity of crops produced during off-season by 

beneficiaries. 

* No of people utilizing skills acquired (male and female) 

* Average quantity of garri/oil produced (in kg or litre) 

 

* Few social activities like community meetings due to lack of neutral venues for 

such meeting. 

* Most communities had limited sources of income (mostly natural resources). 

* No skill acquisition centres in existence in communities. 

* No agro-processing mills in communities before intervention. All process was 

done manually. 

* Insecurity of goods in market. 

* Goods were moved from homes to markets and back to homes daily. 

* Very low quantity of processed garri/oil palm. 

VII. Environmental/ Natural Resources Management 

Sector. 

* Percentage of persons now using proper toilet facilities. 

* Area of Agro-forestry/woodlot grazing land 

established/rehabilitated 

* Cost and time of transportation on water ways. 

* Area of land rehabilitated/incidence of flood removed. 

 

 

* Community members were defecating into bushes and rivers 

* Incessant snake bites in communities 

* Water ways infested with water hyacinth 

* Inadequate toilet facilities in public places such as schools and market. 

* High incidence of flooding and erosion which destroyed roads, farmlands and 

houses. 

Source: Ayoola and Ekong, 2008 
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  Table 2 shows the projects embarked upon by LEEMP as at August 2008. It is very 

important to restate that the participatory process of the community was vital to the selection 

of the projects that were carried out, that is, the Community Driven Development (CDD) 

method bringing about the selection of projects known as Community Development Projects 

(CDPs) from among those proposed by the World Bank. Votes were cast among the men, 

women and youth in the selection process and they also contributed to their execution by 

providing direct labour and other administrative duties as well of the training they received in 

those administrative areas; book keeping, procurement and auditing, etc.  

In a bid to showcase their efforts so far, LEEMP has presented its sectorial 

achievements and emerging intermediate outcomes on the lives of the people of Benue State; 

these are presented in Tables 2 and 3. 
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Table 2: Benue State LEEMP Sectoral Achievements As At August 2008 

Sectors Problems Types of Projects No 

Completed 

No 

Ongoing 

Total Cost 

Education  Existing schools were dilapidated 

 Pupils receive lectures sitting on bare floors or 

tree logs with their laps serving as writing tables 

 Lack of toilet facilities in schools 

Classroom blocks 64 141   N
 1

6
5
,2

5
2
,2

5
2
.4

0
 

School desks 4297 n/a 

Offices 48 n/a 

Tables 110 n/a 

Chairs 135 n/a 

Toilets  102 n/a 

Sub Total  4756 14 

Health  No existing health facility  

 Average distance to nearest clinics from 5 to 

20km 

 Immunization done only on National 

Immunization days  

 Epileptic health care delivery owing to lack of 

accommodation for health personnel 

P0] 

Community Health clinics 

completely furnished and 

put to use 

37 5   N
 1

2
0
,6

9
0
,7

5
8
.9

0
 

Staff residential units 48 16 

Incinerator 9 16 

SUB TOTAL  94 37 

 

Water  Lack of portable water 

 Women and children spend 2-5 hrs in a day in 

search of water 

 Women and children travel long distances (over 

4 km) to water sources 

Borehole 85 25   N
 9

7
,0

7
7
,4

6
9
.9

4
 

Dredging spring water 1 0 

Hand dug wells 10 0 

SUB TOTAL  

 

95 25 

Transport 

(roads, 

Bridges and 

Culverts) 

 Roads impassable during rainy season 

 Wooden culverts and bridges were in use 

 Access to markets, farms, hospital impassable  

Road (Km 14.5km (2 no) 0   N
 

1
3
6
,9

7
3
,

7
4
7
.6

0
 

Culverts 27 9 

Bridges  6 8 

Ferry boats 4 0 
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Speed boats 2 0 

Rail levelling 1 0 

Backfilling of bridge 1 0 

SUB TOTAL  43 17 

 

Socio-

Economic  
 Few social activities like community 

managements development to lack of neutral venue 

 No existing skill acquisition centre 

 No agro-processing mills in community 

 Processing was done manually  

Skill acquisition centres  1 0   N
 2

6
,7

0
7
,6

5
2
.3

0
 

Community halls 1 0 

Agro-processing mills 17 1 

Livestock farms 1 0 

Irrigation pumps 1 0 

Town halls 1 0 

SUB TOTAL  22 1 

Environment/

Natural 

Resources 

Management 

 Community members were defecating in bushes 

and rivers   

 Inadequate toilet facilities in public places such as 

schools and markets 

VIP Toilets 26 N/A  

Landscaping 1 N/A  

Incinerators 9 N/A  

SUB TOTAL  36 N/A  

Source: LEEMP, 2008 

Key: *N/A Not Available  
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Table 3: Emerging Intermediate Outcomes on the people of Benue 

Sector Intervention Intermediate Outcomes 

Education  Construction  and rehabilitation of 

schools 

 Construction of teachers offices, 

stores, quarters, provision of seats, 

VIP toilets 

 Reduction in teachers pupil ratio 

 Increase in school enrolments 

 Better working environment for both 

pupils and teachers 

 Improved sanitary condition in 

schools 

Health  Construction of Health Clinics 

with equipment 

 Reduction in distance/time taken to 

access health care facilities 

 Increased number of people with 

access to modern health facility 

 Increased number of children who 

are immunized 

 Reduction in infant mortality 

 Reduction in deaths from Malaria 

Water  Sinking of boreholes/wells and 

the dredging of a spring water 

source 

 Availability of portable drinking 

water 

 Reduction in distance/time taken to 

fetch water 

Transport  Construction of roads, bridges, 

culverts, ferry boats, back filling of 

bridges, etc. 

Easier access to schools, markets 

farms, etc. 

Socio-

Economic 

Activities  

 Construction of town hall, skills 

centres 

 Agro-processing mills, livestock 

farms purchase of irrigation pumps, 

etc. 

 Increased income to beneficiaries  

 Increased employment opportunities  

 Improved social interactions 

 Improved production and agro-

processing techniques 

Environmental 

Management 
 Landscaping, stone pitching of 

project sites, construction of VIP 

toilets 

 Reduction in number of people 

engaged in unhygienic waste disposal 

 More hygienic, better looking 

environment 

Capacity 

Building 
 Training in such areas as CDD 

project cycle, procurement 

guidelines, book keeping/ 

documentation, internal auditing, 

report writing, etc. 

 Increased transparency 

 Improved record keeping 

 Improved micro project 

implementation.  

Source: LEEMP, 2008. 

 

 

 

 

 

Methodology  

The population for the study was households in all the communities that benefitted 

from the project.  The survey research design was adopted. A structured questionnaire was 

designed to elicit information about the impacts of the projects on their livelihoods and 

poverty status.  A purposive sample of 18 communities from six Local Governments out of 

the 106 in nine Local Governments, which aligns with Taro Yamane’s sampling proportion 
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which proposed 9 communities and about 5 Local Governments. They are Logo, Buruku, 

Agatu, Vandeikya, Guma and Obi Local Governments. The choice of the first three was 

based on their pioneer status and the second three were selected based on ease of access for 

the researcher. The choice of communities within the selected Local Governments was also 

purposive and is justified by the fact that evidence of projects exist as well as easier access 

and proximity to projects which reduces the high transportation costs and inconveniences of 

travelling by water and bad roads. The communities are Yonov Iorshagher, Yonov Wende 

and Turan, Uke-Uke and Agbanya communities from Logo, Mbatsembe, Mbangur-Alakali 

and Mbahambe communities from Vandeikya for Zone A. From Zone B, there are 

Ashamena, ogilazi and Mbaatsua, Fada and Tse-Atim communities in Buruku and 

Mbashange, Mbakijime and Mbabum communities in Guma. Zone C is made up of Oiji-Jos, 

Auke Igeri/Enungba and Ogbalu communities from Agatu and Ameka, Ujegbe and Ekingo 

communities from Obi. Twenty five (25) households from each community, making a total of 

450 households within these 18 communities were sampled purposefully. The basis for their 

selection was their proximity to and usage of the facilities provided by the project.  

   Descriptive tools are employed to present the data and a logistic regression is 

employed to test the hypothesis. The hypothesis tested is; 

Ho: benefitting from LEEMP does not reduce the probability of being poor. 

The general form of the model estimated is; 

   

 

Z – denotes the dichotomous qualitative variable 

poor/non-poor assigned 0 and 1 respectively in 

the study; the $1.5 poverty line is adopted. 

xi – denotes the characteristic vector(s) of a 

household. 

ix1 -household income (INC2) 

ix2 -household’s income from other sources (INCS2) 

 ix3 - household benefits from LEEMP (BL) 

ix4   - household has a major economic activity (MA2) 

ix5 - household size (HS2) 

ix6 - nature of household headship (HH2) 

ix7 - source of water (SW2) 

ix8 - number of rooms in the house (NR2) 

ix9 - School age children going to school (SAC2) 

ix10 -Toilet facility (TF2) 

ix11 - Distance to the nearest health facility (DHF2) 

The specific form of the model is; 
  112102928272625242322122 DHFTFSACNRSWHHHSMABLINCSINCZ i
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Following from this score card, the survey carried out also generated a table on outcomes 

from the benefitting communities studied and it is presented as Tables 4, 5 and 6 for health, 

education and other infrastructures sectors respectively. From the entirely new health centres 

as presented in Table 4, a total of 1,013 males, 1,414 females and 1,010 children who would 

not have had access to a health facility within their communities now do so. For health 

centres that existed before, the situation, in aggregate terms, is that 72 males attended clinic 

before and 259 attended after the intervention. This represents a 259.7% increase. With 

respect to the women, 219 attended health centres before and 592 attended after the 

intervention, representing a 170.3% increase. A total of 61 children were recorded to have 

attended clinics before the intervention while 157 were recorded after the intervention, 

corresponding to a 157.4% increase. The improvements recorded are remarkable. 

 

Outcomes from the school projects are presented in Table 5. Before the renovations, total 

male enrolment stood at 912 and female enrolment was 647. After the renovations, male 

school enrolment stood at 2024 and female school enrolment stood at 1941, representing 

121.9% and 200% increases in school enrolment among male and female students, 

respectively. For the project where new structures were provided, the number of entrants is 

370 male and 380 female students. The projects can therefore, be said to have provided an 

enabling environment for learning. The number of teachers also increased but not as 

impressively as the number of school children. 



 32 

Table 4: Impact of Health Centres on Benefitting Communities as at 2010 December  

Source: Author’s compilations from the hospital records of the hospitals as at December, 2010 and Field Survey 

*Key Notes: N.a - Not Available, M - Malaria, R – Respiratory, D – Diarrhoea 

Name of Centre Male Female Children Immunization Deliveries  
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Enungba Primary 

Health Clinic+Staff 

Qtr.+Incinerator, 

Adum, Oshigbadu, 

Agatu LG 

New 420 *Na 560 Na 700 Na 984 Na 114 6/4Km 20Km Sometimes Always 24 hrs *M 

*D 

No 

electricity 

Staff 

Inadequate  

Regularly 

Mbabum Community 

Health Clinic, 

Angoroguh+Staff Qtr 

+VIP Toilet Guma 

LG 

New 325 *Na 460 Na 75 Na 70 Na 30 4/3 Km 4Km Always Always 24hrs *M 

*R 

*D 

Satisfied  Regular 

Mbakjime 

Community Health 

Clinic Tsegher (Staff 

Qtr not complete) 

Guma LG 

16 120 20 200 14 18 Na Na 3 20 3/2 Km 4 Km Always Always 24hrs *M 

*R 

*D 

Inadequate 

personnel 

Regular 

Mbashange 

Community Health 

Clinic 

Tseabende+VIP 

+Staff Qtrs, Guma 

LG 

32 59 163 265 29 89 Na 88 Na 28 4/3 Km 15 Km Sometimes Sometimes 24hrs *M 

*R 

*D 

Inadequate 

personnel 

Not 

Regular 

Orgilazi Community 

Health Clinic, 

Otsafu+Staff Qtrs, 

Buruku LG 

New 122 Na 156 Na 67 Na 106 Na 24 6/3 Km 9 Km Sometimes Always 24hrs *M 

*R 

*D 

Available 

staff 

Satisfied  

Not 

Regular 

Mbatsua Health 

Clinic Ortese+Staff 

Qtrs, Buruku LG 

24 80 36 127 18 50 33 165 8 29 5/2½ Km 6 Km Sometimes Sometimes 24hrs *M 

*R 

*D 

Personnel 

don’t stay  

No Toilet 

No H2O 

Not 

Regular 

Health Clinic at Juu, 

Turan, Logo LG 

New 122 Na 161 Na 63 Na 150 Na 15 4/1 Km 8 Km Sometimes Sometimes 24hrs *M 

 

  

Community Health 

Clinic Alakali 

New 24 Na 77 Na 105 Na 73 Na 8 3/1 Km 1 Km Sometimes Always 24hrs *M  Regular 
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Table 5: Impact of School Projects + VIP Toilets on the benefitting Communities as at December, 2010 

Source: Author’s compilation from field survey and school records.  KEY: S – Sitting, T – Teaching 

 

 

Name of School New/Renovated Enrolment 

Before  

Enrolment 

After  

Staff 

Before 

Staff 

After 

No of  communities 

benefitting/distanc

e 

 Away 

Furniture Available VIP 

Toilets  

in Use 

Problems 

M F M F M F M F Before After   

LGEA Primary School, 

Anongo Vandeikya LG 

Renovated  205 131 298 229 7 3 8 4 5/2km S- Logs of wood 

T -None 

Toilet- None 

S-Dual desk 

T- Chairs/Tables  

Toilet - VIP  

Yes Satisfied  

Mbatsambe College Nyaw, 

Vandeikya LG 

Renovated 80 40 231 205 4 2 13 2 4/1½ km S- Broken 

blocks/wood log 

T - None 

Toilet- None 

S-Dual desk 

T- Chairs/Tables  

Toilet - VIP  

Yes Satisfied 

NKST Primary School, 

Iorshagher Logo LG 

Renovated 281 211 211 354 7 1 5 - 3/1½ km S- Logs of wood 

T - None 

Toilet- None 

S-Dual desk 

T- Chairs/Tables  

Toilet – VIP 

Yes Satisfied  

Turan Community 

Secondary School, Dusa 

Logo LG 

Renovated 45 70 60 92 5 - 9 - 5/2km S- Students own 

T –Teachers own 

Toilet- None 

S-Dual desk 

T- Chairs/Tables  

Toilet – VIP 

Yes Not all blocks 

renovated 

Seats not enough 

Ugondo Day Secondary 

School, Wende Logo LG 

Renovated 35 15 250 150 5 1 10 1 3/1½ km S- Floors, logs 

T –None 

Toilet- None 

S-Dual desk 

T- Chairs/Tables  

Toilet – VIP 

Yes Satisfied  

Want other projects 

St. Joseph, the Workers 

Secondary School, 

Ashamena, Buruku LG 

New (2006) - - 120 80 - - 12 2 5/2km Na S-Dual desk 

T- Chairs/Tables  

Toilet – VIP 

Yes Satisfied 

UBE-TSS Ogbaulum Agatu 

LG 

New (2006) - - 250 300 - - Na Na 2/11km Na S-Dual desk 

T- Chairs/Tables  

Toilet – VIP 

No Satisfied 

Adum Oshigbudu 

Community School, Agatu 

LG 

Renovated 34 40 324 340 - - - - Na S-Floors/Student own 

T- Teacher own  

Toilet – None 

S-Dual desk 

T- Chairs/Tables  

Toilet – VIP 

Yes Ok, hope for more 

projects 

RCM Primary School, 

Oshigbudu, Agatu, LG 

Renovated 232 140 280 191 - - 8 8 6/2km S-Floors/Student own 

T- Teacher own  

Toilet – None 

S-Dual desk 

T- Chairs/Tables  

Toilet – VIP 

Na Satisfied 

TOTAL  912 647 2024 1941 28 7 65 17      
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Table 6:  Impact of Water projects and other infrastructure on Benefitting Communities as at December, 2010 

Name of City/Project Nature of infrastructure Average distance Description No of 

benefitting 

communities 

Problem 

Before After Before After Before After 

Ekingo, Itogo 
Borehole @ Obi LG 

Rivers/Stream as 
H2O source 

Rivers/Stream as 
H2O source 

2-3km 2-3km Open to germs, 
animals 

Open to germs, 
animals 

4 The borehole is not functional 

Okpe, Adum West Obi LG 
Borehole 
Culvert – 3 No Box culvert  

Stream  
Bad roads especial in 
rainy season 

Stream  
Bad roads especial 
in rainy season 

3km 3km The road was in 
a bad shape 
especially in the 
rains  

Same cant carry 
heavy weights 

- The borehole is not functional 
 
Culvert not properly done 

Ameka Odikpa, Obi LG 
Bridge Construction  

Deplorable road and 
inaccessible in the 
rainy season 

A little better with 
the bridge but 
difficulties still 
exist with heavy 
downpours   

- -   6 No backfilling of the bridge 
across River Ukpoyi to 
specification 

Garri industry at Mbakijime, 
Shagev, Guma LG 

 3 No Boreholes at difference 
locations 

 
 

Wells streams 

 
 

Boreholes, well, 
stream 

 
 

2km 

 
 

0.5 km 

Nonexistent   
 

water source 
open to germs 
and irregular in 
the dry season 

Garri processing 
not functional yet 

Boreholes are 
very functional 

1 CPM members not transparent 
poor LG support. Bad terrain 

s/w funds disbursement   

2 No Box culverts, Mbabum 
Community, Agorough, 
Kaambe Guma LG 

Very bad roads and 
inaccessible points 

Road now 
motorable  

- - - Roads are not 
motorable all 
year round 

the culverts help 
to ease movement 
especially in the 

rains 

2 Satisfied 

3 No Boreholes, Mbatsua 
Community Ortse, Mbaya 
Buruku 

Stream Rivers Boreholes, 
streams, Rivers 

2km 1.5 km Very difficult 
and time 
consuming to 
look for water 
especially in dry 
season 

Boreholes are 
functioning very 
well 

2 Extend the facility spread ie 
coverage 

1 No solar Boreholes,  
Mbashange community Tse 
Gbande, Guma LG 

Stream Stream 10km 10km Hard accessing 
water esp for 
dinking in the 
dry season  

Borehole is not 
functioning  

0 The committee (CPMC) 
handling the project was not 
transparent/accountable slow 
disbursement of funds high cost 
of transport of materials 

3 No Borehole, orgilazi, Etulo, 
Buruku LG 

Well Borehole wells 4.5 km 1km Stress of not 
finding water to 
fetch especially 

in dry season 

Better but1 of the 
3 is not 
functioning 

1 Inadequate support from LG 
especially 2 repair spoilt 
infrastructure no transparency 

in the CPMC 
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Source: Author’s Compilation from Field Survey, 2011 

1No Double Box Culvert 
Ashamena, Mbayaka, Buruku 
LG 

The road is bad and 
not motorables 
especially during the 
rainy season  

The road is now 
motorable in rain 
the culvert and 
proper drain  

 

- - Bad road 
especially in 
rain 

Better now even 
in rains 

5 Satisfied  

 

Box culvert, boreholes in 
Mbajor, Vandeikya 

Wells Wells 50m 2km Long distance 
and time search 
especially in dry 
season 
especially for 

drinking  

The borehole is 
not functional  

4  

1 No Borehole, Mbayase 
Yonor, Logo LG 

Stream/River Borehole  
Stream  
River 

0.5km  200m Long distance 
search 
especially in dry 
season for 
drinking 

available drinking 
water  

1 Satisfied  

1 No Borehole, 1 No Culvert 

at Mbadede, Vandeikya LG 

Stream/River Borehole  

Stream 
River  

1km 0.5 km Long distance 

search 
especially in dry 
season for 
drinking 

Available 

drinking water 
 
Road accessible 

4 Ok with Programme 

Garri Processing Mill+VIP 
Toilet Enungba, Agatu LG  

No mill Garri Processing 
Plant areal to help 
with processing, 

reading time and 
travel costs 

15km 1km Those in trade 
experience loss 
in man hours 

travelling bad 
terrain to the 
nearest mill  

loss in man hours 
reduced, costs in 
garri processing 

also reduced 

4 The proceeds from the mill are 
not able to sustain it as 
community members have to be 

tasked when it breaks down 
more like a management 
problem 

10Nos Hand drilling wells 
Adum, Oshigbudi, Agatu LG 

Stream 
River 

Well 
Stream 

7km 2km Streams open to 
animals too. 
Water not clean  
Dry season 
shortages 

especial for 
drinking  

Safe H2O from 
wells, especially 
for drinking all 
your round and 
reduction in the 

cases of H2O 
borne diseases 

3 Wells are working well 
satisfied 
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Table 6 shows that, boreholes were the most common projects within the “water and 

other infrastructure” category. Before the provision of the boreholes within these 

communities, the most common sources of water were rivers, stream and hand dug wells. 

These water sources were located within an average distance of 4.3km of the benefitting 

communities. They were also seasonal in nature, being more available in the rainy season and 

scarce in the dry season. The safety of the water was also not guaranteed as the source was 

accessible to animals and playing children. The boreholes are providing succour especially in 

improving the safety of water and overcoming the dry season shortages. 

In spite of these success stories, there were complaints in some communities in Obi 

and Agatu LGAs of broken down boreholes with no repair efforts in sight, incomplete 

borehole projects which had not been put to use and so in such places, the boreholes were not 

being enjoyed and so for them, the impacts were yet to be felt. 

Box culverts were also constructed to ease movements that had become difficult 

especially in the rainy season. In the few places where good jobs had been done, the 

communities attested to much easier movement across such areas. Some communities in Obi 

Local Government complained about poor quality of the backfilling of the culvert so the road 

is still not in use. 

The third project within this category was the Garri Processing Plant with VIP toilet 

in Agatu and Guma Local Governments. There was no such facility before the project and 

processing had to be done 15km away along bad terrain. Citing the garri processing plants 

closer home reduced transportation and general production costs which is likely to reduce the 

price at which garri is sold.  

The fourth and final area where impacts were investigated was income. Only 3.6% of 

the entire respondents attest to improvements in income. While it is true that the targets of 

these interventions are basic needs, it is expected that multiplier benefits influence income 

positively in the long-run. The transfer mechanism that justifies this is that healthier people 

are more productive. Educated, literate people can improve on their productive capacit ies and 

reduction in loss of man hours should increase the time that can be channelled to more 

productive ventures. That is to say that expecting an eventual increase in incomes is not out 

of place. 

However, the influencing factors to consider may be time and the sustainability of the 

projects.  The influence of time is of the essence in the sense that, it may take a while for the 

benefits to manifest and for tangible progress to be recorded. Secondly, in the time we are 

waiting, if the projects are not sustained, the multiplier mechanism may be disrupted and the 

results aborted. 

In order to test the hypothesis that benefitting from LEEMP does not reduce the 

probability of being poor, the model specified earlier was estimated and an extract of the 

results is presented as Table 5. 

Table 7 : Regression Results 

 Coefficient  SF Sig Exp (B) 

Constant -1.971 2.274 0.386 0.139 

INC1 -0.090 0.000 0.000 0.090 

INCS1 -0.170 0.346 0.961 0.983 

BL -2.130 0.603 0.724 0.808 

MA1 -0.170 0.108 0.873 0.983 

HS1 -0.769 0.497 0.122 1.464 

HH1 -0.515 0.802 0.521 1.598 

SW1 -0.084 0.183 0.648 1.920 

NR1 -0.156 0.191 0.414 1.856 

SAC1 -0.035 0.200 0.861 0.560 
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TF1 -0.112 0.209 0.559 0.885 

DHF2  -0.219 0.175 0.209 0.803 

Source: Culled from Appendix  

 In addition to the table, the other results that the regression gave in describing the overall 

performance of the model are discussed (See Appendix for details). The beginning Block 0 

that shows the classification accuracy of our dependent variable within our sample’s 

variability is 79.9% correct. The Wald statistic of 121.733 shows that the outcomes, poor and 

non- poor in the beginning Block 0 are statistically different from each other, meaning that 

the number of people who are either poor or non- poor within our sampling variability are not 

equal. The omnibus tests of model coefficients are set to test the hypothesis of whether there 

is at least some predictive capacity in the regression equation. With a chi square value of 

270.489, which is statistically significant, we can feel confident that the model has something 

to say. Still on the predictive capacity of the model, the test reports that the -2 Log likelihood, 

which works like the chi square but is considered more accurate for logistic regressions, is 

128.938
a   

and it rates the models performance highly. The more conventional R
2
, the 

Nagelkerke R square is 0.779 while the Cox and Snell R square is 0.493. Even though within 

the logistic set up, they are regarded as pseudo R squares and their values are usually good 

indicators. Measured on two different scales, the results imply that the explanatory power of 

the model lies between 49.3 and 77.9 per cent. The Block 1 classifications of the dependent 

variable from the sample on estimation also increased from 79.9% to 99% meaning that we 

have increased the classification accuracy of the model by about 19 percentage points on 

estimation. 

 The signs on the coefficients on INC1, INCS1, BL, MA1, HH1, SW1, NR1, TF1, and 

DHF1 conform to our a priori expectations while those of HS1, and SAC1 do not conform to 

the a priori expectation. Comparing the beta coefficients with standard errors, only the 

coefficient of INC1 is significant, all the others are not.  

The coefficient of BL is -0.213. This is interpreted that benefitting from LEEMP 

reduces the probability of being poor by about 21.3%. A further inspection of the odds ratio 

shows that benefitting from LEEMP makes an individual 0.98 times less likely to be poor. 

We will discuss the extent of these reductions in subsequent sections but based on the 

evidence from this sample, we reject the null and accept the alternative hypothesis that 

benefitting from LEEMP reduces the probability of being poor. 

Examining the other variables in the model, when a household has a stable, main 

economic activity instead of depending on uncertain and irregular sources (like gifts from 

children or other family members) the probability of being poor is reduced. This means that it 

is important to seek ways to develop, improve upon and sustain a household’s economic 

activity when the pursuit of poverty reduction is sought. The coefficient on INCS1 is 

negative, meaning that income from other sources reduces the probability of being poor. In 

the rural areas, there is a huge reliance on financial support from well to do family members 

and friends. The odds ratio shows that a household receiving income from other sources is 

0.98 times less likely to be poor. 

The coefficients on SW1, NR1, TF1, and DHF1 also conform to our a priori 

expectation. The odds ratios also show that having a good water source, more rooms in the 

house, good toilet facilities and a health facility within 30 minutes of your location makes 

you about 0.8 times on average less likely to be poor. The provision of these facilities has 

positive effects on the productivity of labour, i.e., good hygiene and health care. The 

coefficient of school age children in school does not conform to the a priori expectation. It is 

seen to be reducing the probability of being poor rather than increasing it. This may not be 

unrelated to the ease with which the schools are now being accessed and the governments’ 

basic education programmes in them.  
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Next, the problems associated with effective poverty reduction in the experience of 

LEEMP have been discussed in a fish bone diagram under specific areas of concern. 
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PROBLEMS OF LEEMP DISCUSSED IN A FISH BONE DIAGRAM

INEFFECTIVE 

POVERTY 

REDUCTION 

INPUTS/  

PROGRAMME DESIGN 

IMPLEMENTATION 

- The method of CDD should be 
improved upon to consider cultural 

variations and differences especially 

in creating the list of projects to be 

embarked upon. 

- Substandard materials were used on 

some projects, so some never worked or 
worked well while some have broken 

down and have been abandoned. 

- Monitoring officers keep changing, the 

lack of consistency per project monitor 

affects final outcome 

  

EXTERNALITIES 

- Counterpart funds are also required by 

the donor agencies for their support to 

continue. 

- Government is not meeting its obligation 
of providing counterpart funds; it can 

therefore act like it has no stakes in it. 

- This lack of commitment shortens the 

lifespan of the project and its continuity.  POST 

IMPLEMENTATION 

- The projects are handed over to the 

community completely and at this point, 

general maintenance and repairs become 
difficult. 

- Some stakeholders put in charge of the 

projects are corrupt and selfish.  

METHOD 

- The conditions tied to the project from 

the donors, though understandable, are 

stringent. It waters down the “grant aid” 

nature of the intervention. They could be 

relaxed a little not in aspects of 

accountability but resource allocation.  
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Lessons learnt and conclusion 

 LEEMP impacted positively on the lives and livelihoods of benefitting communities. The 

improvements in access to basic healthcare, learning and teaching conditions as well the reduction 

in man hours lost searching for water and moving from one place to the other especially across 

streams and rivers are commendable.   

From the results we have seen that the results that were got were anticipated, the result of 

planning was to improve on the baseline status. That is to say that poverty reduction must be a 

deliberate plan and is not likely to happen as an accident.  Also, there is evidence to show that 

income and non- income components of poverty are vital to sustainable poverty reduction. When 

programmes are in planning stages, expected outcomes must be clearly defined and the path of 

achievements clearly drawn out. This seems to be an ingredient lacking in most other government 

initiatives. 

Also, the participatory CDD approach is very useful. Making the poor partly responsible for 

the outcomes that are meant to improve their lot will increase their vigilance and increase 

transparency and accountability on the part of implementing agencies to the extent that they (the 

poor) do not allow themselves to get corrupted by them. The aspect of community participation also 

increases the relevance of projects embarked upon because, the needs of the targets are more likely 

to be met and this is essential for effective poverty reduction. 

The searchlight is again thrown on the government who are not seen to be showing full 

commitment at all times to these projects. In spite of the many responsibilities that the government 

has, the issues that pertain to ensuring the basic survival of the citizens must always be a priority; 

that what the state function is all about.  

 This study therefore prescribes three ingredients that are useful for any poverty reduction 

effort; deliberateness in planning for income and non – income poverty reduction, involving the 

poor as part of the implementation process and increased government commitment. 
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Utilization of Facility Health Service: Perceptions and Attitudes of Maternal 

Health Patients. 

By  
Alfred Akwala Okoth* 

Abstract 
Ensuring timely access and utilization to prenatal health care is a critical strategy for improving 

pregnancy outcomes. The principal idea is for maternal health patients to seek and utilize trained 

facility health attendants.  Although improvement has been made in regard to both prenatal and 

postnatal Maternal-Child care in Kenya, the media still  carry stories of Maternal Health patients 

preferring to give birth at home than in a health facility especially in rural setups and thus putting 

their lives and that of the unborn at risk. Kenya Vision 2030 focuses on provision of quality, 

efficient and acceptable health care systems.   The Vision’s first Medium Term Plan-MTP (2008-

2012) assessment reveals that there has been considerable decline in child mortality rates despite the 

regional disparities. In the Kenya Demographic and Health Survey 2008/2009, the national under 

five mortality rate (UMR) stood at 74 per 1,000, with regional estimates ranging from 51 per 1,000 

in Central to 121 per 1,000 in Western and 149 per 1,000 in Nyanza. The MTP target of the under 

five mortality of 55 per 1,000 live births in 2009/2010 was not attained.  This study will attempt to 

assess perceptions and attitudes of Maternal-Child patients towards the utilization of Facility Health 

Services (FHS). The problem in this study was failure for Maternal-Child health patients to seek 

and utilize skilled maternal health services. Information dissemination to Maternal-Child patients 

will ensure acquisition of knowledge which will lead to attitude change and eventually change of 

practice. This could be realized through information exchange through dialogue and group 

participation in activities deemed to empower them in Maternal-Child health knowledge. Lack of 

knowledge and ignorance has been associated with poor Maternal-Child outcome especially in rural 

areas. This study will assess the appropriate communication strategies to enhance Maternal-Child 

health utilization among the rural population. Effective communication strategies if practiced will 

enable rural Maternal-Child health patients utilize skilled services from a health facility. The study 

would be relevant to the Ministry of Health, the Donor agencies, facility and community health 

workers in designing policies related to Health services in communities. One of the proposed 

strategies to accelerate the attainment of maternal-child health is improving availability, access and 

utilization of maternal and new born health care; the study could hence provide insight in how 

communication could be used to achieve utilization of skilled maternal health care from a health 

facility.  The findings of the study will also add to the already existing knowledge in the subject of 

communication and Maternal-Child Health and hence can be used as a foundation to future studies. 

The study creates platform further researches in the field of communication with particular 

orientation to Maternal-Child health. 

Keywords; health facility, prenatal health care, Ministry of Health, community health, Donor  
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Introduction 

According to a WHO (2008) report, maternal health refers to the health of the mother during 

pregnancy, childbirth and the postpartum period. The report further states that expectant women 

must have access to basic health care since giving birth is a positive and fulfilling experience, 

however,  for many women in poor countries, it is associated with suffering, ill health and even 

death. In rural areas access and utilization of appropriate maternal health services is an issue that 

relates directly to communal development.  The KPSA (2011) report acknowledges that Maternal 

Health is not only a woman’s issue; as the mother’s health has a direct bearing on the health of her 

newborn as well (p.112).  

 

Kenya is one of the countries in the Sub-Saharan Africa with the highest Maternal-Child mortality. 

Comparison of Maternal Mortality Ratio (MMR, deaths per 100 000 live births) estimates by 

country carried out in over 172 countries during the years  1990, 1995, 2000, 2005, and 2008 puts 

Kenya among the seven countries which had made no progress towards improving maternal health 

(pgs 28-32). Other countries being Zimbabwe, Zambia, Swaziland, Somalia, S. Africa and Congo. 

According to a report in The first Annual Progressive Report (APR) for the Medium Term Plan 

(MTP) of the Kenya Vision 2030 in May, 2010, the Vision’s target of reducing maternal mortality to 

254 per 100,000 live births was not achieved, instead there was an increase in maternal deaths to 

488 per 100,000 live births up from the estimated MMR of 414 per 100,000 births in 2007(p. 95). 

This is a major challenge to the country and it is mostly attributed to unskilled attendants during 

birth as most of these deaths occur to the mother or newborn during birth. According to the same 

review (p. 95) Vision 2030 targeted to increase provision of skilled attendants to 65% but during the 

period under review only 43 per cent of deliveries were carried out by skilled birth attendants 

indicating a decline from 51 per cent in 2007. 

 

Immunisation is one of the facilities that should be provided by Facility Health centres. The 

2008/2009 Kenya Demographic Health Survey (KDHS) indicate that 77 per cent of children were 

fully immunized with minimal difference in terms of coverage between urban (81%) and rural 

(76%) (pg96).However, in the review regional disparities are evident with the lowest proportion of 

immunized children being residents of North Eastern (48%) and Nyanza (65%) while highest in 

Central (86%) and Rift Valley (85%) (p. 96).Vision 2030 had targeted to have 85% immunization 

coverage during its first Annual Progressive Report (APR) for the Medium Term Plan (MTP) of the 

Kenya Vision 2030, however this target was not met. Implementing Strategic Communication 

approaches to the rural communities could be one of the essential ways to change the status of a 

rural community. Women to a larger extent have been the custodians of health in the rural 

households. However rural women continue to   suffer greatly during pregnancy or childbirth due to 

ignorance or lack of knowledge. There are different ways in which Maternal-Child Health patients 

receive Maternal-Child Health knowledge and these hence influence their perception and reaction to 

Maternal-Child health utilization. This requires behaviour change in regard to perceptions and 

attitudes towards the utilization of Facility Maternal-Child health services. This includes utilization 

of skilled maternal health professionals and maternal health mothers taking their newborns through 

all the stages of vaccination.  

 

Transforming the perceptions and attitudes of mothers in rural areas is one way of encouraging 

them to seek skilled Maternal-Child health and immunization services.  

Stephen L, I and James R, K, (1998) in the African Journal of Nursing and Midwifery 11(2), 2009 

acknowledge that communication can be used as a strategy for attacking some of the nation’s health 

problems. Maternal-Child health is one of the biggest problems especially in the sub-Saharan 

Africa.  Information of different types can be used to raise health awareness which in turn leads to 

utilization. The information should entail health education to convey messages about preserving 

health care.  
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  Acquisition of Maternal-Child health knowledge influences a great deal the pregnancy outcome 

and the survival of the newborn.  Maternal-Child health knowledge could be from Facility Health 

Provider (FHP), Community Health Worker (CHW), Traditional Birth Attendant (TBA) or Family 

and Friends. A Maternal-Child health patient hence requires to be informed about healthcare 

utilization. A study was carried out in Australia on Maternal health refugee patients to find out what 

influences the utilization of skilled Maternal-Child health services. Riggs Elisha, Elise Davis, Lisa 

Gibbs, Karen Block, Jo Szware, Sue Casey, Phillipa Duell-Piening and Elizabeth Waters (2012) 

carried out this study and found language to be barrier that hampers access to maternal health. They 

say cultural differences, language difficulties, lack of awareness of available services and lack of 

health provider understanding of complex health concern of refugees can all contribute to inhibited 

access to health care (p.12). In Kenya, Amuyunzu-Nyamongo Mary and Taffa,N (2003) carried out 

a study to assess the contribution of the environment and poverty to human morbidity and mortality 

in relation to children aged below five years. They found out that the mother’s lack of adequate and 

clean water; unsafe waste disposal systems; lack of adequate and nutritious food and lack of the 

community’s knowledge of their children’s sickness contributed to a high rate of morbidity and 

mortality in Nairobi’s informal settlements.  They therefore recommend that there should be 

understanding and willingness to participate among the community in order to have a platform for 

action (pg, 17). 

 In another study   Taffa Negussa and Obare Francis (p.10) found out that education greatly 

influence the disparity in health service utilization and hence the probability of survival for children 

born. Specific studies are helpful in approaching issues related to Maternal-Child health ranging 

from awareness, access and utilization. This calls for avenues for sensitizing Maternal-Child health 

patients on the importance of utilizing skilled Maternal-Health Attendants.   

 

In one of the studies about hospital factors associated with Maternal mortality in Kenyan hospitals 

Magadi Monica, Dimond.I andMadise Nyovani(2000) say, even though more than half of the births 

take place in a health facility, one important question is: of the women who manage to get to the 

health facilities what are their chances of dying from maternal causes and what factors are 

associated with this probability? According to their household survey 46% of maternal deaths were 

observed to occur in a health facility (pg.6). 

  

Filippi Véronique, Carine Ronsmans, Oona M R Campbell, Wendy J Graham, Anne Mills, Jo 

Borghi, Marjorie Koblinsky& David Osrin (2006)  point out that to reduce maternal mortality by 

two-thirds by 2015 according to the  Millennium Development Goal for maternal health (MDG-5),  

access to skilled attendants at birth, immediately after, and timely referral for emergence care are 

necessary(p. 1535). They add that promotion of childbirth in health facilities is the most likely 

strategy to prevent maternal deaths (p.1539).  This can be done formally or informally.   

Ronsmans Carine & Wendy J Graham (2006) also argue that the goal of preventing maternal death 

will ultimately be dependent on strong health systems ensuring high coverage of midwifery services 

supported by timely and competent hospital care, especially in the poorest countries in sub-Saharan 

Africa (p.1198).  

Dagron, (2001) acknowledges that establishing a dialogue with beneficiaries during a health 

campaign builds up   a sense of “ownership” within the community hence making the consumers 

change their behavior. Approaches formulated for communities should hence be participatory for 

them to be embraced by the community in question.   Pade-Khene (2010) observes that in churches, 

the clinic, schools and at funeral or traditional ceremonies people are informed about the current 

affairs in the community, providing them with a platform to communicate and discuss their views, 

which can shape the social-cultural and economic status of the community (p. 270).  

 

Specific studies are helpful in approaching issues related to Maternal-Child health ranging from 

awareness, access and utilization. This study is hence an examination of how communication can be 

mainstreamed into Maternal-Child health promotion campaigns among the Kenyan rural 
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population. This requires behaviour change in regard to perceptions and attitudes towards the 

utilization of Facility Maternal-Child health services. This includes utilization of skilled maternal 

health professionals and maternal health mothers taking their newborns through all the stages of 

vaccination. Transforming the perceptions and attitudes of mothers in rural areas is one way of 

encouraging them to seek skilled Maternal-Child health and immunization services. The focus of 

the study was particularly on the rural population who are greatly faced with Maternal-Child health 

challenges especially utilization. 

 

Method of Data Collection and Analysis 

The study was carried between February, 2013 and May, 2013 from sampled areas in the rural parts 
of Busia County.  

The study was conducted in Western province, Busia County a representative of the rural 

communities of Kenya and also an area confronted with a myriad of health related problems.  

According to the 2009 population census, the county has a population of 232,075 males and256, 

000 females making a total of 488,075 persons (KNBS, 2010). The main economic activities are 

farming and fishing. The study was conducted in three constituencies; Butula, Nambale and Teso 

North. 

 

As stated in abstract of this paper the study adopted the mixed method design so as to facilitate as 

much clarity in the making of adequate and concurrent research conclusions and also facilitate the 

much needed attention to detail and by transitivity increase accuracy of the thesis. The mixed 

method incorporates both qualitative and quantitative approaches to data collection, data and 

analysis. The study was carried out in Busia County, in 3 constituencies namely Teso North, Butula 

and Nambale. The survey was sub-divided into 5 strata namely antenatal and postnatal health 

patients, facility health staff, traditional birth attendants, community health workers and 

religious/cultural leaders. 

 

 Data collection 

A cross sectional study of all willing participants residing in the study area was carried out. 

Participants were asked to give signed informed consent before participating in the study. The 

objectives of the study were clearly stated and participation was strictly on a voluntary basis. 

Quantitative and qualitative data collection methods were applied. Structured questionnaires were 

administered to the participants while in-depth interviews were conducted to allow for detailed 

exploration of the participants’ knowledge and experiences. The questionnaires were designed to be 

responsive to the objectives of the study. Some of the interviews especially with TBAs and CHWs 

were either conducted in the informant’s first language (vernacular) or Kiswahili. The researcher 

was assisted by local translators, and the responses were recorded in English. Given that this was a 

mixed method research, the researcher utilized both purposive and random probability sampling in 

order to get a sample representative of the whole research population. The researcher hence utilized 

both probability and non-probability sampling. Purposive sampling procedure was used select the 

sites and subjects on the basis of their relevance to the study.   Kothari (2004) states that items for 

the sample are selected deliberately by the researcher; his choice concerning the items remains 

supreme. 

Purposive sampling will be used to select the sample required for the research and thereafter 

stratified random sampling will be used to sample the exact population required for the research 

study. 

 Four groups of the target population were purposively sampled; these are women attending 

maternal clinics, facility health workers, community health workers, and Traditional Birth 

Attendants and Cultural/Religious leaders.  The stratified random sampling was used to select the 

required number for the research sample from each stratum. Each of the strategy used is assumed to 

achieve an objective. Lindlof and Taylor (2002:120) argue that the sampling strategy ensures that 
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the researcher is guided on his/her choices of what to observe or whom to interview. They further 

say that when more than one sampling procedure is used in a research each is designed to address a 

different research need. Qualitative design aimed at discovering the underlying motives and desires, 

using in-depth interviews while quantitative design was utilized for the sake of examining the 

relationship among variables.  

Why the study used Mixed Methods  

The use of both quantitative and qualitative approaches in combination provides a better 

understanding of research problems than either of the approaches (Creswell,2009). 

a) Data Triangulation by mixing qualitative and quantitative data about maternal –child health 

issues will elicit superior evidence as the qualitative and quantitative data is converged and 

corroborated.  

b) Creswell (2009) believes that use of both approaches ensures that the strength of the study is 

greater than either qualitative or quantitative research as  it  offsets weaknesses and provides 

stronger inferences (pg. 04) 

c) Use of both qualitative data will ensure completeness of the research findings as it provides 

richness and detail descriptions to the study. It enables a researcher to answer a broader and 

more complete range of research questions because the researcher is not confined to a single 

method or approach. 

d) Some data may be by either qualitative or quantitative methods and hence mixed method plays a 

complementary role to help clarify and illustrate results from each one of the methods. 

e) Qualitative data which is mostly a narration is backed up with statistical scores from 

quantitative data. 

f) Mixed methods assist the researcher to compare and contrast both qualitative and quantitative 

data. 

Procedure for conducting mixed method research 

Concurrent mixed method strategy was  used in generation of data at the same time and the analysis 

was be done simultaneously so that  the two databases are compared to determine the similarities or 

differences that exist to ensure validation of the data findings. This is called timing. 

The study will give more emphasis on qualitative approach than the quantitative approach 

(Qual+quan).  The quantitative approach will have a supportive role. This is referred to as weighing. 

 

The merging of quantitative and qualitative occurred at the analysis level. This was done through 

concurrent embedded strategy where both qualitative and quantitative data is merged 

simultaneously during the collection stage, transforming qualitative themes into counts and 

comparing them with quantitative results a term referred to as mixing. 

Data analysis procedures  

Data from qualitative data (In-depth interviews) was analysed through thematic analysis which was 

done through open coding, axial coding, and selective coding which was systematically used to 

analyse the data and come up with findings. The generated data from in-depth interviews will first 

be transcribed from the storage facility, and then it will be systematically coded by identifying 

discrete concepts and using open coding to organize the data into patterns giving each pattern a 

unique code. The discrete concepts that are related to the same phenomenon were placed together 

under conceptual categories.  Axial coding to identify linkages and relationships within and 

between the different categories were then used.  Selective coding was used to connect the 

categories and integrate the key themes.  Themes and concepts from the various data sources were 

then compared and contrasted.  The researcher will constantly be identifying new categories and 

comparing them to the existing categories. This will involve assigning of codes to themes in 

qualitative data and counting how many times they occur in a text, these quantified qualitative data 

can then be compared with quantitative data.  
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Quantitative data analysis involved checking, editing and coding of the generated data. Coding will 

involve converting verbal responses to numerical codes and this can occur when open ended 

questions are employed. The data was then analyzed using descriptive statistics to determine the 

distribution of scores of measurements using a few indices or statistics. These include mean, mode 

and median.  Correlation and regression statistics was also applied to find out the relation between 

variables so as to explain the extent to which the findings allow generalization of the results.  

 

Findings 

Antenatal Maternity Clinic Respondents 

Demographic information 

The study was carried out on 32 antenatal respondents whose overall mean age was 30.11.The 

minimum age of the women was 17 years while the maximum age of the women was 43yrs.The 

Median age of the patients was 29 years and the modal age was 25 years. The range (Difference in 

age between the patients) was 26 years. The total sum of the patients’ ages was 813 years. The table 

below gives the age distribution among the patients. 

 

Table 2.2.1: Table showing age, frequency and corresponding percentages of antenatal 

maternal clinic respondents 

AGE FREQUENCY PERCENTAGE 

17 1 3.7 

18 1 3.7 

21 1 3.7 

24 2 7.4 

25 4 14.8 

26 2 7.4 

28 2 7.4 

29 1 3.7 

30 1 3.7 

32 2 7.4 

34 2 7.4 

35 3 11.1 

37 1 3.7 

41 1 3.7 

42 2 7.4 

43 1 3.7 

TOTAL 27 100 

 

It is however important to note that 5 respondents did not indicate their respective ages and hence in 

the tabulation their entries were filtered out since they were irrelevant. As is shown above the study 

was taken on fertile antenatal patients who were between the 17 and 43 years which is considered to 

be the prime maternal age bracket. No bias was taken in specifying which women were to be 

included the study, the criteria was that an antenatal patient had to be expectant. As has been stated 

earlier the study took place in Busia county but zoomed in mainly in 3 constituencies which were:-

Nambale, Teso North and Butula . In Nambale constituency the number of respondents that took 

part in the study was 4 which correspond to a 12.5% of the total number of respondents and in 

Butula data was collected from 8 respondents. 

 

 In Nambale constituency the survey was carried out in Nambale Health Facility. In Teso North 

constituency the frequency of respondents was 20 which constituted a 62.5% of the total number of 

respondents. In Teso North the survey took place in Chamasiri Health Centre which had 7 

respondents translating to a 21.9% of the overall study population, Kolanya Health Facility which 

had a total of 3 respondents translating to 9.4% of the sample size, Moding Health Facility which 
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had 6 respondents that translates to 18.8% of the sample size, Malakisi Health Centre whose 

respondents were 2  constituting  6.3% of the sample size ,Changara and Tamulega Health Facilities 

which  had  1 respondent each  constituting a 3.1%  each of the overall  sample size. 

In the third constituency, Butula the survey was conducted among 8 respondents whose percentage 

over the total sample size was 25%. The survey took place in Bumala Health Facility with a 

frequency of 7 respondents with an overall percentage 21.9% of the overall sample and Burinda 

Health Facility with a frequency of 1 respondent constituting a 3.1% of the sample survey. Below is 

a segmented table showing the Name of the constituencies and the health facilities from where the 

sample was drawn. It is however important to note that the percentages shown below in the table are 

different from those shown above and this is because the percentages shown above are with respect 

to the whole  sample size of 32 antenatal  respondents whereas in the segmented table below each 

constituencies percentages are tabulated as per the sample population drawn from the constituency.  

 

Table 2.2.2: Table of Constituencies, Health Facilities and their respective frequencies and 

Percentages 

 

7 87.5

1 12.5

8 100.0

3 75.0

1 25.0

4 100.0

7 35.0

1 5.0

3 15.0

2 10.0

6 30.0

1 5.0

20 100.0

Bumala

Burinda

Total

Nambale

Tanaka

Total

Chamasiri

Chamgara

Kolanya

Malakisi

Moding

Tamulega

Total

Name of  constituency

Butula

Nambale

Teso North

Frequency Percent

 
Employment status 

Among the interviewed Antenatal patients it is important to note that 25% of them were employed 

whereas the rest 75% were unemployed and were stay at home wives. 

 

Table 2.1.2.1: Table of employment status, respective frequencies and percentages 

 

EMPLOYMENT STATUS FREQUENCY PERCENTAGE (%) 

YES 7 25 

NO 21 75 

TOTAL 28 100 

 

i. It is here that we start analyzing our data. In accordance to the study’s first research 

objective which is to determine the perception of Maternal-Child health patients towards the 

utilization of Facility Health Service. The study would like to determine whether one’s 

employment status influences their satisfaction levels with the services being offered at 

heath facilities. 

ii. There is a relationship between the employment status and satisfaction with Facility health 

services. The level of confidence was found to be at 99% among the employed respondents. 

, On the other hand, was found to have a strong positive correlation of 0.83 which was tested 
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to be significant at 0.01 level of significance. This therefore leads to the conclusion that the 

employment status of the antenatal patients was a key factor that influenced the level of 

satisfaction with the Facility services and hence influences utilization as compared to 

unemployed patients. 

 

Among the interviewed respondents 8 of them were having their first pregnancies and the 23 of 

them were among those not having their first pregnancies however, 2 respondents did not give their 

maternal age for the rest of the respondents apart from the 1
st
 pregnancy is shown in the chart 

below: 

 

Maternal age 

Figure 2.1.3.1: Maternal age vs Frequency of respondents in their second and above pregnancy  
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Among the 23 antenatal respondents who were either in their 2
nd

 or above pregnancy among them 

12 said that for their earlier pregnancies they gave birth at home. This constituted to about 52.2% of 

the respondents and the rest 11 respondents said that they had given birth in health facilities which 

added up to a percentage of 47.8% of the respondents. The respondents gave the tabulated reasons, 

on the next page as the reasons as to why they opted to give birth either at home or at a health 

facility. The tabulated data is segmented so as to give clarity on each individual aspect as a part of 

the reason why and not as a generalized or overall and mass ‘chunk’ of the data. 

  

Table2.1.3.2: Table for reasons of birth of children either in a health facility or at home with 

their respective frequencies and percentiles 
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1 8.3

1 8.3

1 8.3

1 8.3

1 8.3

7 58.3

12 100.0

4 36.4

1 9.1

2 18.2

1 9.1

1 9.1

1 9.1

1 9.1

11 100.0

baby was big

Good serv ices

HIV satus

Husband Insist

It is healthy

Secure

Total

health facility  f ar away

i am TBA

Lack of  inf ormation

No Good serv ices

No money

No relevant f acilities

Unexpected labour pains

Total

Where child was born

In a health f acility

At   home

Frequency Percent

 
 

From the table above the predominant reason as to why the  respondents opted to give birth in 

health facilities  as compared to other places is that they felt secure  delivering in a health facility, 

this makes up 58.3% of all the reasons given. On the contrary, the popular reason as to why the 

respondents who gave birth at home opted to do so was because the health facilities were far away 

from where they resided, this accounted for 36.4% of the reasons under this category. They also 

added that they felt safer in the hands of relatives and friends who were experienced or had 

knowledge on maternity issues and procedures and the Traditional Birth Attendants who are readily 

available near their areas of residence.  

 

Postnatal care 

This is the care mothers and newborns receive after delivery including treatments arising from 

complications after birth and immunization schedule. Dissemination of information and utilization 

of health care services after delivery is very important for preservation of good health among the 

rural population. Magadi, A Monica (2002) points out that apart from mere attendance of antenatal 

care, the quality of care received (in terms of the timing and frequency of visits as well as the 

content of the care) plays a key role for outcomes (pg, 96). This means that utilization of maternal-

child health does not end at delivery but continues and the newborn has to attend all the stages of 

vaccination to avoid being infected by immunisable diseases. 

 

 Utilization of this service especially among the rural women is poor. Immunization is one of the 

services postnatal patients get. According to the World Health Organization (WHO), a child is 

considered fully vaccinated if he or she has received: a BCG vaccination against tuberculosis; three 

doses of DPT vaccination to prevent diphtheria, pertussis and tetanus; at least three doses of polio 

vaccine and one dose of measles vaccine (KDHS 2008-09, pg 19). These vaccinations should be 

received during the first year of a child’s life.  

A child was confirmed to have polio infection in Nyanza province Kenya in August, 2011 

necessitated the government and other development partners to carry out an emergency polio mop-

up vaccination campaign exercise in 32 districts considered to be at high risk in Nyanza and Rift 

(Standard Newspaper, Sept, 2011, p.22).The mother of the child obviously avoided a polio vaccine.  

 

During the survey information about immunization was obtained through assessment of the child’s 

health card. If the mother missed one of the vaccinations, the interviewer asked the mother to 

narrate why. A total of 28 postnatal patients were interviewed for the sake of getting information on 

immunization. Culture was seen as one of the causes for non-utilisation of immunisation among 
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some patients. A report in the Daily nation of 15
th
May, 2013 indicated that a ‘notorious’ tribe in 

Botswana had sworn again to defy the government’s directive that compels people to take their 

children for immunization.  

                             
                     ‘We have our own culture, we have never vaccinated. 

                      We have our own culture and lifestyle. The issue 

                       of vaccination is not new to us and we will not take  

                       our children for vaccination(because) our church does  

                       not allow us to vaccinate children’ said one of the pastors.  

                        (D.N, 15/05/2013,pg 28) 

 

 
 

 A study on postnatal patients was taken in the western region of Kenya. The study had 28 postnatal 

respondents drawn from Butula, Nambale and North Teso Constituencies. The table and graph 

below shows the distribution.  

 

Table: 3.1.1: Frequency of Postnatal patients 

Name of constituency Frequency Percentage 

 Butula 6 21.4 

  Nambale 4 14.3 

  Teso North 18 64.3 

  Total 28 100.0 

 

 

 

The study took part in the following health facilities in the above constituencies.It were taken 

randomly so as to ensure there was no bias in the overall data obtained. 
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Name of facility being attended

Name of facility being attended
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The study was distributed in a total of 12 health facilities around the 3 constituencies. The 

frequency of the clinics and the frequency is shown below. 

 

 Name of facility being attended 

 

Name of facility being attended Frequency Percent 

 Angurai 1 3.6 

  Angurai 1 3.6 

  Bumala 6 21.4 

  Chamasiri 5 17.9 

  Changara 1 3.6 

  Kocholya 2 7.1 

  Kolanya 4 14.3 

  Koreshondet 2 7.1 

  Moding 1 3.6 

  Moding 1 3.6 

  Nambale 3 10.7 

  Tamulega 1 3.6 

  Total 28 100.0 

 

 

 

The 28 postnatal respondents who were asked about their marital status generated the following 

responses: 

 

 

 

Marital status 
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  Frequency Percentage 

 Married 
26 92.9 

  Unmarried 
2 7.1 

  Total 
28 100.0 

 

The data tabulated above shows that about 93% of the postnatal patients that participated the study 

were married women.  

 

In regard to the number of children the participants had, the responses were as tabulated below: 

 

 Number of children 

 

Number of children Frequency Percentage 

 1 9 40.9 

  2 5 22.7 

  3 4 18.2 

  4 2 9.1 

  8 1 4.5 

  9 1 4.5 

  Total 22 100.0 

 

However it is important to note that the total frequency in the table above is 22 and not 28 as 6 

respondents did not indicate the number of children hence their data was filtered out when 

tabulating the frequency and percentiles above. 

The bar chart below portrays the data tabulated above. 
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Among the postnatal women they were asked about the age of the children that they brought to the 

postnatal clinic and the obtained corresponding data is portrayed as tabulated below. 

                                                    Ages of Children 

 

Ages of Children Frequency Percent 

 0-1 years 18 64.3 

  2-3 years 7 25.0 

  4-5 years 3 10.7 

  Total 28 100.0 

 

 

The data above is represented graphically as shown below:- 
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As can be seen from the graph above the majority of the children taken to the clinic are of the ages 

between 0 and 1 year(s). 

The women were further asked where their child was born and the women were asked where they 

had their children were born. This was a Boolean sort of question whereby the responded was to 

answer whether their child was born in a health facility or in at home. The respondents data was 

tabulates as shown below:- 

 

                                                    Where child was born 

 

Where child was born Frequency Percent 

 In a health facility 18 64.3 

  At home 10 35.7 

  Total 28 100.0 

 

 

The data is graphically tabulated as shown below. 
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The data above shows that 64.3% of the children taken to post natal were actually born in a health 

facility which is a bit commendable but 35.7% were born at home which is a cause of alarm in these 

time because it is not recommended. The study went further so as to ask why they polled as 

potrayed in the above chart. The response was as follows 

 

Reasons for choosing locations 

 

Where born Reason Frequency Percentage 

In a health facility  health facilities are 

safe 
13 72.2 

    nearness to facility 1 5.6 

    Sickness by mother 4 22.2 

    Total 18 100.0 

At home  A habit 1 10.0 

    Health facility far 

away 
3 30.0 

    Poverty 1 10.0 

    Religious constrains 2 20.0 

    Unexpected birth 3 30.0 

    Total 10 100.0 

 

 

As shown in the table above we will take into special consideration each reason specifically as 

subdivided into the following:- 

In a health facility 

At Home 
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In a health facility 

The main reasons as to why people opted to go and give birth in health facilities were: 

Health facilities are safe:-This was the most prevailing reason as to why people opted to go 

to clinics because they face safe while they were in the facility because the staff takes 

adequate care for them and they expressed high levels of satisfaction with the services and 

staff and care that they received in the facility. 

About 22.2% of those that attended health facilities is because they experienced some 

degree of sickness in the time before giving birth and went to clinic and that led to them 

giving birth to their child in the facility 

Exactly 5.6% of the patients attended the clinic simply because they had knowledge on 

location of the clinic and the clinics are near where they reside.  

The above information is shown in the bar chart below:- 

 

Why Health facility

Reasons why attend health facility

Sickness by mothernearness to facilityhealth facilities ar
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At Home 

As shown in data diagrams above approximately 35.7%  of the prenatal women on which 

the study was taken on they were asked on the reasons as to why they opted to give birth at 

home and some of the reasons that they gave were as follows:- 

10% of the women said that they opted to give birth at home was because it was a habit and 

old habits die hard so they opt to give birth at home as it is the normal to them 

30% of them said that they gave birth at home because health facilities are far from where 

they reside and hence were not able to access the health facility in turn it led to them giving 

birth at home. 

Another 10% of the sample size said that the reason as to why they did not attend the health 

facility is because of poverty and could not afford the services of a health facility so they 

were forced to give birth at home due to poverty. 

30% of the women said that they did not go to the health facility to give birth because they 

experienced unexpected births whereby they were caught unaware which goes a long way in 
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portraying that they did not attend antenatal clinics and hence were not conversant with the 

timelines of giving birth. 

 

20% of the women said that they did give birth at home because of some religious 

constrains. These constrains include:- 

Their culture does not allow them to go to a health facility 

The child was not to be allowed out of the home for the first year so they have to give birth 

at home 

The placenta was to be buried in the compound of the house so as to signify that they were 

the owners of the home. 

Facility Health Staff (Fhs) 

A similar survey was taken on facility health staff in the western region of Kenya. It was taken on 

13 facility health workers; the survey was purely random and was mainly driven by the 

respondents’ willingness to take part in the survey. The survey took into consideration both male 

and female officers whose frequency is tabulated above. 

 

 

Gender of FHW

4 36.4

7 63.6

11 100.0

Male

Female

Total

Valid

Frequency Percent

 
 

The above data is distributed and graphically shown below. 
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The Facility health workers were queried on their ages and 4 of the respondents did not indicate 

their age and subsequently their entries were filtered out when tabulating the age data. Below is a 

tabulation of the ages of theFHSs/ FHWs. 

 

Age of FHW's

1 11.1

2 22.2

1 11.1

1 11.1

1 11.1

1 11.1

2 22.2

9 100.0

21

28

37

38

40

46

52

Total

Valid

Frequency Percent

 
 

 

The mean age of the FHSs was 38 years and the median age was also 38.There was multiple modal 

ages and hence the smallest modal age was 28 years. The range of ages between the FHSs was 31 

years with the minimum age being 21 years and the maximum age being 52 years. The total sum of 

their ages was 342 years. 

 

The study of FHW’S took place in the following constituencies with the following respective 

frequencies. 
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Name of the Constituency

3 23.1

1 7.7

9 69.2

13 100.0

Butula

Nambale

Teso North

Total

Valid

Frequency Percent

 
 

 

The survey was purely random and the frequency of the constituency and their respective 

frequencies are graphically shown in the graph below 

 

Name of Constituency
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The study took part in the following health facilities 

 

Name of the Health Facili ty

1 7.7

1 7.7

1 7.7

1 7.7

1 7.7

1 7.7

1 7.7

1 7.7

2 15.4

2 15.4

1 7.7

13 100.0

Abolio

Burinda

Butuka

Chamasiri

Changara

Chengara

Ikonzo

Kolanya

Malakisi

Moding

Nambale

Total

Valid

Frequency Percent

 
 

 

The health facilities were distributed in the 3 constituencies that the survey was taken. The data is 

represented graphically in the bar chart below. 
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The Facility health officers were asked of the challenges that they faced while they were attending 

to maternal health patients and the responses were as follows. 

 

Challenges faced when handling Maternal-Child health patients

1 8.3

5 41.7

2 16.7

1 8.3

3 25.0

12 100.0

dead child in womb

Ignorance of  pregnant women

inconsistent clinic attendance

Lack of  educat ion

Lack of  equipments

Total

Valid

Frequency Percent

 
 

 

 

 

A high challenge that the health facility officials faced was the high ignorance by pregnant 

mothers.This is when pregnant mothers did not take their children for immunization and did not 

attend clinic among other reasons given by the facility health workers. The above data is graphically 

presented in the table on next page. 
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The FHW’S were asked the causes of these challenges and their responses were as follows 

 

Causes of these challenges.

3 25.0

4 33.3

2 16.7

2 16.7

1 8.3

12 100.0

ignorance

illiteracy

Lack of  resources

negligence by pregnant

women

Pov erty

Total

Valid

Frequency Percent

 
 

 

  

 

One of the major causes of the challenges faced by the Facility Health workers ws the high 

illiteracy levels as we shall see later is caused by lack of information by the maternal health 

patients. This is caused by there not being adequate information relayment channels to avail this 

information to the women 

 

Traditional birth attendants 
 A survey was also taken on 15 traditional birth attendants on the western part of Kenya.  

 

The tabulations below show in detail the responses of the TBAs. In the tabulation of age statistics 3 

respondents were filtered out because they did not indicate their age hence the valid number of 

TBA’s that were used was 12 TBA’s.The mean of the TBA’s was 53.75 whereas their median was  

age was 53 years. It is important to note that there were multiple modal ages and hence our modal 

age which is 53 years is the smallest modal age. The variance between their age was 25.841 and the 
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range between the maximum and minimum age was 16 years. The minimum age of the TBA’S was 

46 years and the maximum age of the TBA’S was 62 years. The total sum of the ages of traditional 

birth attendants is 645. When asked about the level of education attained all the TBA’S response 

was that they had studied up until Primary school. 

The religion of the TBA’s was as follows. Their data was tabulated below 

Religion of TBA

2 13.3

13 86.7

15 100.0

Akuch sabato Roho Malek

Christian

Total

TBA'S

Frequency Percentage

 
 

 

From the data tabulated above it is clear that most of the traditional birth attendants were Christians 

and only about 13.3% belonged to a Christian sect known as ‘Akuch Sabato Roho Maler’. 

In terms of how long the respondents have been in the profession, the table below gives an 

indication. 

 

Period in the proffession

1 6.7

2 13.3

12 80.0

15 100.0

3 years

4 years

Over 5 y ears

Total

TBA'S

Frequency Percentage

 
 

It is evident that about 80% of the TBA’s had been practicing for over 5 years. 

The respondents also gave various reasons why they became TBAs. 

The reasons they  gave varied in nature as shown in the table below. 

Reason why they became TBA's

1 8.3

5 41.7

1 8.3

2 16.7

2 16.7

1 8.3

12 100.0

Help mothers due to lack

of  facilit ies in area

Help mothers with no

money

Holy  spirit call f rom God

Inherit skills f rom mother

Started when i was

called for help

talking to experienced

TBA's

Total

ValidTBA'S

Frequency Percent

 
  Three of the respondents did not give the reason as to why they opted to become TBAs and hence 

they were filtered out in the tabulation above which has a frequency of only 12 TBAs. 

 

The majority of mothers interviewed claimed to have been supported by Traditional Birth 

Attendants (TBAs) during pregnancy and sometimes even during childbirth. TBAs do more than 

just deliver babies. Most of them also claimed that they preferred to use TBAs because they are 

people they are acquainted with and with whom they share the cultural ideas about how the birth 

has to be prepared for and performed.  
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Community health workers 

 

A similar study was taken on Community Health Workers from the same region. They were 12 in 

number. Their age distribution is shown below: 

Age of CHW's

1 10.0

1 10.0

1 10.0

1 10.0

1 10.0

1 10.0

1 10.0

1 10.0

1 10.0

1 10.0

10 100.0

22

30

34

35

38

40

45

50

51

59

Total

ValidCHW'S

Frequency Percentage(%)

 
 

The mean age of the CHW’S was 40.40 and the median age was 39 years. There were multiple 

modal ages and hence the smallest modal age was 22 years. The range in age was 37 with the 

minimum age being 22 and the maximum age 59. The level of education among the CHW’S was as 

distributed in the table below.  

Level of education

5 45.5

5 45.5

1 9.1

11 100.0

Primary

Secondary

Univ ersity

Total

ValidCHW'S

Frequency Percentage

 
 

 

Most of the CHWs interviewed had attained secondary education and only one had university 

education. 

It came to notice that the CHWs had other forms of employment apart from being a CHW. 

75% of them did not have any other employment and 25% of them had some other employment 

which included being self employed, teachers or shop owners. 

 

 

Other Employment

3 25.0

9 75.0

12 100.0

Yes

No

Total

ValidCHW'S

Frequency Percent
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The length of time they have been practicing was also an issue of concern. The table below shows 

the distribution. 

 

period as CHW

1 8.3

3 25.0

8 66.7

12 100.0

2 years

4 years

Over 5 y ears

Total

ValidCHW'S

Frequency Percent

 
 

 

 

 

From the table it can be seen that a majority of CHWs (66.7%) had worked in the region for over 5 

years. 

 

Discussion 

The study revealed that there are socio-economic characteristics that influence the utilization of 

Maternal-Child services. Factors such as place of residence, wealth, and level of education 

determine whether a patient would seek skilled health service attendant. Many reports indicate that 

Women in urban areas are more likely to receive skilled maternal health care than rural women. 

There is hence need to provide  accurate information, be educated on Knowledge  danger signs in 

newborns and sick children and ability to plan for place of delivery. 

 

The stakeholders in this matter are the Maternal-Child health patients, FHP, CHWs, TBAs and 

friends and relatives health staff. Communication has a role in facilitating the stakeholder’s 

participation in ensuring that there is knowledge-sharing to generate information that would 

empower rural women especially the Maternal-Child health patient.  

 Mefapulos Paolo (pg 248) says that achieving sustainability in rural development depends largely 

on the way stakeholders perceive the proposed change and the way they are involved in assessing 

and deciding about how that change should be achieved. 

 Implementing Strategic Communication approaches to the rural communities could be one of the 

essential ways to change the status of a rural community. Women to a larger extent have been the 

custodians of health in the rural households. However rural women continue to   suffer greatly 

during pregnancy or childbirth due to ignorance or lack of knowledge. 

 

Antenatal care 

The Standard Newspaper of  21
st
 July 2011 carried a story about a maternal patient who delivered 

by the roadside after being turned away after being unable to produce the necessary items required 

in that facility for a patient to be allowed to deliver there.  This sorrowful story happened in Tana 

River County where an expectant delivered her baby at the gate of Garsen health centre, a few 

minutes after the medical personnel at the facility sent her away for failing to provide gloves, 

cotton, and maternity items. The portrait below shows this: 
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Most patients who sought Facility Heath Care also sought the services of a Traditional Birth 

Attendant the most common reason being they are the most immediate and they may also be 

relatives. The participants also strongly recommended Chiefs’ Barazas and churches as the best 

places to disseminate Maternal-Child Health knowledge, this is in corroboration with Pade-Khene 

(2010)’s observation  that in churches, the clinic, schools and at funeral or traditional ceremonies 

people are informed about the current affairs in the community, providing them with a platform to 

communicate and discuss their views, which can shape the social-cultural and economic status of 

the community (p. 270).  Communication and education is very important especially to the rural 

women seeking maternal health care given that it is a population with the greatest disparities in 

pregnancy outcomes .The education and communication they get determine the time they enter into 

prenatal health care. 

 

CHW 
From the findings it is evident that there is need to recognize the importance of the community 

structures, these include Traditional Birth Attendants, Chiefs, and CHW’s to act as referral links in 

successful births and build capacity at community level and ensure continuum of care. Community 

Health Workers can be very instrumental in postnatal health campaigns. All mothers should get 

home follow up from CHW so that those who default on immunization are traced. It was also 

evident from the study that it would be a good thing to strengthen community strategy to shift the 

task of immunisation to the community so that CHW are trained to vaccinate.  

 

TBA 

The study revealed Traditional Birth Attendants have an important role to play in assisting pregnant 

women in rural communities. This is due to their accessibility and cost. Their knowledge on herbal 

medicines is equally important and cannot be ignored. In their attendance to their clients they 

observe cultural norms which are valued by clients. They also are able to address cultural beliefs 

and norms with respect to health care they give. Traditional Birth Attendants (TBAs) are important 

community resources who are routinely consulted by pregnant women throughout the course of 

gestation especially in rural parts of the county. Inadequate health care coverage, long distances to 

health facilities and cultural beliefs are some of the contributing factors utilization of TBAs 

according to the study. Pregnant mothers tended to trust and consult the TBAs all the time due to 
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their proximity and accessibility within the community. The TBAs on their part, according to this 

study managed pregnancy complications during the entire gestation period even in the absence of 

complications. TBAs monitored labour, supervised the actual parturition and visited both mother 

and infant during the immediate post partum period. The study also reveals that most TBAs acquire 

their knowledge from practicing family members and only a small number tend to learn from other 

ways. This indicates a cultural practice being passed down from parents to children and within the 

community. Winskel and Daniel Enger (pgs.403-416) in Scenarios from Africa also discuss how 

innovative communication methods can be utilized to transmit HIV knowledge communication to 

young people in several West African countries. They add that concerted and coordinated efforts 

help in mass dissemination of communication resources that are scripted and produced locally. 

These model behaviour and advocate for change. They say that these can be achieved through 

encouraged team work to promote dialogue and information-sharing, organized contests and films 

with messages. 
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Abstract 
Over the last decades, African Governments, International Organizations and Donors have 

experimented with a series of approaches for addressing poverty, each giving way to a new 

paradigm. Despite the ubiquity and persistence of the problem, the very nature of poverty remains 

poorly understood. This paper shows that to adequately recognize and understand poverty, its nature 

and extent should be examined from the spatial perspective. The nexus between poverty and the 

environment is close only when it is considered from the spatial perspective. Using geographical 

characteristics to explain disparities that underlie spatial perspective of poverty, it is observed that 

the livelihoods, health and vulnerability of the people are determined predominantly by the context 

in which they live and the constraints and opportunities this location presents. This spatial 

conceptualization of poverty gives rise to rural and urban perspectives. In the rural context, the 

natural capital is the fundamental building blocks of rural livelihoods, whereas in urban livelihoods, 

recognition is given to the nature of urban settlements and infrastructure (physical capital). It is 

concluded that urban poverty is much more complex and challenging that rural poverty. The paper 

therefore suggests that for sustainable poverty reduction in Africa, the environment should be 

explored to allow an understanding of how environmental constraints generate or exacerbate 

poverty, as each spatial location presents unique characteristics that require corresponding unique 

prescriptions. 
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Introduction 

Poverty issues took the centre of the development agenda in the early 1990s. The World Bank’s 

1990 World Development Report (WDR), followed by the 2000 WDR marked position shifts in the 

thinking of poverty. The concept of poverty has a problem of several conceptualization as it is quite 

difficult to define due to its multi-dimensional nature, while some see it as affecting many aspects 

of human conditions including physical, social, psychological, political and economical (Ogwuche, 

2005), international development institutions such as the United Nations use the Human 

Development Index (HDI) as a criteria for conceptualizing it. In spite of all these, the absolute 

indicators in the form of physical (environmental) variables are the most simple to define, and the 

most relevant indicators that seek to lead a life in dignity, including the possibility to develop and 

exert an influence on their environment. The environment is a composite concept which does not 

end in the immediate vicinity. The ‘local environment’ or local ecosystem is dependent in turn on 

regional and global ecosystems and environmental conditions. 

 

Key concepts behind poverty have evolved in recent years. Today, a more holistic and multi-

dimensional conceptualization of poverty, based on the poor’s livelihood sources has emerged. The 

environment is the source of what we need to survive – air, water, food, as well as the source of the 

materials we require to take care of our lives – shelter, clothing, tools and the infrastructure of 

collective human settlement (Ogwuche 2005). This growing recognition, especially in Africa, has 

shown that poverty is linked to the environment, and the nexus between them is better 

conceptualized when it is examined from the spatial perspective. It therefore means that the well-

being of the people is determined predominantly by the environmental context in which they live 

and the constraints and opportunities this location (space) presents.  

 

Rationale         

For the last four decades, African governments and donors have experimented with a series of 

alternative strategies for addressing poverty, each giving way to a new paradigm as the persistence 

of poverty created disillusionment with prevailing strategies. UNDESA (2006), reports that despite 

all these, poverty appears to be declining only marginally, and, in some cases, even increasing. 

However, despite the ubiquity of the problem, the very nature of poverty remains poorly 

understood. Recently there is a growing interest among researches and policy makers in the spatial 

conceptualization of poverty (WDR 2009, Bird et al 2010). For instance, the three theories of 

poverty from the WDR 2000 – urban bias theory, mismatch hypothesis, and dual labour market 

theory – all support the spatial conceptualization of poverty. Also, population size, population 

density, infrastructural characteristics, administrative boundaries, and predominant economic 

activities are the main variables conventionally used to distinguish rural from urban.  

 

The spatial conceptualization of poverty therefore underscores the differences in the physical, 

social, political and economic components that exist among different parts of the earth’s surface 

that create opportunities for livelihoods and diversification (Jalan and Ravallion 1997, Bird et al 

2010). This has given rise to a phenomenon called spatial inequality, which refers to the uneven 

distribution of income or other variables across different locations (space).  

Majority of the studies on poverty are usually conducted at national, regional or international levels, 

and thus lacks particular locational (spatial) perspective. This implies that the variations that exist in 

different environmental settings are not taken into considerations; and so collapsing the 

environment at the national, regional or international levels would mask the peculiarities of each 

spatial entity.  

 

Emergence of the spatial conceptualization of poverty 

There is indeed strong evidence that spatial factors play a substantial role in explaining poverty. 

This gives credence to the spatial poverty traps, which are generally regarded as places where 

households are (and remain) poor, when they would not be if given different geographical 
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circumstances (Bird et al, 2010). This means that different geographical spaces (environments) have 

different endowments (natural and man-made (cultural)), and the extent to which these endowments 

are accessed and utilized to achieve livelihoods underscores well-being or poverty. There is 

therefore the need to know the environment of the people to allow an understanding of how 

environmental contexts generate or exacerbate poverty (Ogwuche 2003); as spatial locations present 

unique characteristics and require corresponding unique prescriptions. Spatial dimensions of 

poverty, therefore implies where the environmental capitals (physical, natural, social, political and 

human) of an area are low and poverty is high , partly as a result of geographic disadvantage. 

According to CPRC (2004), spatial poverty traps may be geographically remote (areas that are far 

from the centres of political and economic activity), low potential or marginal (ecologically 

disadvantaged areas with low agricultural or natural resources), less favoured (politically 

disadvantaged areas), or weakly integrated (areas that are poorly linked both physically and in terms 

of communication and markets). This means that the endowments of an area explain a substantial 

proportion of the poverty of people living in it (Jalan and Ravallion 1997). For instance, World 

Bank (2000) revealed that in Africa and Ghana, poverty incidence is higher in Savannah areas, but 

lower in coastal areas.  

 

The spatial conceptualization of poverty explains the three forms of poverty – absolute, relative and 

subjective, as the differentials of provision of infrastructure, adequacy and access in locations 

define each poverty form. This, according to Dike (2003), explains why a poor person in one 

country may not be perceived as such in another country. On the other hand, even within the same 

society, differentials exist, hence poor and non-poor in the same areas (Bello 2006). Essentially, 

location (space) goes a long way to explaining why the people that live there are poor. To 

conceptualize this, Bird, McKay and shinykwa (2010) explores two nature geographic 

characteristics that play an important role in the existence of spatial poverty. These are the first 

nature geographical characteristic such as river, and the second nature geographic characteristic 

such as the geographic distribution of infrastructure and public services. To further buttress this, 

they identified the following factors that contribute to the emergence of spatial disparities, and by 

extension spatial poverty:    

i. Agro-ecological characteristics that can influence the ability of residents to meet their basic 

needs.  

ii. Institutional, political and governance failures at all levels in service delivery.          

iii.  Stigma and exclusion in which stereotypes based on ethnicity, race, language, religion or 

culture can lead to the social exclusion of and discrimination against people living in certain 

geographical locations, and  

iv. Physical isolation and inadequate infrastructure in less favoured areas such as rural areas 

with low productivity.  

 

Emergence of rural and urban poverty concepts 

By definition, the poor have few resources of their own, and are therefore particularly dependent on 

what is available and the nature of the different types, as well as the distribution of natural/cultural 

resources in the environment around them. From the foregoing, the existence of natural and cultural 

endowments in different geographical spaces underlies the emergence of rural and urban areas as 

geographic entities, hence rural and urban poverty concepts. Livelihoods are constructed from the 

various endowments, which in turn translate to livelihood strategies (Tanner 1986).  

 

The rural environment constitutes mainly ecosystem goods and services – the natural products and 

processes that ecosystems generate. These natural endowments include land with fertile soil, 

forests, water, fisheries, pastures, etc. The natural resources are the fundamental building block of 

most rural livelihoods in developing countries (Ellis and Bahiigwa 2003). More than 1.3 billion 

people depend on fisheries, forest and agriculture for employment – close to half of all jobs 

worldwide (FAO 2004). According to Millennium Assessment (MA) (2005), this dependence of 
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livelihoods on natural systems is nowhere more important than among the rural people. IFAD 

(2001) reports that in Africa, more than 7 in 10 poor people live rural regions, with most engaged in 

resource-dependent activities such as small scale farming, livestock production, fishing, hunting, 

artisanal mining, and logging. Other natural resources are collected, processed, stored and marketed 

by many families, either as a predominant activity or as part of a diversified portfolio of livelihood 

strategies. This small scale production accounts for a significant percentage of the Gross Domestic 

Product (GDP) of many African nations (IFPRI 2004). These natural resources may be sold for cash 

or used directly for food, heat, building materials or innumerable other household needs. Even those 

livelihood strategies that include involvement in local crafts and trades, which in some areas have 

assumed on international dimension, are heavily based on the availability and access to natural 

resources. Charcoal and salt production, basket and mat making, beer and spirit production, 

carpentry, pottery and blacksmithing, all rely upon local natural resources availability. Natural 

resources also play a major part in the coping strategies that people adopt during times of crisis or 

shocks. The national economics of African countries rely heavily on agriculture and on extraction 

of natural resources for the income needed to improve the basic services and development essential 

for the poor.    

 

However, rural farmers face a range of hazards that pose a threat to their productivity and farm-

based livelihood strategies. The natural resource base on which so much depends is steadily 

deteriorating, and the capacity of natural systems to produce goods and services is being lost. The 

decline of natural systems through soil depletion, deforestation, flood, drought, overpopulation and 

pollution represents a direct threat to nature-based income and is a contributor to increasing 

poverty. Also, the severe lack of basic services and rural infrastructure is a building constraint on 

agricultural growth. People living in rural areas are affected by global environmental degradation 

such as the effects of climate change, etc. Besides this, they are also exposed to local environmental 

degradation and mismanagement of natural resources – vicious circles where the exploitation of 

natural resources leads to lower productivity and thereby an increase in poverty and once again a 

strong tendency towards overexploitation (Jane 2002, Bird et al 2010, Gabriela et al 2012).  

 

On the other hand, the urban environment, as distinct from rural, is made up of heterogeneous 

groups engaged in activities that are not mainly agricultural. According to sterner and Segnestan 

(2001), the urban environment has three destinct dimensions – spatial, people or demographic, and 

activity. Euisoon (1997) sees the urban environment as a complex living spatial entity, as well as an 

ecosystem consisting of the structures and infrastructure built in a defined area. In a narrow way, 

DFID (2000) sees it as characterized by the concentration of people in densely populated areas, and 

by the corresponding need for complex delivery systems to meet their resource needs. However, in 

a more broad perspective, DFID (2000) considers urban areas as centres of politics, culture, 

complex service provision systems, and engines of economic activities, enterprise development and 

innovation. They also create spaces where people can participate in a range of services 

(environmental, health, education, infrastructural, safety nets, etc) on an efficient and cost effective 

basis, which can provide benefits for poor people. The adequacy of, and access to physical capital 

in urban areas are highly needed to enhance sustainable livelihoods, raise  productivity, create  jobs 

and wealth,  promote sustainable  development  and guarantee sound and sustainable environmental 

improvement  and management (Ogwuche 2005). To explore  the implication  of the urban 

environment  for poverty,  Mitlin (2003) explains  that, first, we  must recognize that  the nature of 

the urban  settlement  differs considerably (hence it is likely that  forms of  poverty in urban area 

differs). Secondly, the process of urbanization is one of transition (from rural to urban). Most urban 

residents live in environmental conditions that are not served with basic services such as electricity, 

piped borne water, sanitation, good housing, etc. These constitute urban environmental problems 

that are often regarded as the core dimensions of urban poverty. This situation gave impetus to the 

second global Conference on Human Settlements, Habitat II, which highlighted, with a sense of 

urgency, the continuing deterioration of condition of human environment, and recognized that urban 
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poverty has distinctive features which need to be identified correctly so that appropriate 

interventions are developed. Urban poverty is invariably associated with overcrowded, unsanitary 

living conditions within large slum settlements, with lack of or inadequate basic infrastructure and 

social services, as well as limited or no access to them. Satterthwaite (1997) emphasizes that the 

nature of the urban environment is a major cause of or contributor to urban poverty, and major 

causes of ill health, injury and death. Meikle (2002)  reiterates that  the entitlements or rights to 

access  the urban physical  assets which the urban residents can transform  into  basic necessities to 

secure  livelihoods  are  determined  by contextual  factors  of institutional structures  and process 

that  determine people’s  legal, social  and economic rights.  

 

Relevance and Advantages of Spatial Conceptualization of Poverty 

Bird et al (2010) enumerates the relevance of the spatial conceptualization of poverty as follows:  

i. The scale of  the problem  is  significant, hence requires policy  intervention 

ii. The poverty  that  the  spatially poor experience is likely  to be  characterized by compound 

disadvantages – social,  economic and political  exclusion, and inadequate access  to 

public   services  

iii. The bad neighborhood effect constraints the opportunities of the spatially poor and limits 

poverty exit.  

iv. The exclusion  of spatial poverty situation  in national or regional  poverty  surveys is  

largely  responsible for the  persistence of spatial  poverty, and  

v. The low levels of attention in development policies and debates in addressing spatial 

conceptualization of poverty. 

In the same vein, Iftikhar (no date) identifies the following advantages of spatial conceptualization 

of poverty:  

i. It improves the targeting  of programmes designed  to reduce poverty  

ii. It identifies the geographical factors associated with poverty, such as markets, climate or 

topography. It is used to quantify the disparity in living standards and identify the areas 

that have lagged behind in the process of economic development.  

iii. It makes for the effectiveness of policy interventions as targeted places are focused, and  

iv. It helps in making decisions on where to  prioritize efforts  

 

Implications for Sustainable Livelihoods in Africa  

Many African constitutions contain provisions specifically granting citizens a right to life and 

healthy environment, and empowering the government to protect the environment. However, the 

usefulness of these provisions for protecting environmental and natural resources, as it is affected 

by environmental conditions are only limited to specific contexts, especially in circumstances of 

direct and indirect consequences to lives of people. For example, courts may more readily invoke 

the right to life when toxic industrial discharges or wastes actually kill or harm people. Regrettably, 

this right does not extent to halting low-level contamination or other forms of environmental 

degradation, which have significant impact on human life and livelihoods. To varying extents, these 

issues are addressed by courts in countries like Algeria, Bukina-faso, Gabon, Guinea-Bissau, 

Madagascar and Togo, where they have recognized that a constitutional right to life includes the 

right to a clean and healthy environment (Bird et al 2010). The constitutional right-to-life provision 

can be strong tools on environmental improvement, management and protection, especially the 

environmental resources from which the people derive livelihoods. The livelihoods of the people 

are determined predominantly by the context in which they live and the constraints and 

opportunities this location presents (Ogwuche 2005). Meikle (2002) identifies the contexts as 

economic, environmental, social and political. These contexts determine the assets accessible to 

people, how they can use them, and thus their ability to obtain secure livelihoods.  
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Anti-poverty endeavours of African governments are usually conceived and implemented from the 

national level without recourse to the manner in which or where the poor live, the assets with which 

they pursue livelihoods, their participation in decision-making, and the benefit they derive from 

development processes. This is the challenge of Sustainable Livelihoods Approach (SLA) that 

needs a realistic understanding, through a holistic and participatory appraisal of the assets available 

to the poor in implementing their livelihood strategies. The sustainable livelihoods concept surfaced 

in the Brundtland Report (Our Common Future) of the World Commission on Environment and 

Development in 1987, and has since then been adopted by international development agencies. At 

the centre of the SLA framework are the assets on which the people draw to build their livelihoods. 

The SLA aims to put people and their households in which they live at the centre of the 

development process, starting with their capabilities and assets rather than with their problems 

(Lloyd-Jones 2002). According to DFID (2001), the approach seeks to improve people’s lives by 

building their livelihoods on what they already have, i.e their assets.  These are the physical, social, 

human, natural and financial (DFID 1998). The physical capital comprises of the basic 

infrastructure and social services which enable people to pursue their livelihoods. The natural 

capital includes the natural resource stocks from which resource-flows useful for livelihoods are 

derived. The social capital includes the social resources upon which people draw in pursuit of 

livelihoods. The human capital comprises the skills, knowledge, ability to labour and good health, 

which is important to the ability to pursue different livelihood strategies. And the financial capital 

consists of the financial resources which are available to people and which provide them with 

different livelihood options. The analysis of these capital assets should reveal much information 

about the asset status of particular groups in their spatial locations.  

 

Though the livelihood assets are available in most environments, the natural and physical capitals 

predominate in the rural and urban environments respectively. Nevertheless, there is a close 

correlation between people’s overall asset status, the resources upon which people can draw in the 

face of hardship and their robustness. According to DFID (1998), this robustness can be displayed 

both by rising out of poverty (including reducing one’s vulnerability to shocks and stresses) and by 

increasing one’s ability to influence the policies and institutions which define one’s livelihood 

options (and, indeed, one’s access to those asset, which are the basis of robustness).  

 

Building up assets is thus a core component of empowerment. This is the challenge of governance 

in Africa. The rural poor depend heavily on natural resources as well as the capacity of the 

environment to provide services essential to the stability of the environment, and that underpins 

food production and other productive activities. Rural poverty therefore focuses on access to and 

use of natural resources for livelihoods, and as a result of environmental degradation. To sustain 

rural livelihoods therefore requires efforts at sustaining the rural environmental resources and 

provision of rural infrastructure.  

 

On the other hand urban areas are engines of economic and social growth, and sustained growth is 

dependent on the creation of conditions within which economic development can continue to take 

advantage of the economics of scale that urban areas provide, matched by the availability of 

adequate physical capital. The poor in urban areas are disproportionately affected by urban 

environmental problems, characterized by lack of or inadequate access to physical capital, poor 

housing, and usually on marginal or degraded lands. These environmental conditions in both rural 

and urban areas have implications for the people’s livelihoods, health and vulnerability. For 

instance, the people depend upon the environment for livelihoods, and are the most severely 

affected when the environment is degraded or their access to environmental resources or assets is 

limited or denied. Also, the people suffer most (health wise) when environmental resources (water, 

land and air) are polluted. These conditions increase health risks to the people, with corresponding 

economic costs for healthcare and reduced productivity. DFID et al (2002) report that up to one 

fifth of the burden of disease may be associated with environmental factors, a proportion of which 



75 

 

may be amenable to environmental interventions. Also, the poor are most often exposed to 

environmental hazards and environment-related conflicts, often with the least coping capabilities. In 

most cases, and where the problems persist, they migrate to other areas as ‘environmental refugees’ 

- another cycle of poverty.  

Because of the growing awareness of the emerging significance of poverty-environment nexus, 

especially the spatial conceptualization of poverty, major development institutions and donors have 

began to make the environment a more central feature of their efforts to tackle poverty (DFID et al 

2002, Duraiappah 2004). In the Latin America and the Caribbean’s, it has awakened their interest in 

the concept of development with identity (DWI). DWI seeks to consolidate the conditions in which 

indigenous people can thrive and grow in harmony with their environment by capitalizing on the 

potentials of their cultural, natural and social assets. This is the challenge that African leaders 

should key into if the global efforts to eliminate poverty should be realized. 

 

Conclusion and recommendation              

Poverty remains one of Africa’s greatest problems, and despite the ubiquity of the problem, the very 

nature of poverty remains poorly understood. Recognizing and understanding poverty underlies the 

spatial conceptualization of poverty. This conceptualization underscores the differences in the 

capital assets that exist among rural and urban parts of the earth’s surface that explain the three core 

dimensions of poverty – livelihoods, health and vulnerability. A further analysis of the dimensions 

in the rural and urban areas would reveal that poverty in urban areas is much more complex than the 

visible problems of acute need in the rural areas. There is every reason to believe that in Africa, the 

proliferation of slums, high densities, limited and dilapidated physical capital and environmental 

degradation characterize our urban areas. This study therefore recommends that for sustainable 

poverty elimination in Africa, the environment should be explored to allow an understanding of 

how environmental constraints generate or exacerbate poverty, as each location presents unique 

characteristics that require corresponding unique prescriptions.                 
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Abstract 

This paper aims at examining the nexus that exists between trauma healing, peace and development, 

paying special attention to the case of South Sudan. Being the youngest nation having seceded from 

the larger Sudan in July 2011, and just emerging from over five decades of conflict, South Sudan 

faces considerable challenges in its progress towards achieving the Millennium Development Goals. 

As such, there is need to examine different avenues that have potential for improving the rate and 

quality of development in this region. In this paper, trauma healing for survivors of conflict is 

considered one such avenue. The paper considers the current situation in South Sudan in terms of 

conflict, trauma healing services for the survivors, and how these link to peace building and 

development projects.  The paper also examines research and scholarly work done on this 

relationship in other post-conflict societies, as well as the theoretical basis of this argument. An 

increasing number of theorists and researchers have shown that there exists a strong connection 

between trauma healing and peace building in conflict situations, which in turn leads to 

development. Emotional healing contributes significantly to human security, allowing people to 

engage more meaningfully in peace building and development projects.  An assessment of the 

current situation in South Sudan reveals that there is dire need to pay particular attention to the 

emotional and psychological health of the survivors of conflict-related trauma, if development in 

the young nation is to be achieved. The understanding of this nexus is deemed to be crucial in 

informing government policies in Africa generally and South Sudan specifically, on the need to 

prioritize psychological health services for those surviving trauma inflicted by conflict. It will also 

encourage further research on the subject, to uncover deeper insights that will lead to more 

informed development projects in Africa.   
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Introduction 

This paper examines the nexus that exists between trauma healing, peace and development, paying 

special attention to the case of South Sudan. It considers the current situation in South Sudan in 

terms of conflict, trauma healing services for the survivors, and how these link to peace building 

and development projects.  The paper also examines research done on this relationship in other 

post-conflict societies, as well as the theoretical basis of this argument. Being the youngest nation 

having seceded from the larger Sudan in July 2011, and just emerging from over five decades of 

conflict, South Sudan faces considerable challenges in its progress towards achieving the 

Millennium Development Goals. The paper is premised on the argument that trauma healing for 

survivors of conflict is one avenue for improving the rate and quality of development in the young 

nation. 

 

The understanding of this nexus is deemed to be crucial in informing government policies in Africa 

generally and South Sudan specifically, on the need to prioritize psychological health services for 

those surviving trauma inflicted by conflict. It also encourages further research on the subject, to 

uncover deeper insights that will lead to more informed development projects in Africa.   

 

Section 1: The Conflict Situation in South Sudan 

History and Character of the Conflict 

The conflict in Sudan and South Sudan has gained notoriety for being the longest violent conflict in 

Africa, and for the effects it has had on the civilian populations, including death, disease and 

displacement. Stretching through over five decades and comprising two civil wars, the conflict has a 

long and complex history of neglect, exclusion and marginalization of the south, dating back to pre-

colonial rule. Prior to the British colonial rule, the fundamentalist Mahdist governments that 

governed the Sudan between 1885 and 1898 failed to effectively control the southern reaches of the 

White Nile. Before the Mahdist governments, the Turco-Egyptian rulers had also imposed little 

presence in the administration of the South between 1821 and 1885 (Kaiser, 2008; LeRiche and 

Arnold, 2012). 

 

The British perpetuated this apparent neglect of the South in their governance. During the colonial 

era the British concentrated development on specific areas of interest to them, in particular the 

tribes of the Jalien, Shaggiya, and Dangala, of Central Sudan, who lived along the river north of 

Khartoum. The British constructed a number of dams and waterworks on the Nile. These included 

the Gezira scheme, the largest cotton farm in the world, established to meet the needs of the 

Lancashire textile factories. These tribes in return received the most benefits from British 

colonialism, the best opportunities for education, and held the most positions in the colonial state 

(Young, 2012).   

 

This concentration of development in one section of central Sudan, and the consequent handing 

over of power to a nucleus of leaders, a small elite in Khartoum at independence in 1956, made the 

Southerners bitter and resentful, feeling a sense of betrayal at having being handed over from one 

form of colonial rule to another.  This bitterness and resentment is what led to ethnic-based political 

struggles and, when these failed to make headway, to armed struggles.   

 

Further, the new Sudanese government fully intended and made effort to impose an Arab-Islamic 

identity on Sudan, introducing sharia law and perpetuating the control and dominance inherited 

from the British colonial masters. This identity did not resonate with the southerners, and hence the 

rebellion (Santschi, 2008; Young 2012).  The resistance of the South to the aggressive assimilation 

programs of ‘Arabisation’ and ‘Islamisation’ of the South , and a reaction to the feeling of 

marginalization from, and exclusion of the South by the government in Khartoum, marked the 

starting point of the First Civil War. 
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This First Civil War, from the eve of independence, was led by a group of insurgents known as the 

Anya-Nya, which in Madi language means ‘snake venom’. They demanded Southern independence 

as the only solution to the problem of marginalization and exclusion of the South by the North. The 

war ended in 1972 with the Addis Ababa Agreement, which granted South Sudan semi-autonomy 

through a regional government with a representative assembly, and created constitutional provisions 

for religious and cultural protection. The Addis Ababa Agreement, however, did not last due to the 

inability of Southerners to unite politically in its defence, and the failure of the Khartoum regime of 

Jafaar Mohammed Nimairi to meet its provisions (LeRiche and Arnold, 2012). 

 

The Second Civil War began in 1983, led by Sudan People’s Liberation Army (SPLA) with Dr John 

Garang de Mabior as the leader. Revolution, rather than secession, was the goal. It aimed to end the 

perpetuation of the idea of Sudan as an Arab-Islamic state. Garang argued for a ‘New Sudan of 

inclusivity, … one capable of resolving  the historic core/periphery and identity divides of the 

Sudan by accommodating diversity of its peripheries and thus shaking off the yoke of the “Old 

Sudan”’ (LeRiche and Arnold, 2012, p. 17). The Second Civil War ended on 9 January 2005 with 

the signing of the Comprehensive Peace Agreement (CPA) between the Khartoum-based regime of 

Omar Hassan al-Bashir and his NCP and the SPLA/M, in Naivasha, Kenya. It lasted 22 years and is 

estimated to have killed 2 million people and rendered another 4 million homeless (Insight on 

Conflict, 2011). 

 

A crucial aspect of the character of the South Sudanese conflict is the fact that the large number of 

tribes in the South (50 ethnic groups which can be broken down into as many as 600 tribes, clans 

and sub clans), did not naturally come together to form one identity, but rather they were brought 

together by a shared history of neglect, exploitation, and marginalization by the government in 

Khartoum. The resistance and struggle against this dominance inspired in South Sudanese a 

common sense of purpose, and hence identity.  

 

There has been a general oversimplification of the conflict at the core of the civil wars, mostly 

resulting in the presentation of the conflict as tension between Arabs and Blacks, Muslims and 

Christians, democracy and dictatorship, secularism and theocracy, and North and South. However, 

the causes of the conflict are much more complex than this representation denotes. 

While the conflict was largely based on the perceived marginalization, exploitation and exclusion of 

the South, racial, ethnic, cultural and religious factors fell into the interplay, and these were further 

intensified by local grievances, making the scene of conflict much more complex.      

 

 

The CPA and the Referendum 

The Comprehensive Peace Agreement (CPA) signed on 9
th

 January 2005 in Naivasha, Kenya, 

brought to an end the Second Civil War and ushered in the six-year Interim Period which was 

premised upon ‘making unity attractive’ for the Sudan. It allowed South Sudan a referendum on full 

independence after the six-year period. South Sudan’s independence was seen as a possibility, but 

unity was to be attempted. This failed in its purpose and culminated in an almost unanimous vote 

for independence by Southerners in a referendum held in January 2011 (UNMIS, 2013; LeRiche & 

Arnold, 2012; Santschi, 2008). 

  

Among the provisions of the CPA was an autonomous Southern Sudan regional government, the 

maintenance of the SPLA as a separate official defensive armed force, and a reformed Interim 

National Constitution for all of Sudan that provided for democratic processes and religious and 

cultural protections for Southerners and all non-Muslims, while keeping Islamic sharia law as the 

official basis for governance in the North only (Santschi, 2008; LeRiche & Arnold, 2012). 
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 The CPA was however internationally criticized for being exclusionary and undemocratic in 

character, as it was essentially an agreement between the two dominant parties, the NCP in the 

North, and the SPLM in the South. It was seen to further perpetuate and assert the two parties in 

power in Khartoum and the Southern region respectively. 

 

The implementation of the CPA’s provisions during the interim period proved a major challenge 

and key issues such as the sharing of oil revenue and the contested borders remained unresolved, 

the withdrawal of combatants across borders was delayed, the security sector reform was 

ineffective, and the changes in the legal system remained unsettled. Garang’s untimely death seven 

months after the signing of the CPA complicated the scenario further and both the NCP and the 

SPLM seemed to lose commitment to following through with pursuing the goal of ‘making unity 

attractive’. In the end, the Interim Period served as a peaceful transition period for the Southern 

Sudan region to transform into the Republic of South Sudan after the much acclaimed January 2011 

referendum.   

 

The fact that war did not break out between the North and the South during this period is a major 

achievement. Further, the period allowed for the Southern Sudan region to lay the groundwork for 

becoming a state by beginning setting systems in place such as the judicial systems and the army. It 

also served to highlight the challenges that would undoubtedly face South Sudan as a state, which 

include lack of infrastructure, poverty, and potential violence. There are  a number of key issues 

that still remain inconclusive, the most serious being the future of the contested sub-region of Abyei 

and the other disputed border locations, and oil management (Zapata, 2011). 

 

Independence and Issues of Development in South Sudan  
On 9 July 2011, South Sudan seceded from the larger Sudan and the new Republic of South Sudan 

was born. This was fifty-five years after Sudan’s own independence on 1 January 1956. The new 

vision of the Republic of South Sudan reads: 
     ‘By 2040, we aspire to build an exemplary nation: a nation that is educated and informed; prosperous, productive 

and innovative; compassionate and tolerant; free and peaceful; democratic and accountable; safe, secure and healthy; 
and united and proud.’ Government of the Republic of South Sudan. 

 

 The achievement of this vision will indeed be a daunting venture for the new state, given the 

existing internal tensions, economic strains, and prevailing relations with its newest neighbor, 

Sudan. As LeRiche and Arnold (2012) point out, achieving internal peace is a major challenge, and 

resolving the persistent issues of oppressive governance, exploitation, and marginalization, will be 

critical to South Sudan’s success or failure as a state. Gaining independence is not synonymous with 

achieving peace.  

 

The need for the SPLM to be more inclusive and encourage plurality in the governance of the new 

state, the challenge of reconciliation among the tribes of South Sudan, and the need for the South 

Sudanese people to build an identity based on harmony rather than a collective opposition to the 

North, is of interest to the new nation. This new identity may work to promote equality, 

inclusiveness, and dignity of all people without discrimination. 

 

One of the state-building processes on which the new government of South Sudan has focused  is 

the production of a major development plan. The South Sudan Development Plan is a collaborative 

effort between primary ministries under the leadership of the Ministry of Finance. It is the new 

state’s most comprehensive expression of structure and direction, and attempts to plot a course for 

South Sudan over the coming years (LeRiche & Arnold, 2012). 

 

At independence, South Sudan was one of the most underdeveloped countries of the world, with   

the highest infant-mortality rates (102 per 1000 live births) and the lowest education indicators 

(27% of the adult population) in the world. 1 in 4 children were dying before their fifth birthday, a 
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large percentage of boys and girls suffered from malnutrition, and overall life expectancy was only 

49 years. Also, 80% of the population did not have access to a toilet (2009), and only 17% of 

children had received all the vaccinations recommended by the World Health Organization (WHO). 

Finally, 98% of students were dropping out of elementary school, and more than 80% of the girls 

did not attend school (IsraAID, 2011). 

 

South Sudan’s development situation at independence, if considered in terms of the World Bank’s 

Millennium Development Goals (MDGs) and other development indicators, looks bleak. The 

government is acutely aware of the situation, reporting that ‘South Sudan is in the bottom five 

countries for 11 of the 22 MDG indicators for which there are data’(Leriche & Arnold, 2012). In 

spite of these challenges, South Sudan has made remarkable progress in the area of communication, 

as well as in education, health and other social services. There has also been a growing interest in 

investing in South Sudan, especially in the oil industry.  

 

Still, oil does not look like the best bet for South Sudan on which to base its fragile economy and 

development, given the dwindling reserves of the commodity and the continued dispute over oil 

fields and oil revenue with Sudan. South Sudan’s longest-term economic foundation is likely to be 

agriculture. Farm Africa, an African-based NGO, has reported that more than 90% of the land is 

suitable for farming, and at independence had not yet been properly cultivated. The new 

government is giving agricultural development greater priority and has restarted farming schemes in 

Western Equatoria focused on cotton, fruit, and timber. In addition, wildlife tourism is one further 

possibility for development (LeRiche & Arnold, 2012). 

 

 

Section 2: Conflict and Trauma In South Sudan 

In this section, I consider how the conflict in South Sudan has inflicted trauma on the population. 

The conflict situation described in the foregoing section is admittedly complex and does not seem to 

have a place for the consideration of the individual traumas suffered by the millions of people 

affected. By trauma here I mean the sense of being completely overwhelmed by a very stressful 

event, in which ordinary systems of care that give people a sense of control, connection, and 

meaning are destroyed (Herman, 1997). 

 

The conflict that has plagued South Sudan for over fifty years has left in its wake millions of people 

suffering trauma. In a general sense, a large section of the population has experienced high levels of 

stress, and this has greatly affected their normal functioning. It is safe to say that no one’s life has 

remained the same as a result of the conflict.  In a more specific sense, a good number have 

experienced extreme levels of stress resulting in disorders related to mental dysfunction.  

 

The common disorders related to this trauma are Post-traumatic Stress Disorder (PTSD) and 

depression. The Diagnostic Statistical Manual of Mental Disorders, Fourth Edition (DSM(IV)) 

defines PTSD as an anxiety response following a traumatic or catastrophic event in which the 

person experiences, witnesses, or is confronted with an event that involves actual or threatened 

death or serious injury, or a threat to the physical integrity of self or others. The person’s response 

involves intense fear, helplessness, or horror. Depression is a mood disorder characterized by 

profound and sustained feelings of sadness and lack of interest in previously enjoyable activities 

(Ndetei et al, 2006). 

 

The humanitarian crisis in South Sudan arising as a result of violence, especially in terms of 

immediate health needs, food and security dominate the attention of those who would come to the 

assistance of the survivors at such a time. The long term more covert effect of the violence in the 

form of psychological and mental trauma is more often than not left unattended, and the effects of 

this neglect may be ominous. The World Health Organization (WHO) recognizes the need for 
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mental well-being and includes it in its definition of health as “a state of complete physical, mental 

and social well-being and not merely the absence of disease or infirmity” (World Health 

Organisation, 2013). 

 

In their study on post-conflict mental health in South Sudan, Ameresekere and Henderson (2012) 

found that due to the majority of the population being exposed to high rates of violence, 

displacement, and political and social insecurity, the prevalence of PTSD was 48% of the 

population, and depression was 50%.  They caution that these figures indicate a high prevalence of 

mental illness in South Sudan as well as the potential for an increase in psychiatric disease as more 

refugees and internally displaced persons return home. An earlier study assessing the post-conflict 

mental health needs in Juba had found similar prevalence of depression and PTSD. Over one third 

(36%) of respondents met symptom criteria for PTSD and half (50%) of respondents met symptom 

criteria for depression. Results showed strong associations of gender, marital status, forced 

displacement, and trauma exposure with outcomes of PTSD and depression. Men, IDPs, and 

refugees and persons displaced more than once were all significantly more likely to have 

experienced eight or more traumatic events (Roberts, et al, 2009).  

 

Roberts et al (2009) note that mental health is a key public health issue for conflict-affected 

populations. People experiencing poor mental health suffer substantial distress, and may be more 

vulnerable to violence, suicide, poor physical health and harmful health practices such as substance 

abuse. High levels of poor mental health can affect the ability of individuals, communities and 

societies to function both during and after conflict. This and other studies show how exposure to 

traumatic events and high levels of mental distress may influence respondent attitudes to 

reconciliation in post-conflict societies. They are evidence of the need for South Sudan to pay close 

attention to its citizens’ mental health as it attempts to reconcile recent memories of war with 

optimism for the future. 

 

Studies conducted among other populations experiencing war have shown coordinating results of 

the prevalence of PTSD and depression, as Roberts et al (2009) further report.  According to this 

report, in Uganda, reported rates of PTSD and depression amongst IDPs have varied between 

75.3% and 54.3%, and 44.5% to 67.4%, respectively. Amongst Guatemalan refugees in Mexico, 

rates of PTSD and depression were recorded at 11.8% and 38.8% respectively, while Karenni 

refugees living in the Thai-Burma border recorded rates of 4.6% and 41.8% of PTSD and 

depression. A survey of Bosnian refugees in Croatia diagnosed PTSD and depression in 5.6% and 

18.6% of respondents. Studies in post-conflict situations have also recorded high rates of PTSD and 

depression. For example, rates of PTSD in Afghanistan have varied from 20.4% to 42.1% and rates 

for depression from 38.5% to 67.7% 

 

A Médecins Sans Frontières  review of assessment studies shows that the prevalence of depression 

ranges from 5% to 31% in refugee groups that suffer psychological consequences of violence, and 

longitudinal research shows that over time, depression among refugee groups remain two to four 

times higher than that of the general population in the same area (de Jong, 2011, p. 22). 

 

Karunakara et al (2004) study on ‘Traumatic events and symptoms of post-traumatic stress disorder 

amongst Sudanese nationals, refugees and Ugandans in the West Nile’ broke the ground in 

correlating symptoms of PTSD in war-affected populations with traumatic event exposures. They 

found the population prevalence of PTSD to be 48% for Sudanese stayees, 46% for Sudanese 

refugees and 18% for Ugandan nationals. Karunakara et al (2004) further highlighted the need for 

better protection and security in refugee settlements due the high prevalence of violence and 

symptoms of PTSD in refugee populations, as well as the need for humanitarian agencies to 

consider the provision of mental health services for populations affected by war and forced 

migration. 
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Winkler (2010) undertook a survey to assess the past experiences and the state of psychological 

well-being of ex-combatants in reintegration centres in South Sudan. The survey was aimed at 

disentangling the complex interrelationship between trauma exposure, war history, PTSD, 

aggression, revenge and openness to reconciliation, and overall reintegration into the community. 

The study found a strong correlation between the mental health of the ex-combatants and 

reintegration into the community, and suggests psychosocial interventions that have the potential to 

lead to sustainable peace efforts. 

 

Even with all the evidence of PTSD, depression and other mental health issues plaguing the 

population of South Sudan, mental health facilities available to handle the overwhelming cases 

requiring help are very limited.  McNeish (2012) reports that this limitation results in the option of 

sedating and imprisoning the masses suffering from post-war trauma, since they pose a threat to 

themselves and to others. The South Sudan has so many competing needs that the means to help the 

traumatized are just not there (McNeish, 2012). 

 

South Sudan is indeed struggling with overwhelming health needs, poor infrastructure, limited 

capacity to provide for the basic food necessities of the population, and hence the provision of 

mental health facilities is simply not considered a priority. I argue for the prioritization of mental 

health services, along with other pressing needs in South Sudan. Roberts et al (2009) also argue that 

the government’s provision of health services need to be scaled up, and mental health activities 

incorporated into services provided through the basic package of health services. These activities 

could include training of health care staff, and community workers to provide basic support and 

referral services, and to organise community-based self-help support groups. It must be said that 

however prevalent PTSD and depression may be amongst the survivors of mass violence, it has 

been found that many people do not develop mental disorders at all as a result. Though most people 

may suffer negative responses such as nightmares, fears and startle responses, they do not develop a 

mental disorder. This calls for a need to emphasize the normal and healthy ways of adapting to 

extreme traumatic stress (de Jong, 2011, p.21). 

 

Section 3: Trauma and Peace building In South Sudan 

This section examines the impact of conflict-inflicted trauma on peace building efforts in South 

Sudan. Peace building, a term that came into existence in 1975 through the work of the peace 

theorist Johan Galtung, refers to the mechanisms and activities put in place in order to address the 

“root causes” of violent conflict, and explore ways of managing and resolving conflict.   

 

Post-conflict peace building has been criticised for having a state-centric bias as opposed to having 

a ‘people-centred, locally owned’ approach (Baker & Scheye 2007, p503).  According to Baker and 

Scheye (2007), a 2006 internal United Nations memo on peace building claimed that the central 

task of peace building is to build the state itself, which depends upon a common societal consensus 

on the values and laws underpinning the state, as much as on basic, functioning institutions. As 

these authors further note, the UN seems to be ignoring the possibility that state-building endeavors 

may be illegitimate in the eyes of the majority of the population, and that the separation and 

displacement  caused by war and other mass violence may make it impossible to identify a 

‘common societal consensus’.  

 

The UN definition of peace building, on which the idea of liberal peace building is based, is: ‘a 

post-conflict activity to identify and support structures which will tend to strengthen and solidify 

peace in order to avoid a relapse into conflict’ (Boutros-Ghali, 1992). In most cases, these structures 

do not directly involve the individuals affected by the conflict and tend to be far removed from their 

experience. In addition, liberal peace building is premised on the economic and political processes 
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of the West which may not be relevant in many post-conflict societies such as South Sudan, faced 

by milliard practical problems which include basic survival needs. 

 

The peace process in Sudan and South Sudan seemed to take on this character of contemporary 

liberal peace building, emphasizing the centrality of the state, at the expense of the citizens. This 

kind of process places peace above structural and democratic transformation of the state.  It presents 

the peacemaking and peace building experience as a prepackaged process served up by the 

international community and based on weak theoretical formulations (Young, 2012). 

 

For South Sudan as for many other societies emerging from conflict, what is needed is an emphasis 

on fostering a ‘civil peace’ which requires individual agency and a focus on what Oliver Richmond 

(2007) has called ‘emancipatory peace building’. As  Richmond (2007) argues, the original social 

justice goals of the liberal model emphasised in peace studies theory have been undermined in the 

‘contemporary peace building project’ in which multidimensional peacekeeping has given way to 

state-building, and  the welfare and well-being of the populations affected by the conflict have 

become marginalised.  

 

Goetschel and Hagmann (2009) pointedly refer to the remoteness of such peace building projects to 

the local communities, the so-called beneficiaries, who are seldom, if ever, involved in the 

definition of what peace is or should be. Rather, the peace building ‘experts’ transplant Western 

norms to the conflict-ridden societies where they are either ignored, appropriated or reinterpreted by 

local actors according to prevailing values, interests and strategies.   

 

The top-down, state-driven approach to peace building which focuses on strengthening national 

institutions and service provision fails to promote an emancipatory, sustainable or transformative 

peace. LeBaron (2003) emphasizes the importance of engaging people in post-conflict societies in 

ways that address their psychological, spiritual, emotional, and physical needs – a holistic approach, 

combined with flexibility and creativity. This kind of approach helps to build resilience and coping 

strategies in the survivors of mass violence, and enables them to re-imagine and re-engage 

productively in life and work (de Jong 2011; Fukuda-Parr & McCandless, 2009).   

 

The CPA process failed to include the general public in the negotiations, and this contributed to the 

problems that emerged in the implementation of its provisions (Young, 2012). Conspicuously 

missing was the engagement of the civil society and women in the process. In the end, what 

emerged was what Young (2012, p. 116) refers to as ‘a peace process without trust’. 

 

The CPA process differed from the traditional African approaches to resolving conflicts, which 

emphasize trust-building. This trust is built through extensive meetings, discussions and 

negotiations, while in the case of the CPA, the process was characterized by the formation of 

varying committees, observing strict timetables and producing complex protocols which the country 

did not have adequate legal mechanisms to follow up. This was in stark contrast to the process 

carried out by the New Sudan Council of Churches’ People to People conferences of Wunlit 

between the Nuer and Dinka in 1999, and the Liliir covenant between the Anyuak, Dinka, Kie, 

Kachip, Murle, and Nuer in 2000. These emphasised dialogue and building trust through the airing 

of grievances and the introduction of healing processes, which contributed enormously to 

reconciliation among the two tribes (Young, 2012). 

 

The civil society supported a Truth and Reconciliation Commission like South Africa’s, but the 

NCP and SPLM/A did not agree to it, feeling that it would ‘undermine’ the peace process. Young 

(2012) aptly concludes:   
Not only did the parties not trust one another; they also did not trust the people of Sudan… As a result, no 

constructive efforts were made during the course of the peace process or since the signing of the CPA to 

confront seriously the pain, trauma, bitterness, and distrust that the war had inflicted on the population (p.117). 
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This failure to address the pain and traumas of the people during the conflict has a subtle but 

grievous effect on peace building. The traumas affect the social functioning of individuals and 

ability to support themselves and their families. Exposure to traumatic events and high levels of 

mental distress may also influence respondent attitudes to reconciliation in post-conflict societies 

(Roberts et al, 2009). Decreased interest or participation in important activities, feeling 

disconnected from others, a sense of no hope for the future, and a sense of despondency that leads 

to neglect of personal and professional responsibilities, all symptoms of PTSD and depression, 

render the survivors of conflict-inflicted trauma unable to engage in meaningful peace building 

activities. 

 

  The social health of the individual directly influences the social functioning of the group.  Mass 

violence affects the community’s social fabric and social capital, in the sense that key players in the 

community such a religious leaders and village elders may lose their status. The community’s social 

order may be eroded, and its ability to care for its vulnerable people through for instance 

community self-support can be affected.  Social cohesion can diminish as individuals withdraw, 

preoccupied with their own traumatic experience, resulting in disharmony and possibility of 

recurring violence (Gutlove & Thompson, 2006; de Jong 2011). 

 

Section 4: Trauma Healing, Peace Building And Development: The Nexus 

This section seeks to highlight the potential impact of trauma healing on the peace building process, 

and how this affects development. Peace building is a broad field, which itself is reciprocally 

affected by development, as the figure below, developed by Mertus and Helsing (2006) illustrates. 

Though peace building comprises many aspects, this paper is concerned with one particular 

element, trauma healing. It argues that just as one missing spoke of the wheel hinders proper 

movement in the desired direction, ignoring or undermining the aspect of trauma healing is 

detrimental to the much desired goal of peace building and development in societies emerging from 

conflict.  
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Figure 1.4. The Peace building Nexus. From Human Rights and Conflict: Exploring the Links 

Between Rights, Law and Peace building (p.66), by Mertus & Helsing, 2006, Washington DC: 

United States Institute of Peace. 

 

 Traumatic events call into question our human existence, our relationships, and our ability to 

control what happens to us. They violate our faith in a natural or divine order of human existence, 

and shatter the construction of the self that is formed and sustained in relation to others. A person in 

this state finds that action is of no avail, that neither resistance nor escape is possible (Herman, 

1997). In order to heal from this experience, the new information must be processed until the 

traumatic experience is assimilated and integrated into a new or existing worldview (de Jong, 2011).  

 

The goal of healing is to give the survivors a feeling that they have control over their lives again. 

Herman (1997) identifies three stages that trauma victims move through as part of the healing 

process: safety, acknowledgment, and reconnection. Healing programs guided by these processes 

foster resilience in the survivors, defined as ‘the capacity to positively or successfully adapt to 

external problems or threats’ (Chandler, 2012, p. 217). Such resilience is associated with agency 

rather than a protection paradigm, and is linked with the goal of capacity-building in peace building 

and development. As argued by Kantowitz & Riak (2008), engagement in participatory community 

development in order to meet basic needs is an important aspect of trauma healing because it 

contributes to collective as well as individual agency. Community healing directly addresses the 

restoration of the social fabric that has been destroyed as a result of mass violence (Gutlove & 

Thompson, 2006; Kantowitz & Riak, 2008). The healing of trauma is paramount to the peace 

process because if people do not come to terms with the trauma they have experienced, they pass 

on the legacy of trauma to the next generation (Gobodo-Madikizela, 2009). This may in turn lead 

to a cycle of violence in a society. 
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Gasana (2008, p.156) similarly describes the impact of trauma healing on peace building through 

his experience with the survivors of the genocide in Rwanda. As a peace and development 

practitioner, he observed that ‘people struggling with inner pain from atrocities often became 

dysfunctional and unproductive’. When he first began working with survivor communities in 1999 

he ‘was struck by how many survivors lacked energy and displayed immense apathy towards most 

aspects of their lives‘. This apparent laziness and apathy can be attributed to the impact of unhealed 

trauma. 

 

 Drawing further on his own personal experience as a survivor and as a practitioner, Gasana (2008, 

pp.145 & 150) maintains that ‘emotional healing is vital in the process of achieving peace and 

security’ because of the need to ‘recover functional capacities and the creativity necessary for social 

and economic productivity: ‘without healing, there can be no lasting peace and therefore no genuine 

development after conflict.’ 

 

Smyth (2001) reinforces this idea, explaining the need of acknowledging the suffering, accepting 

the feelings of bitterness, shame, apathy, disillusionment, resentment and letting go of the anger and 

grief. She notes that it is in this process that the sense of inevitability and paralysis begins to shift, 

and renewal and restoration, which amounts to healing and recovery, occur. 

 

Healing and recovery from trauma does not happen uniformly for survivors, but is rather affected 

by the socio-economic and physical conditions and political atmosphere in which survivors find 

themselves, as well as by their subjective perceptions of those environments (de Jong, 2011). de 

Jong identifies four factors that may hinder recovery namely: a poor socio-economic situation, 

marginalization in the community, periods spent in refugee or internal displacement camps, and 

community denial of traumatic past events.  

 

In their discussion of ‘The Contribution of Trauma Healing to Peace building in Southeast Europe’, 

Puljek-Shank and Puljek-Shank (2008) highlight the spiritual aspect of trauma healing and the 

potential for the pain of trauma to be transformed into a motivation for peace building. They 

describe how some concentration camp survivors have come to see their trauma as a source of 

strength and compassion for others. Based on their belief in God, these survivors rise above their 

pain and suffering and seek out the other side in an attempt to create long lasting peace. Their faith 

helps them work on their healing and they are hence able to transform tragedy into a source of 

strength. These survivors are ‘wounded healers’, who carry their wounds with them but do not 

inflict them on others, but being fully aware of their pain and loss, they seek to heal the wounds of 

others. 

 

Another example of a trauma healing program aimed at development is the case study of ‘The 

Medical Network for Social Reconstruction in the Former Yugoslavia (Gutlove & Thompson, 

2006). The program aimed at facilitating healing processes that lead to empowering individuals and 

the community and the prevention of future conflicts. The program sought to promote dialogue, 

cooperation, personal contacts, practical solutions, and the renewal of relationships in the region of 

the former Yugoslavia.  

  

Both peace building and development depend on ‘healing through transforming human relations 

and social structures’ and ‘systematic processes that address personal, emotional and psychological 

dimensions of conflict, as well as broader, structural questions of power and inequality’ (Gasana, 

2008, p.147). Both peace building and development share common values of meeting human needs, 

protecting human rights, and eliminating structural and direct violence: eradicating poverty 

contributes to reducing inequalities which are often a root cause of conflict, and thus a proper goal 

of peace building as well as development (Kantowitz & Riak 2008).   
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There have been projects and suggestions of possible strategies linking peace building and 

development in South Sudan, with a trauma healing component. Winkler (2010), in collaboration 

with the Bonn International Center for Conversion (BICC) undertook a survey to assess the 

‘Psycho-social intervention needs among ex-combatants in Southern Sudan’ aimed at improving the 

reintegration process of the ex-combatants. Based on the findings of the survey, she recommends 

interventions reducing aggression, interventions reducing suicidal ideations and other mental 

symptoms, and monitoring and awareness raising on alcohol and Gender Based Violence (GBV). 

 

The Israel Forum for International Humanitarian Aid (IsraAID) launched its ‘Develop South Sudan 

2012’ program with a Juba-based training program in Post-Trauma with a focus on GBV in March 

2012 (IsraAID, 2012). The program aims, among other things, to provide support for vulnerable 

communities, especially women and girls facing, or at risk of, GBV, and to raise awareness on 

women’s rights and GBV among the local population. 

  

One of the most successful projects integrating peace building and development in South Sudan is 

the World Vision’s Local Capacities for Peace project. The project is aimed at addressing the issues 

of service delivery, peace building and livelihood development. The service delivery arm helps the 

government to provide health and education in a conflict area and at the same time promote peace 

by enabling the communities to access these services in a neutral place. The peace building aspect is 

aimed at building the capacity in the affected communities in order to promote peace amongst 

individuals and between the communities, and the livelihood element is aimed at enhancing food 

security in the area by facilitating vegetable gardening (CDA, 2004; Irish Aid, 2009). Through this 

project, healing occurs through the transformation of relationships, and at the same time the 

survivors’ human needs are met (Gacana, 2008).  

 

Conclusion 

This paper has examined the conflict situation in South Sudan, a young nation emerging from over 

five decades of war. The complexity of the conflict, the seemingly insurmountable challenges the 

nation faces on the path of development, and the resilience with which it has forged forward in 

determination are worthy of note.  

 

The paper has further explored the effects of this conflict, especially in terms of the trauma inflicted 

on the people of South Sudan. The decades of war have left in their wake millions of people killed, 

displaced or otherwise crucially affected. Of particular note are those who have been completely 

overwhelmed by the conflict, and have lost all sense of connection, control and meaning of their 

existence as a result.    

 

The interrelationship of trauma healing, peace building and development is core to the paper. Put 

mildly, the sense of overwhelm, despair and despondency render the survivors of conflict unable to 

engage in peace building efforts and development activities. Peace seems elusive, and development 

a mirage to them. Trauma healing is thus seen to be a starting point in engaging the individual in 

development activities. Reciprocally, the development activities do themselves serve to help the 

individual regain a sense of control, reconnection and meaning in life. 

 

From the foregoing, it emerges that there is the need to prioritize psychological health services for 

those surviving trauma inflicted by conflict in Africa generally, and South Sudan specifically. There 

is also need for further research on the subject, to uncover deeper insights that will help inform 

policies geared towards development in Africa.   
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Map of Sudan and south Sudan after the 

split   

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



90 

 

References 

Ameresekere, M. & Henderson, D.C. (2012). ‘Post-Conflict Mental Health in South Sudan: 

Overview of Common Psychiatric Disorders. Part 1: Depression and post-traumatic stress disorder.’ 

Retrieved from http:// www.southsudanmedicaljournal.com 

Baker, B. & E. Scheye (2007) “Multi-layered Justice and Security Delivery in Post-Conflict and 

Fragile States” in Conflict, Security and Development Vol.7, No.4, pp. 503-528. 

Boulding, E. (1992) “The Concept of Peace Culture” in UNESCO Studies on Peace and Conflict 

Issues After the Cold War. UNESCO, pp. 107-133. 

Boutros, B. (1992). ‘Report of the UN Secretary General: “Agenda For Peace”’. Retrieved from 

http://www.cfr.org 

Chandler, D. (2012) ‘Resilience and Human Security: The Post-Interventionist Paradigm’, Security 

Dialogue, 43, pp. 213-229. 

Collaborative Development Action and CDA Collaborative Learning Projects (2004). The Do No 

Harm Handbook (The Framework for Analyzing the Impact of Assistance on Conflict). Cambridge: 

CDA. Retrieved from http://www.cdainc.com 

de Jong, K. (2011) ‘Psychosocial and Mental Health Interventions in Areas of Mass Violence: A 

Community-Based Approach’. Guideline Document. 2
nd

edn, Amsterdam: Médecins Sans 

Frontières. 

de Jong JT, Komproe IH, Van Ommeren M.(2003). ‘Common mental disorders in postconflict 

settings’. Lancet. 2003; 361(9375): 2128-30. http://www.ncbi.nlm.nih.gov 

Fukuda-Parr, S. & McCandless, E. (2009) “An Integrated Framework For Peace building,          

Human Rights and Development” in Kenneth Omeje (Ed) War to Peace Transition:   Conflict 

Intervention and Peace building in Liberia. New York: University Press of America, pp.193-223. 

Gasana, S. N. (2008) ‘Confronting Conflict and Poverty Through Trauma Healing: Integrating 

Peace-Building and Development Processes in Rwanda’ in Phil Clark & Zachary D. Kaufman 

(Eds.), After Genocide: Transitional Justice, Post-Conflict Reconstruction and Reconciliation in 

Rwanda and Beyond, London: Hurst & Company, 145-169. 

Gobodo-Madikizela, P. (2008) “Trauma, Forgiveness and the Witnessing Dance: Making Public 

Spaces Intimate” in Journal of Analytical Psychology, 53. Pp. 169-188. 

Goetschel, L. & T. Hagmann (2009) “Civilian Peace building: Peace by Bureaucratic Means?” in 

Conflict, Security and Development Vol. 9, No. 1, pp. 55-73. 

Gutlove, P. & Thompson, G. (2006). ‘Using Psychosocial Healing in Postconflict Reconstruction.’ 

In M. Fitzduff &C.E. Stout (Eds.). The Psychology of Resolving Global Conflicts: From War to 

Peace. Vol. 3: Interventions. London: Praeger Security International, pp. 185-213. 

Herman, J.H. (1997) Trauma and Recovery. New York: BasicBooks. 

IsraAID  (2011). The Israel Forum for International Humanitarian Aid. Retrieved from http:// 

israid.co.il 

Kaiser, K. (2008). ‘Sudanese Refugees in Uganda and Kenya.’ In G. Loescher, J. Milner, E. 

Newman & G. Troeller (Eds.), Protracted Refugee Situations: Political, Human Rights and Security 

Implications (pp. 248-276). New York: United Nations University Press. 

Kantowitz, R. &Riak, A. (2008) ‘Critical Links between Peace building and Trauma Healing: A 

Holistic Framework for Fostering Community Development’ in Barry Hart (ed.), Peace building in 

Traumatized Societies, Lanham, Maryland: University Press of America, 3-26. 

Karunakara, U.K., Neuner, F., Schauer, M., Singh, K., Hill, K., Elbert, T. (2004). ‘Traumatic events 

and symptoms of post-traumatic stress disorder amongst Sudanese nationals, refugees and 

Ugandans in the West Nile.’ African Health Science. 2004; 4(2), pp. 83-93. 

LeBaron, M. (2003) Bridging Cultural Conflicts: A New Approach For a Changing World.  San 

Francisco: Jossey-Bass. 

LeRiche, M. &  Arnold, M. (2012) South Sudan: From Revolution to Independence. London: Hurst 

& Company 2012. 

McNeish, H. (August, 2012). ‘Mental Health Services Absent For Traumatized South Sudanese.’ 

Retrieved from http:// www.voanews.com 

http://www.southsudanmedicaljournal.com/
http://www.cfr.org/
http://www.ncbi.nlm.nih.gov/
http://www.israid.co.il/
http://www.voanews.com/


91 

 

Mertus, J. & Helsing, J.W. (2006). Human Rights and Conflict: Exploring the Links Between 

rights, Law and Peace building. Washington, DC: United States Institute of Peace Press. Retrieved  

from http://www.bookstore.usip.org 

Ndetei, D.M., Szabo, C.P., Okasha, T. & Mburu, J. (2006). The African Textbook of Clinical 

Psychiatry and Mental Health. Nairobi: AMREF. 

Peace Direct. (2011). Sudan: Conflict Profile. Retrieved from http:// www.insightonconflict.org 

Puljek-Shank, A.  Puljek-Shank, R. (2008). ‘The Contribution of Trauma Healing to Peace building 

in Southeast Europe.’ In  B. Hart, (Ed.) Peace building in Traumatized Societies. New York: 

University Press of America, pp. 155-183. 

Roberts, B., Damundu, E.Y., Lomoro, O. & Sondorp, E. (2009). ‘Post-conflict mental health needs: 

a cross-sectional survey of trauma, depression and associated factors in Juba, Southern Sudan.’ 

BMC Psychiatry. 2009; 9:7. Retrieved from http://www.biomedcentral.com 

Santschi, M. (2008). ‘Counting “New Sudan”.’ African Affairs 107/429, pp. 631-640. 

Smyth, G. (2001) ‘Brokenness, Forgiveness, Healing and Peace in Ireland’. In Helmick, S.J. & 

Petersen, R.L. (Eds.), Forgiveness and Reconciliation: Religion, Public Policy and Conflict 

Transformation. London: Templeton Foundation Press. Pp.319-349. 

UNMIS. (n.d). ‘The Comprehensive Peace Agreement Between The Government of the Republic of 

the Sudan and The Sudan People’s Liberation Movement/Sudan People’s Liberation Army. 

Retrieved from http://www.unmis.unmissions.org 

Winkler, N. (2010). ‘Psycho-social intervention needs amongst ex-combatants in South Sudan.’ 

Juba: Southern Sudan DDR Commission (SSDDRC) and the Bonn International Center for 

Conversion (BICC); 2010 November, 2010. Retrieved from http://www.ssddrc.org 

World Health Organization (2013) South Sudan. Retrieved  from 

http://www.emro.who.int/countries/ssd 

Young, J. (2012). The Fate of Sudan: The Origins and Consequences of a Flawed Peace Process. 

London: Zed Books 

Zapata, M. (2011). ‘Sudan: Comprehensive Peace Agreement and South Sudan Independence. 

Enough Project. Retrieved from http://www.enoughproject.org 

Zolondek, K. (2010). ‘Building Peace: Post-Conflict Peace building Through Community 

Development Projects.’ M.A Thesis in Urban Studies: Community Development. Philadelphia, 

Pennsylvania. Retrieved from http://www.academia.edu 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

http://www.bookstore.usip.org/
http://www.insightonconflict.org/
http://www.unmis.unmissions.org/
http://www.emro.who.int/countries/ssd
http://www.enoughproject.org/


92 

 

Transmission dynamics and the control of rabies in Nigeria 
By 

 

Grace Omeche Agaba 

  

Abstract 
The spread of infectious diseases pose challenges to the quest for development in Africa. Today the 

spread of rabies in humans is a major public health problem that needs to be properly handled to 

secure the lives of the populace. The number of human rabies cases in Nigeria is alarming partly 

due to the poor understanding of the transmission dynamics of the virus and also the lack of 

effective control measures of the disease. Rabies is a viral disease caused by a virus present in the 

saliva of the infected animal and is spread through bites. Zhang et al (2011) evaluated the trend of 

the spread of rabies in China through a study carried out on the transmission dynamics and control 

of rabies in China. This study proposed a modification of the model developed by Zhang et al 

(2011) and thus, applied the model in the evaluation of the spread of rabies in Nigeria. 
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Introduction 

Rabies, an acute, viral disease of all warm blooded animals including man, is caused by a virus 

present in the saliva of the infected animal and is spread when an infected animal bites another. 

Rabies is also known as hydrophobia – the fear of water. The disease is characterized by the 

disturbance of the central nervous system of the host animal leading to paralysis and death. Rabies 

becomes fatal to both animals and humans once the symptoms of the disease develop (Adeyemi et 

al, 2005, Evans and Pritchard, 2001). 

 

According to Wiraningsih et al (2010) and Zhang et al (2011), humans most often become infected 

with rabies through the bite or scratch of an infected dog or cat. This implies that the disease is 

transmitted to both domestic animals and humans through bites exposed to infected saliva. Studies 

by scholars show that rabid dogs represent the largest threat to human health globally simply 

because dog bites are common and regular routine vaccination of dogs is very low while mass 

campaign with free vaccination against dog rabies has been abandoned for a long time (Zhang et al, 

2011; Ogun et al, 2010). According to Zhang et al (2011), human rabies is one of the major public 

health problems in China and Adedeji et al (2010) observed that most cases of rabies in human in 

Nigeria were acquired from dogs. The number of human rabies cases was on the increase in the 

past, partly as a result of poor understanding of the transmission dynamics and the lack of effective 

control measures of rabies. 

 

Rabies is virtually always fatal when vaccine is not administered (Evans and Pritchard, 2001; 

Redmond, 2008). According to Dewey and Richard (1997), permanent brain damage resulted in the 

few known cases in which people have actually survived rabies without medical attention. Caron 

and Barczewske (1997) state that humans were not often vaccinated for rabies unless they come 

regularly in close contact with wild animals. It was suggested by Wiraningsih et al (2010) that in 

areas known for rabies, professionals such as veterinarians with frequent exposure to animals or 

wildlife specialists or researchers, particularly in rural areas, should be vaccinated preventively. 

Studies had shown that a few humans (that is, laboratory workers, veterinarians, veterinary 

technicians, animals control officers, care explorers, etc.) were over the years vaccinated against 

rabies to prevent its spread (Rabies Management Guide, 2005; Childs and Real, 2007). 

Methods 

Zhang et al (2011) produced a model that examined the transmission dynamics and control of rabies 

in their quest for control measures for the spread of rabies in China. This paper adopts the Zhang et 

al (2011) model with a modification of the model as regards the pre-exposure vaccination of 

humans. 

The Mathematical Model 

The SEIRS model is employed to carry out this study. The model consists of four classes: (i) the 

susceptible class, with population density S; (ii) the exposed class, with population density E; (iii) 

the infectious class, with population density I. The infectious class is sometime referred to as the 

rabid class where the infected becomes infectious after the incubation period has elapsed; and 

finally, (iv) the recovered class, with population density R. 

Definition of Parameters and Assumptions 

This study espouses the Zhang et al (2011) model alongside the parameters. They are as stated in 

Table I below. The assumptions in the Zhang et al (2011) model on the dynamical transmission of 

rabies among dogs and from dogs to humans are as demonstrated in Figure I. Since this paper 

adopts Zhang et al (2011) model with a modification as regards the inclusion of pre-exposure 

vaccination of humans in the model, Figure II thus gives a detailed representation of the modified 

model. 

Table I: Definition of Parameters 
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Parameters 

Definition 

Dog Human 

A  B  A is the annual number of newborn puppies while 

B is human annual birth 

  
1
  Loss rate of vaccination immunity 

i  
1
i  Incubation period of the infected 

i

1
  

1

1

1

i
  

The reciprocal of the incubation period 

r  1
r  Risk of clinical outcome of the exposed 

m  
1

m  Natural mortality rate 

k  
1

k  Vaccination rate 

  
1

  Disease-related death rate 

  
1

  Dog-to-dog and dog-to-human transmission rate 

respectively 

 
 

 
Figure I: A flow diagram of the transmission of rabies 

among dogs and from dogs to humans (Zhang 

et al, 2011). 
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Figure II: A flow diagram of the transmission of rabies 

among dogs and from dogs to humans 

(Modified Model). 

 

The Model Equations 

The Zhang et al (2011) model consists of a system of eight ordinary differential equations as 

defined in equation (i) while the system of eight ordinary differential equations (ii) was derived 

from the modified model. 
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Equilibrium States 

The equilibrium states were obtained by setting the right side of equation (ii) to zero. 

The disease-free equilibrium state was obtained when 0I  and 01 I  as: 
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Results 

Runge-Kutta-Fehlberg method through the application of MAPLE software was used in this study 

to obtain the numerical solutions of the modelled system of equations. The parameter values used 

for evaluating the trend of rabies spread in China were obtained from Table II below while values 

used for evaluating the trend of rabies spread in Nigeria were obtained from Table III. 

Table II: Parameter values for evaluating the trend of rabies spread in China 
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Definition 

Parameters  

Dog Human  

Parameter Value Unit Parameter Value Unit  

A is the annual number of 

newborn puppies while B is 

human annual birth 

A  
 

6103  
1year  B  71054.1   

1year  

 

Loss rate of vaccination 

immunity 
  1 1year  1  1 1year  

 

The reciprocal of the incubation 

period 
  6 1year  1  6 1year  

 

Risk of clinical outcome of the 

exposed 
r  0.4 1year  1r  0.4 1year  

 

Natural mortality rate m  0.08 1year  1m  0.0066 1year   

Vaccination rate k  0.09 1year  1k  0.54 1year   

Disease-related death rate   1 1year  1  1 1year   

Dog-to-dog and dog-to-human 

transmission rate respectively 
  71058.1   

1year  1  121029.2   
1year  

 

  
Source: Adopted from Zhang et al (2011), Analysis of Rabies in China: Transmission Dynamics and Control. PloS One 

6(7): e20891. dol:10.1317/journal.pone.0020891. 

Table III: Parameter values for evaluating the trend of rabies spread in Nigeria 

Definition 

Parameters 

Dog Human 

Parameter Value Unit Source Parameter Value Unit Source 

A is the annual number of 

newborn puppies while B is 

human annual birth 

A  
 

5106.3   
1year  Calculated B  51076.8   

1year  NBS 2009 

Loss rate of vaccination 

immunity 
  1 1year  

Zhang et al 

(2011) 1  1 1year  
Zhang et al 

(2011) 

The reciprocal of the incubation 

period 
  6 1year  

Zhang et al 

(2011) 1  6 1year  
Zhang et al 

(2011) 

Risk of clinical outcome of the 

exposed 
r  0.4 1year  

Zhang et al 

(2011) 1r  0.4 1year  
Zhang et al 

(2011) 

Natural mortality rate 
m  0.08 1year  

Zhang et al 

(2011) 1m  0.0169 1year  2006 Census 

Vaccination rate k  0.2 1year  Assumption 1k  0.4 1year  Assumption 

Disease-related death rate   1 1year  
Zhang et al 

(2011) 1  1 1year  
Zhang et al 

(2011) 

Dog-to-dog and dog-to-human 

transmission rate respectively 
  6107.1   

1year  Fitted 1  111092.7   
1year  Fitted 

 
 

The numerical results for the analysis of the trend of rabies cases for the period of fifty years 

using both models were obtained as follows: 

 

Figure III: The trend of human rabies cases in China in 

fifty years (Zhang et al (2011) model) 
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Figure IV: The trend of human rabies cases in China in 

fifty years (Modified model) 

Assuming that pre-exposure vaccination rate of humans differs from the post-exposure 

vaccination rate. Let   denote the pre-exposure vaccination rate. Then the system of equations (ii) 

gives a system of equations (iii). Evaluating equations (iii) for different values of   with the 

parameters defined in Table II for the dynamics of rabies in China we obtain Figure V. 
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Figure V: The effect of pre-exposure vaccination of 

humans in the spread of rabies 
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Figure VI: The trend of human rabies cases in Nigeria in 

fifty years (Zhang et al (2011) model) 

 
Figure VII: The trend of human rabies cases in Nigeria in 

fifty years (Modified model) 

 

 
Figure VIII: The trend of human rabies cases in China in 

fifty years (Comparing modified model with 

Zhang et al (2011) model) 

 
Figure IX: The trend of human rabies cases in Nigeria in 

fifty years (Comparing modified model with 

Zhang et al (2011) model) 

Carrying out a sensitivity analysis on the system of equations (ii) with reference to the birth rate and 

vaccination rate of dogs gives Figures X and XI with detailed results
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Figure X: Analysing the effect of dogs’ birth rate on the 

spread of human rabies in Nigeria using the 

modified model. 

 
Figure XI: Analysing the effect of dogs’ vaccination rate 

on the spread of human rabies in Nigeria using 

the modified model 
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Discussion and conclusion 

From the results obtained, Figures III and IV show the trend of human rabies cases in China for 

the period of fifty years using the Zhang et al (2011) model and the modified model respectively. 

While Figure VIII compared the modified model with Zhang et al (2011) model as regards the 

spread of rabies in China wherein the solid curve represents Zhang et al (2011) model and the 

dashed curve represents the modified model. The values of parameters used were as defined in 

Table II. The initial values used in the numerical simulation of the models were adopted as 

defined in Zhang et al (2011): 7105.3)0( S , 5102)0( E ,  5101)0( I , 5102)0( R , 
9

1 1029.1)0( S  , 250)0(1 E , 89)0(1 I , 5

1 102)0( R . 

 

Furthermore, Figures VI and VII show the trend of human rabies cases in Nigeria for the period 

of fifty years using the Zhang et al (2011) model and the modified model respectively. Figure IX 

gives the comparison of the modified model with respect to Zhang et al (2011) model as regards 

the spread of rabies in Nigeria wherein the solid curve represents Zhang et al (2011) model and 

the dashed curve represents the modified model. The values of parameters used were obtained 

from Table III. The initial values used in the numerical simulation of the models are as follows: 
6108.3)0( S , 174)0( E ,  95)0( I , 51003.7)0( R , 7

1 1054.8)0( S  , 1)0(1 E , 

0)0(1 I , 7

1 1036.3)0( R . Data were adopted from National Bureau of Statistics (2009), 

Lombin (2010) and Meseko (2010). 

 

The results in Figures III and IV revealed that the spread of the virus takes an upward trend 

indicating the tendency of rabies epidemics with time. Afterward, the number of rabies cases will 

decrease steadily for about the period of ten years, then increases and decreases before it finally 

tends to a stable state. We had similar cases in Figures VI and VII as regards the spread of rabies 

in Nigeria within the period of fifty years but encountered slight differences with respect to the 

number of the infected cases of humans per time. Comparing the models showed that the 

modified model had less number of human rabies cases in the transmission dynamics of the 

spread of rabies both in China and in Nigeria. By implication, this was as a result of the 

administration of pre-exposure vaccination of humans which in turn prevented many of the 

populace exposed to the virus from being infected. 

 

To further observe the level of impact or effect of pre-exposure vaccination of humans in the 

transmission dynamics of rabies, we assumed that the pre-exposure vaccination rate differs from 

the post-exposure vaccination rate of humans. Evaluation of the model for different parameter 

values of pre-exposure vaccination rate of humans’ shows in Figure V that pre-exposure 

vaccination of humans tends to reduce the number of the outcome of rabies cases in humans. The 

higher the rate of pre-exposure vaccination of humans, α, the lower the number of people 

infected with rabies virus. Based on these analyses we observed the importance of pre-exposure 

vaccination of humans in the transmission dynamics and control of the spread of rabies. 

 

From the sensitivity analysis carried out on the effect of the birth rate and vaccination rate of 

dogs on the transmission dynamics of rabies in Nigeria, it can be seen in Figure X that the 

reduction in the annual birth rate of dogs tends to minimize the spread of the rabies virus thus 

suggesting the castration of male dogs as a mean of controlling high birth rate and Figure XI 

shows that vaccination of dogs tends to reduce the number of the outcome of rabies cases in 
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humans. The higher the rate of vaccination of dogs, the lower the number of people infected with 

rabies. 

 

Based on the foregoing we observed the importance of pre-exposure vaccination of both dogs 

and humans, along with birth control of dog population in the transmission dynamics and control 

of the spread of rabies, particularly in Nigeria. Thus, the study encourages the administration of 

pre-exposure rabies vaccination to humans, especially people at higher risk of rabies infection 

such as the veterinarians, veterinary technicians, veterinary students, laboratory workers, animals 

control officers, etc., and largely to dogs in order to minimize the spread of rabies. 
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Abstract 
Women development is a ubiquitous theme in the community. There is a strong relationship 

between community and women development in most African nations because many vocational 

trades in rural communities are practiced by women and many of them have no access to credit 

in banks because of the lack of collateral for loan. The age old traditions of pottery production 

methods is still prevalent in contemporary times, however, the practice of the trade is not 

economically viable to meet with the financial needs of potters. On the other hand, there is a high 

demand for imported china wares. Eradicating poverty among these hardworking females 

required a visioning programme using innovative designs and analytical method to remodel 

pottery production by rural women for the enhancement of ceramic trade for sustainable 

development of the community. A workshop was organised for women from six local 

government areas of Abeokuta, in Ogun State, Nigeria. The methodology used was based on a 

Psycho-analytical theory involving a hands-on method buttressed by a psycho –dynamic gender 

theory in their exposure to the use of modern equipment such as throwing wheels and kilns. The 

outcome was the promise of a new horizon and hope for better financial reward. 

Key words: Women, Ceramics, Sustainable Development, Innovative Design, Visioning 

Programme 
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Introduction 

At the Sixty-sixth General Assembly Second Committee 13th & 14th Meetings (AM & PM) of 

the United nations (2011),  it was asserted that “With nearly 1.5 billion people still living in 

absolute poverty, eradication efforts had not succeeded and it remained the most significant 

challenge facing humankind”. The International Labour office in Geneva at its Tenth African 

Regional Meeting (2003), in Addis Ababa, proffered a solution that employment is the way out 

of poverty.  If the issue of poverty is to be addressed it must be addressed in the context of a 

good understanding of the meaning of culture. Africans are known to guard their cultures 

jealously. Therefore, change must be done with caution because the wrong kind of drill can 

atrophy and cause stagnation that might result in perpetual doom economically for the people in 

the sub Saharan region of the continent. According to Schafer in his Cultural Imperatives, he said 

and I quote:  

 
 I believe culture should play a central role in the world. This is not wishful thinking 

on my part, but rather the result of an objective assessment of the present situation 

and prospects for the future. There are many reasons why culture should play a 

central role in the world. It is needed to transform the relationship between human 

beings and the natural environment, reduce the amount of tension, violence, 

terrorism, and conflict in the world, improve relations between the diverse peoples, 

countries, cultures, religions, and civilizations of the world, decrease income and 

social inequalities throughout the world, and enhance human welfare and well-being 

everywhere in the world. It is also needed to reduce the demands human beings are 

making on the worlds scarce resources, create ways of life and lifestyles that are more 

in keeping with the new global reality, and achieve much more peace, harmony, 

stability, and unity in the world. Without this, the world is bound to become a more 

dangerous, demanding, and volatile place - rather than a safer and more secure place - 

as resources are used up and the carrying capacity of the earth is approached. If this 

adverse situation is to be avoided in the future, valuable contributions will have to 

come from many different disciplines and activities. Economics is important because 

it is concerned with the production, distribution, and consumption of goods and 

services and creation of material and monetary wealth, and therefore with peoples 

jobs, income, and sources of livelihood. 
  

 It is in this light that a workshop was organized for women potters. Sered (1994) enlightens that 

“women could be devalued in the cultural category; however, culture as a secondary cultural 

category uplifts the value of the female among the Yoruba. The need to always maintain balance 

is of paramount importance to the traditional Yoruba philosophy and this is usually presented 

through complimentary relations at many levels of social intercourse”. This explains why there is 

no absolutism in the traditional Yoruba society, the norm is always to negotiate and complement 

one another. (Olademo, 2007: 20)  

 

African women form a huge percentage of the poor on the continent. In the traditional life of 

African communities, women are recorded to be involved in varied vocations. Bolanle Awe 

(2005) quotes Maya Angelou in describing the woman; “The creator of works of beauty; textiles, 

hairstyles….dance, songs, proverbs. She knows how to combine imagination and sensitivity in 

the service of her creative spirit.” Different gender theories exist. The biological gender theory 
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presents a dialogical confrontation between nature and nurture and also the psycho-dynamic 

gender theory adopts the psychoanalytical theory of Freud on the subconscious…. The cultural 

gender theory upholds symbolic interactions in cross cultural mode and the symbolic interactions 

or “doing gender.”  (Olademo 2009, 19) The latter is of interest to this paper. 

With the world as a global village trade benefits will be monumental if products meet the needs 

of a wide range of people. For sustainable development, women’s economic role within 

communities must be addressed. The development of community can be seen from a variety of 

theoretical perspectives (Brennan, 2008: Luloff & Bridger, 2003: Wilkinson, 1991). The 

relationship between the community and women development is a ubiquitous theme that will be 

addressed in this paper using a methodology based on the four cornerstone of sustainability for a 

vision plan to support sustainable development. It involved a workshop organized and paid for 

by Conner Empowerment Project, which was opened to women and youths in the six local 

government areas of Abeokuta in Ogun state. This is in line with the assertion by Brennan  

(2009) that the community, as a field of social interaction, exists in the collective actions of it s 

members, which  allows an individual to participate purposively in the creation, articulation and 

maintenance of efforts to support or change social institutions    

 

The Workshop Sample 

The participants at the workshop included two women from Ijaye Pottery Association of 

Abeokuta and one woman from the National Council of Women Societies, Ogun State Chapter; 

these will serve as facilitators to train other women after the workshop. The four month 

workshop took place at the Ceramic studio of the Federal College of Education Oshiele fom 

September, 2012 to January, 2013. The available equipment included throwing wheels, clay 

baths, gas/firewood kilns and electric kiln. 

Some salient questions form the basis of the workshop. These are: 

1. Are the participants capable of the physical exertion in kicking the throwing wheel for turning 

out ceramics? 

2. Since the participants have no exposure to tertiary education, would they have the cognitive 

capacity for ceramics using modern machines? 

3. Would the participants be able to spend long hours to practice throwing? 

4. Will the indigenous Ijaye women potters be significantly better than the woman from the 

National Council of Women societies who had not had previous knowledge of pottery? 

 

 Methodology 

1. The researcher first met with the Chief (Baale) of the Ijaye community and the secretary of the 

potters association to invite members of the Ijaye potters association to participate in the 

workshop (fig. 1). 
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2. At the opening ceremony of the workshop as indicated on the banner (fig. 2) of the event, 

Resource persons enlightened the audience present on:   

 the history and practice of pottery in Ijaye. 

 The significance of the ancient practices. 

 The need to diversify the trade to meet with contemporary demands. 

 The economic gains of diversification.  

3. The Conner empowerment team introduced the participants to modern ceramic wares as 

shown in (fig. 3-4). 

  
4.  The women were taught how to prepare clay for throwing which includes pounding, soaking 

of the clay, sieving, compressing it to remove excess moisture and exposing it to get the clay 

“plastic” (fig. 5 -7).  

 

                
 

Fig. 1. From left to right: The Chief (Baale) of the Ijaye 

community, the researcher and the secretary, Ijaye Potters 
Association.  

Fig. 3. The Conner Empowerment Team introducing the 

participants to modern ceramic wares.  

Fig .4. The exhibition of modern ceramic wares.  

Fig. 2. Banner advertising the Workshop. 
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4. Next, they learnt to throw on the kick wheel comprising two types, one of which involves 

someone cranking to turn the wheel for the potter and the other involving the potter kicking the 

wheels as in figs. 8-10. 

5. The wares produced after series of attempts for three months are as in fig. 10-

11.            

 

 

 

 

Fig. 5-7. Different Stages of Clay Preparation   

 

Fig. 8. The Resource Person teaching Throwing 

on the wheel.  

Fig. 9. Participant Practicing Throwing on the 

wheel.  
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Findings and Discussion 

The women were very happy to have participated at the workshop. They were found to be 

capable of withstanding the physical exertion in kicking the throwing wheel for turning out 

ceramics.  All the participants had no exposure to tertiary education; nevertheless, they were all 

able to use the modern ceramic machines. In addition, they were able to spend long hours to 

practice throwing. However, the indigenous women potters from Ijaye were observed to have 

more stamina for production but were not significantly better than the woman from the National 

Council for Women Societies who has had no previous knowledge of pottery. 

 

The women claim that they did not know that domestic ceramic wares are produced by potters. 

They were happy that they can be more relevant to society and the ceramic trade is a very viable 

venture if they diversify their production. However they lamented the lack of the money required 

to set up their own studio and implored the government and other philanthropists in the society to 

come to their aid.   

 

Fig. 10. Other Participants Practicing Throwing on the wheel.  

Fig. 10. Wares Produced after Three Months.  
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Conclusion 

The exposure and training of the women at the workshop shows that community participation in 

improving the production of a trade such as ceramics is a worthwhile effort. With more practice 

and further training in firing and glazing, the women should be able to set up a productive 

cottage industry. External financial assistance will empower the women and the community at 

large to set up cottage industries in ceramic technology.  
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Microcystis Algae Specie’s Potentials for Hydrocarbon Degradation in 

Holding Ponds 
   

By  
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Abstract  
The research centered on discovering more ways of removing crude oil from wastewater without 

causing serious  upset in the receiving environment. The test for identification revealed the 

isolation of Microcystis and Aphanizomenon species but only Microcystis species was isolated 

for the study. The algae were isolated from within the oil field where a flow station was located. 

The total viable count of the algae gave an increase after 21days of incubation. Biodegradation 

was initiated by spilling samples of the crude oil polluted water on the Mineral salt broth 

medium and inoculated with hydrocarbon degrading Microcystis specie of algae. The gas 

chromatographic analysis showed significant decrease in total petroleum hydrocarbon and 

polycyclic aromatic hydrocarbon during the period of biodegradation (21days). There are 

variations in the degradative capacities of the algae between the raw isolate, the isolates after 

bio-stimulation. Biochemical oxygen demand (BOD) test was conducted at intervals as to 

monitor degradation. The algae can also be applied as biofilter/biofilm and the effluent allowed 

to flow slowly through it. The initial treatments given to the algae isolates include biostimulation 

hence may not require recovery (except to reduce their population to forestall the occurrence of 

algal blooms in the receiving water) since the algae isolates are indigenous to the oil field. It is 

however safe and provides natural ways of eliminating hazardous chemicals such as 

hydrocarbons from the environment without interfering with the natural ecological balance in the 

affected sites.  

 

Keywords: Microcystis; wastewater gas chromatographic analysis; incubation; biostimulation; 

hydrocarbon; total viable counts; 
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Introduction  

The work is an attempt to reduce the nutrient content of waste effluents by means of natural 

attenuation taking advantage of the metabolic activities of aquatic microbes. The aquatic organisms are 

either naturally part of the community of water users or as a consequence of another cause. 

Bioremediation is a natural waste attenuation process using microbes to break down the petroleum 

hydrocarbons in the environment after oil spills (Prescott et al 2005). Complete or partial 

mineralization may be achieved and the toxic levels of the hydrocarbons are thereby lowered as the bi- 

products are carbon (iv) oxide, water and inert elements. The microbes tend to transform the chemical 

substances to less harmful forms. They may be manipulated to enhance degradation if their natural 

abilities are not enough (Mueller et al 1996). The adaptive traits of the organisms form the basis for the 

manipulation of some of the environmental parameters to favour their growth and for degradation to 

proceed at a rate faster than the natural. As this will ensure quick remediation and reduce the spread of 

the pollutant. It is a process whereby organic wastes are biologically degraded under controlled 

conditions to levels within the acceptable limits as established by regulatory authorities (Mueller et al 

1996). It is logically a favourable cleanup technology that attempts to accelerate the natural 

biodegradation of contaminants through the optimization of limiting conditions by either stimulation or 

augmentation (Alexander 1999). 

 

The work sought a way out of the frustrations and the depressions suffered by water users, the 

economic loses, the mental torture resulting from the mess on the environment and the never ending 

troubles faced by the communities hosting either oil pipe line, rig, flow station, conveyance route from 

oil processing through delivery to use; oily water ponds on farmlands, high water tables mixed with oil 

from either pore spaces for subsurface leaks, so that groundwater comes off taps with oil droplets or 

surface spills where farmlands  serve as holding ponds for oil lasting years. 

 

Limitation of the Study 

The work is limited to test for degradative capacities of the microcystis specie of algae in a 

natural setting as compared to that in laboratory condition. It was also limited to samples from 

three separate ponds containing a mixture of oil and water which were inoculated with the specie 

of Algae selected for the study.  

 

Materials and Methods  

Isolation  
The medium used for isolation of the algae species was the mineral salt agar at 45

0
C adopting the 

methods of Okpokwasili (1988) and Cerniglia et al (1984).  

 

Sterilization Of Materials - The sterilization of all glassware was done using the dry heat technique 

in hot air oven at 160
0
C for 60 minutes while that of the media was achieved by heat method using 

autoclave at 121
0
C for 15 minutes. The solid media was dispensed aseptically in sterile Petri dishes 

and was allowed to solidify (Prescott et al., 2005). 

 

 Serial Dilution 

Ten-fold serial dilution was performed by pipetting 1ml of the water sample into ten different test 

tubes containing 9ml of normal sterile saline solution each, it was followed by vigorous agitation to 

form a homogenous mixture and was placed on mineral salt agar (Prescott et al. 2005).   
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Isolation of algal species  

The diluted aliquots of the solution were placed on mineral salt agar in duplicates using the spread 

plate technique and the plates were incubated for 7days at ambient temperature in the presence of 

fluorescent light. The colonies observed were aseptically sub cultured and incubated for another 7days 

at an ambient temperature in the presence of fluorescent light (Cernglia, 1980).  

 

Identification of algal species 

The isolates were identified using the classification system of Komarek et al (1999). The system is 

based on colony morphology and microscopic examination using iodine. The pure isolates identified 

were stored on agar slants for subsequent use and sub cultured at intervals. 

 

Initial treatment 

By adopting the method of Atlas (1981), the isolates identified were adapted in the laboratory for 

crude oil utilization test in 99ml of mineral salt broth containing 1ml of crude oil contaminated water 

as the carbon source with Streptomycin, Terramycin, and Amphotericin B as antimicrobial agents 

respectively. The medium was agitated and aerated manually and then incubated at an ambient 

temperature in the presence of light for 7days. 0.1ml of the adapted culture medium was inoculated on 

a fresh mineral salt agar medium by spread plating and incubated for 7days in the presence of light.  

 

 Stimulating hydrocarbon oxidation  

Laboratory set-up: By adopting the method of Wang (1984), a total of four 250ml amber bottles each 

containing 99ml of mineral broth supplemented with 1ml of crude oil contaminated water sample. The 

four amber bottles (containing the mineral salt broth and crude oil contaminated sample) were 

inoculated with 5ml of crude oil adapted isolate. The contents of the amber bottles were incubated in 

the presence of light for 7days. The mixtures were agitated and aerated manually on daily basis. Three 

pools of oily water (an unofficial holding pond) in Gokana Area of Rivers State Nigeria were directly 

inoculated with microcystis algae isolates. The physiological performance of the algae was monitored 

by Total Viable Count (TVC) using Optical Density measurements. The rate of crude oil loss was 

monitored using Gas chromatographic analysis after Okpokwasili, (1988). 

 

Estimation of biomass  

The biomass of the hydrocarbon-utilizing algae was estimated using Total Viable Counts (TVC). The 

sampling days for these measurements were days 0,7,14 and 21. The colonies that developed were 

counted with the aid of a colony counter and this gave the Total Viable Count.  

 

Gas chromatographic analysis  

The concentrated fractions were transferred into labelled glass vial with Teflon rubber crimp cop for 

Gas chromatography analysis.  A portion of the concentrated sample was rapidly injected by means of 

hypodermic syringe through a rubber septum into the column. Separation occurs as the vapours 

constituents’ partition between the gas liquid phases. The sample was automatically detected as it 

emerges from the column with Fin Detector Okpokwasili et al (1988). 

 

The findings  
Analysis for hydrocarbon content in the pond and the laboratory as well as the chronology showed the 

presence of Petroleum Hydrocarbons (PH) and Polycyclic Aromatic Hydrocarbons (PAH) at varying 

concentrations (TPH = 3768mg/l and PAH = 807mg/l). The result of the analysis showed that uptake is 
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more under laboratory conditions and both grab and composite samples maintained steady increase in 

hydrocarbon loss by the algae from between 7-21 days in both laboratory and composite test samples.  

Table 1 below show the percentage of hydrocarbons depleted over 21days period for both Petroleum 

and Polycyclic Aromatic Hydrocarbon types present.  

 

 

 

Table 1 showing the results of hydrocarbon oxidation in percentages 

 Day 0 Day 7 Day14 Day21 

 LAB  % GRAB % COMPOS 

ITE 

LAB  % GRAB % COMPOS 

ITE 

LAB  % GRAB % COMPOS 

ITE 

TPH 3768  

Mg/L 

 

18 

 

15 

 

13 

 

35 

 

26 

 

31 

 

10 

 

6 

 

7 

PAH 807 mg/l 29 

 

21 23 32 24 26 25 17 20 

% mean of  

 HC  

Loss 

 

Mean lab + mean comp/2 

=21% 

 

Mean lab +mean comp/2 = 

31 

 

Mean lab +mean comp/2  

=16 

 % mean of  

Loss in  

TVC 

 

Lab+ comp/2 = 29 

 

 

 

Lab+ comp/2 = 27 

 

 

Lab+ comp/2 = 13 

Key: Lab – result of oxidation in the laboratory, TPH – total petroleum hydrocarbon, PAH – 

polycyclic aromatic hydrocarbons,   

The bar charts figure 1 and 2 below shows the depletion pattern in percentages through the 21days 

period of oxidation reaction as presented in table 1 above for the total Petroleum Hydrocarbons and the 

Polycyclic Aromatic Hydrocarbons.  
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 Figure 1 Bar chart showing % depletion of Petroleum Hydrocarbons 
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Figure 2 bar chart showing % depletion of Polycyclic Aromatic Hydrocarbons 

The line graph figure 3 below tries to compare the oxidation patterns for both HC types during the 

oxidation period in both the laboratory and in the pond.   

TPH/PAH during oxidation
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Figure 3 line graphs comparing the rate of oxidation of the HC types present in both the lab and in the 

pond 

Intense uptakes at the peak phase of oxidation day14 or decrease in both TPH and PAH observed 

tarries with the findings of Cerniglia (1980) and Walker et al (1997).  The table 1 and figures 1, 2, 3 

above clearly reflects the oxidation reaction pattern. It was also observed that the microcystis algae are 

better adapted to the polycyclic aromatic hydrocarbons than for the petroleum hydrocarbons. And fig3 

above tries to illustrate the three stage pattern for the three test days in a line graph. 

The totals of the percentages of the TPH and PAH depleted in 21days are expressed as follows: TPH; 

Laboratory = 63%; Grab = 47% and Composite samples = 51% while the PAH; Laboratory = 86%; 

Grab = 62% and composite samples = 69%.  This shows that % of hydrocarbon loss varies from 
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laboratory, through grab and composite samples and this relationship is presented as the totals of the 

percentages of the oxidation of both hydrocarbons types (TPH/PAH) in fig4 below.  

 

 
Figure 4 Line graph showing the adaptation pattern of the algae while oxidizing the hydrocarbons in 

the three test samples 

And the pie chart, figure 5 below show the degree at which the algae die off as the hydrocarbon is used 

up through the 21days oxidation period.  
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Figure 5. Pie chart showing the mean of % depletion of algal count as hydrocarbon depletes in both 

laboratory and pond specimens.  

The (total viable count) TVC at day zero for the 30 plates used averaged 3.0 x  10
5
cfu/100ml and the 

average of the optical density (OD) was 0.500nm; but as oxidation progressed, and by day7 through to 

day21, there was a steady decrease in algal count shown by BOD test done using optical density 

measurement. This is true to the findings of Okpokwasili et al (1990). The % means for both 
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hydrocarbon (HC) and algal count in TVC through the 21days period is reflected in the line graph fig.6 

below. 

 
Figure 6 line graphs showing the means of the losses in both TVC and HC in %  

 

Key: mTVC loss- mean for loss in TVC and mean HC los – mean for HC loss  

 

The variation in hydrocarbon loss during bioremediation between the test samples in the laboratory 

and in the pond is due to adaptive traits of the algae and the environmental conditions which also vary 

between the laboratory and the pond. Specie isolation was necessary to rule out inter specie 

competition as to achieve the viable count required for inoculation of the pond.  

The drop in algal count as hydrocarbon content depletes may have been as a result of intra species 

competition for carbon which serve as food and energy for the algae and it is in accord with the work 

done by Bartha et al (1987). Hence as their food source is depleted and are not now enough to sustain 

the algal population already exploded supposing this trend to continue until there is zero uptake- which 

may imply the hydrocarbon is depleted to a level that is acceptable in the environment or that all the 

algae is dead gone. This stage is to be monitored and may be applicable to effluent streams or batch 

inoculation. Aerobic condition is to be maintained to keep the dissolved oxygen stable for the habitat, 

and the BOD problems may not arise due to the dying algae. The steady decrease in hydrocarbon 

content is in line with the findings in an earlier work by Walker et al (1997). 

 

 

Summary  

Activities leading to oil spills range from exploration, processing/refining, to conveyance. The traces 

are seen either on land surfaces or water surfaces, droplets in water or oil ponding on land surfaces. 

This questions the adaptability of the good oil field practise Act of 1969 which was intended to prevent 

pollution so that when it unavoidably occurs, prompt remedial measures aimed at clean-up of the 

affected area should follow. As that does not happen, then the oil are seen on the surfaces of water, 

farmlands, etc for a very long time forcing the inhabitants to abandon their farms and water sources for 

alternatives that are not in view. 
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Plates showing spill sites, a common place in most Nigeria oil Fields (adapted from Ibezue, 2013)  

According to Nwilo et al (2001); an estimated 2303466.756 barrels of oil was spilled into the Nigerian 

coastal areas; out of which only about 546212.11(23.7%) was recovered but a greater amount of about 

76.3% was retained in the coastal environment - in the creeks, some in-land drainages, farmlands, 

groundwater, plants and aquatic animals. This means that the quantity of oil spilled in 22years (1976-

1998) was over 2million barrels and just a little over 500,000barrels (1/4) was recovered, the 

staggering quantity retained in the environment seen on farms, land and water surfaces, even from 

water taps constitute crude oil bug the main cause of restiveness in the community for decades. Bairdj 

(2010) cited that the losses of oil to the environment results from 28%-sabotage, 50%-conveyance, and 

21%-production 1%- faulty equipment. 

The study area hosts extensive network of pipelines, between oil fields, to refineries, to terminals, to 

depots. And as such, the areas absorption capacity is by far exceeded in terms of space, local 

geology/geochemistry. The vast water resources, the lands and all other aspects of production are 

displaced by logging, exploration, processing, conveyance and marketing of oil. The reach is far as far 

as oil production is concerned, that is making the fossil fuel available to customers and so is the reach 

regarding the risk it poses to the habitat especially land, water, air and the immobile reservoirs (lakes, 

ponds) and groundwater. Microcystis algal specie can therefore be grouped among what Chinaelli, 

(1991) called hydrocarbon oxidizers.  
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Abstract 
Malaria is a leading cause of death and disease worldwide, especially in developing countries 

such as Nigeria. The topical nature of most African countries accounts for why malaria is 

endemic in these areas. According to World Health Organisation, a child dies every 45 seconds 

due to malaria in Africa (WHO 2010). Consequently, this research work proposed that malaria 

vaccination would address malaria infection better, as vaccines are often the most cost-effective 

tool for combating diseases. Even though, there is no malaria vaccine approved for human use 

yet. We proposed a model for the dynamics of malaria involving the interaction of human host 

and mosquito vector. We partitioned the host into infected humans that recover from infection 

and immune humans after loss of immunity to the disease, to join the susceptible class again. The 

dynamics of the susceptible humans are tracked to include vaccination of susceptible humans 

against malaria. The system is analyzed for the existence and stability of a disease-free 

equilibrium state. The disease-free equilibrium state obtained is locally asymptotically stable 

when the basic reproduction number , and may lead to the eradication of the disease. 

Also, the dynamics of the model are investigated numerically using Runge-Kutta Fehlberg 

method with standard estimated values obtained from published works and hypothetical data. 

Results obtained indicated that malaria can be eradicated within a very short period and there 

will be no death caused by malaria. It is, therefore, recommended that the model be adopted by 

health research institutes to ensure the success of malaria eradication through vaccination.  
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Introduction 

Mathematics is not as abstract as people think. One can mathematically model a real life 

problem, solve, interpret mathematically, and apply the solution to real life. This approach is 

known as mathematical modelling; for instance, the application of mathematics in solving human 

problems such as diseases including malaria. Malaria is a leading cause of death and disease 

worldwide, especially in developing countries such as Nigeria. The topical nature of most 

African countries accounts for why malaria is endemic in these areas.  According to Davis 

(2011): 
Malaria is a mosquito-borne infectious disease of the humans and other animals caused by protists 

of the genus plasmodium which infects the red blood cells when they feed on blood. The four 

types of human malaria are plasmodium falciparum, plasmodium vivax, plasmodium malariae and 

plasmodium oval. Plasmodium falciparum and plasmodium vivax are the most common. 

 Davis (2011) also asserted that malaria is a potential killer tropical disease characterized by flu-

like illness with fever, chills, muscle aches and headache. Some patients develop nausea, 

vomiting, cough and diarrheal with cycles of chills, fever and sweating that repeat every one or 

two or three days are typical. There can sometimes be vomiting, diarrheal, coughing and 

yellowing (Jaundice) of the skin and whitish eyes due to destruction of red blood cells and liver 

cells. According to the World Health Organisation Report (2010): 

Malaria accounts for approximately 20% of all childhood deaths in Africa and 

other third world countries where a child dies every 45 seconds. One of the 

greatest challenges is the emergence of anti-malaria drug resistance.  

In a similar vein, the World Health Organization report of 2011explains in more details the 

cause and complication of malaria infection as follows: 
Malaria is caused by plasmodium parasites. The life circle of the malaria parasites (plasmodium) 

is complicated and involves two hosts, human and Anopheles mosquitoes. The disease is 

transmitted to humans when an infected Anopheles mosquito bites a person and injects the malaria 

parasites (sporozoites) into the blood. The sporozoites travel through the blood stream to the liver, 

mature and eventually infect the red blood cells. While in the red blood cells, the parasite develop 

until a mosquito takes a blood meal from an infected human and ingests human red blood cells 

containing the parasites. Then the parasites reach the Anopheles mosquitoes stomach and 
eventually invade the mosquito’s salivary glands. When an Anopheles mosquito bites a human, 

these sporozoites complete and repeat the complex plasmodium life circle. Plasmodium oval and 

plasmodium vivax can further complicate the circle by producing dormant dynamics of stages 

(hypnozoites) that may not develop for weeks to years. Transmission is more intense in places 

where the mosquito lifespan is longer (so that the parasite has longer time to complete its 

development inside the mosquito) and where it prefers to bite humans rather than other animals, 

for example, the long lifespan and strong human-biting habit of the African vector species is the 

main reason why more than 85% of the world’s malaria deaths are in Africa. Transmission also 

depends on climatic conditions that may affect the number and survival of mosquitoes, such as 

rainfall patterns, temperature and humidity. In many places, transmission is seasonal with peak 

during and just after the rainy season. 

Malaria pandemic has posed a very serious problem to mankind, particularly in the third World 

or developing countries. The World Health Organisation Report (2013) states that: 
Malaria vaccines are considered amongst the most important modalities for potential prevention of 

malaria disease and reduction of malaria transmission. Research and development in this field has 

been an area of intense effort by many groups over the last few decades. Despite this, there is 

currently no licensed malaria vaccine. 

Eikon (2013) observes in this regard that: 
The World’s first potential malaria vaccine results from the final-stage trial with 6,537 babies age 

6 to 12 weeks showed the vaccine provided ‘modest protection’, reducing episodes of the disease 
by 30 percent compared to immunization with a control vaccine. This efficacy rate a year after 
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vaccination is less than half the 65 percent in an earlier trial in babies which analysed protection 

rates after six months. It is also less than 50 percent rate seen in 5-17 months old. 

It is worthy to note that control measures such as insecticides, treated bed nets, indoor spraying 

and anti-malaria drugs have helped cut cases and deaths significantly in recent years but  

according to Eikon (2013), scientists say it will take an effective vaccine and many more years 

work to wipe out malaria. There is, therefore, the need to tackle malaria from different 

dimensions including vaccination. An effective vaccine can eradicate malaria. It is in view of this 

that the researcher has mathematically modelled the effects of vaccination against malaria on the 

susceptible human population. Tumwiine et al (2007) developed a model that showed the 

dynamics of malaria in a human host and mosquito vector and his work was earlier extended by 

the researcher to include mosquito vector control which has now been further extended 

(improved) in this paper to show the effect of vaccination against malaria on human beings.  

 

Model Formulation  

A model for the dynamics of the spread of malaria in the human and mosquito population with 

the total population size at time t given by , respectively.These are further 

compartmentalized into epidemiological classes. The Susceptible Human population which is 

exposed to the infection can either get infected or be vaccinated against malaria infection and 

those infected move to the partially immune class, after treatment or even before since little 

mosquito bites sometimes gives partial immunity, and the partially immune class can then be 

vaccinated against the disease.  

Below are the model variables and parameters: 

  = the number of susceptible human hosts at time t 

  = the number of infected human hosts at time t 

  = the number of partially immune human hosts at time t 

  = the number of susceptible mosquito vectors at time t 

  = the number of infected mosquito vectors at time t 

a  = the average daily biting rate on man by a single mosquito 

b  = the proportion of bites on man that produce an infection 

c  = the probability that a mosquito bite becomes infectious 

  = the per capital rate of loss of immunity in human hosts 

  = the rate at which human hosts acquire immunity 

  = the per capital death of infected human hosts due to the disease 

v  = the rate of recovery of human hosts from the disease 

  = the per capital natural birth rate of humans 

  = the per capital natural birth rate of the mosquitoes 

  = the per capital natural death rate of humans 

  = the per capital natural death rate of the mosquitoes 

                 = the rate of removal of mosquito vectors in the Susceptible  

vector class 

    = the rate of removal of mosquito vectors in the infected vector  

Class. 

E  = the rate at which the human population is been vaccinated.  

The following assumptions are made in order to formulate the equations of the model. 
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i. The development of malaria starts when the infectious female mosquito bites the human 

host. 

ii. We ignore bites of an infected female mosquito onto an infected human host. 

iii. Mosquitoes bite human hosts randomly (independent of their infective status). 

iv. Recovered human hosts have temporary immunity that can be lost and are again 

susceptible to re-infection. 

v.  All newborns are susceptible to infection and there is no vertical transmission. 

vi. Mosquitoes never recover from infection, as it is regulated by mortality of its individuals. 

vii. Total human and mosquito populations are not constant. 

viii. Emigration and immigration do not occur in the human population (the population 

increases through birth only and decreases through death only). 

 

Equations of the Model 

This research work extends the model for the control of malaria by Shior (2013) to include the 

control of malaria by vaccination. We have the model for the control of malaria as shown below: 

      (1) 

      (2) 

,        (3) 

,       (4) 

.        (5) 

 

The extended human host-vector host equations 

     (6) 

      (7) 

,        (8) 

,       (9) 

.        (10) 

The total population sizes  and  are given by 

          (11) 

            (12) 

Adding the equations: (6)-(8) yields 

         (13) 

Adding the equations: (9)-(10) yields 

        (14) 

which are derived by adding equations (6)–(8) for the human population and (9)–(10) for the 

mosquito vector population. 
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Let   

In the classes , , ,  , and in the population respectively, and . This is done by 

differentiating the fractions with respect to time t and simplifying as follows: 

  

  

    (15) 

  

 
       (16) 

  

  

          (17) 

  

  

      (18)   

  

 
        (19)  

Subject to the restrictions and . We note that the total population 

sizes  and   do not appear in the system. Using the relations  

 and  leads to studying the system of differential equations  

  (20)  

      (21) 

      (22) 

In the feasible region (i.e. where the model makes biological sense) 

  

That can be shown to be positively invariant with respect to the system 20 -22, where  denotes 

the non-negative cone of  including its lower dimensional faces.   

Model Analysis 

We assume that all the parameters are non-negative. We obtain the equilibrium points by setting 

the right-hand sides of (20)-(22) to zero and the system takes the form  

   (23)  

       (24)  
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    (25) 

Equilibrium States include 

I. Trivial state(0,0,0) 

II. Disease free equilibrium state  

 

Trivial State  

We set  

So that equation (23) becomes 

  

+y = 0, or  but  because they are constants and are non zero 

Equation (24) becomes 

  

 Satisfying the conditions of trivial states 

Equation (25) becomes 

  

  

Also satisfying the conditions of trivial states but equation (23) does not satisfy the conditions 

implying that susceptible humans cannot be wiped out so the trivial state of equilibrium does not 

exist for this system of equations. 

 

Disease free equilibrium state 

Here we set  meaning that it is a state that there is no infection. So there 

are neither infected humans nor infected mosquitoes. 

Equation (23) becomes 

  

  

Divide through by  

   

  

  

Equation (24) becomes 

  

  i.e    

Equation (25) becomes 

  

 that is  satisfying the stated condition above 

(  
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Stability Analysis for the Disease Free Equilibrium Point 

Let the Jacobian matrix at ( , 0, 0) be represented by  to get the Jacobian matrix at 

( ,0,0) which is the Disease free equilibrium point let; 

   

      

                                                     

Then the Jacobian matrix of the disease free equilibrium is  

  

To evaluate and obtain our Eigenvalues, 

  

Let   such that  becomes 

  

Taking the determinant we have;  

  

 

From ,  

Where E  

In the square brackets we have a quadratic equation, and is of the form  so using 

 we set  

where A and  

We have: 
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  , 

 where  

  

If   

I.   will be positive 

II.  

Therefore, 

  

If   

I. will be negative 

II. will be positive 

III.  

Then, 

  

   

If  

I. will be positive 

II.  

Therefore, 

  

So if the two Eigenvalues are negative for  then we can established the lemma below. 

 

Lemma 1 

The disease-free equilibrium is locally asymptotically stable if  and unstable if . 

If  then the disease-free equilibrium is locally and asymptotically stable. 

Therefore, From Lemma 1 above, the disease free equilibrium (  is stable when   

 Numerical Experiments 

We obtained the governing equations which were later transformed into proportions in section 3 

In this section, we will use a simple numerical method (Runge-Kutta Fehlberg method) to solve 

the ordinary differential equations derived in section 3(i.e. (20) – (22)). 

Using the values below 

Parameters Values Source 

a 0.125 Lawi G.O. et al(2011) 

b 0.25 Assumed 

c 0.02 Nakul C. et al(2006) 

y 0.0146 Nakul C. et al(2006) 
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r 0.003704 Nakul C. et al(2006) 

 
0.0003454 Nakul C. et al(2006) 

v 0.00556 Lawi G.O. et al(2011) 

 
0.00007666 Nakul C. et al(2006) 

 
0.4 Nakul C. et al(2006) 

 
0.00002537 Lawi G.O. et al(2011) 

 
0.1429 Lawi G.O. et al(2011) 

 
0.005 Assumed 

 
0.004 Assumed 

 
0.91 Assumed 

 
0.09 Assumed 

 
0 Assumed 

 
0.91 Assumed 

 
0.09 Assumed 

m 0.5 Assumed 

 

And where  is positive. The graphs are obtained using MAPLE. 
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Conclusion 

We have proposed and studied the effect of vaccination against malaria on the susceptible 

humans. The system of equations is analyzed for the existence and stability of a disease-free 

equilibrium state. We have established that the disease-free equilibrium state is locally and 

asymptotically stable when the basic reproduction number, , and unstable for  

Using Runge-Kutta Fehlberg method we carried out a number of numerical experiments using 

hypothetical data and standard estimates from published works. We found that the first graph of 

the population of susceptible humans has grown abnormally when there was no vaccination 

against malaria, when vaccination against malaria was introduced a little, the graph of 

susceptible humans became a normal shape but growth was not smooth and we found that as the 

rate of vaccination increased, the graph of susceptible humans started increasing smoothly and 

normally with all other factors been fixed. We, therefore, conclude that malaria vaccination will 

help reduce greatly mortality rates due to malaria thereby making the graph of the population of 

susceptible humans to grow sharply without bounds if there were no other factors affecting 

population growth. It is, therefore, recommended that the model be adopted by health research 

institutes to ensure the success of malaria eradication through vaccination.  
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secondary school 
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Abstract 
Conventional supervision of classroom teaching in the Kenyan context is checklist boss oriented 

with prescriptive feedback that rarely gives teachers a chance to dialogue. This has made most 

teachers in this context view supervision as witch-hunting. In contrast is clinical supervision. 

Borrowed from medical practice, clinical supervision has found its place in education to 

recognise teachers as professionals who need to grow in practice through reflective conversations 

with competent supervisors. Although studies that have been conducted in developing countries, 

including Kenya, have examined the adequacy of supervision, these studies have not explicitly 

focused on school leaders’ perceptions of clinical supervision. Yet, how school leaders perceive 

supervision will influence how they conduct it. Thus, this study sought to explore school leaders’ 

perceptions of clinical supervision in a Kenyan secondary school. The study employed a 

qualitative case study design with four research participants. Data was collected through 

interviews and document analysis. Findings reveal that the school leaders perceived clinical 

supervision to mean evaluation of classroom teaching. For this reason, their feedback delivery 

tended to be prescriptive and judgemental. Further, the study established that the school leaders 

have not been adequately prepared with the necessary knowledge, attitudes and skills to conduct 

clinical supervision. The study recommends that school leaders would benefit more if they 

reflected on their perceptions, and acquired knowledge and skills on how to conduct clinical 

supervision such as: conferencing skills, reflection, scripting, probing and questioning skills. 

Therefore, the ministry of education should equip school leaders as well as Quality Assurance 

Standards Officers with the necessary knowledge and skills on how to conduct clinical 

supervision through training. 

Key words; developing countries, Quality Assurance, medical practice, Conventional 

supervision 
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Introduction 

Teaching and learning is the very core function of a school. As the driving force in this process, 

teachers are singled out as ‘the most important education resource’ that facilitates quality 

learning (UNESCO, 2010:114). Although not the only factor that contributes to quality student 

learning, effective teaching demands quality teachers who can ‘beget’ quality students (Sidhu & 

Fook, 2010:590). However, as Williams (2007) has observed, effective teaching does not just 

happen, rather, teachers need constant support and assistance in order to sharpen their skills and 

become better teachers. Acheson and Gall (2010) add that teachers, just like other professionals, 

aspire to grow in their profession and identify with it. One way in which teachers can develop 

and grow is through having their practice viewed by “supervisors” who help this growth by 

giving constructive feedback on teachers’ classroom practices (Kokeyo, 2011). 

In Kenya, school principals who are referred to as ‘the first inspectors’ (Republic of 

Kenya, 1988), ‘leading teachers’ (Ochieng, 1984 in Wanzare, 2002) and‘ the first quality 

assurance officers’ (Mobegi, Ondigi & Oburu, 2010) are expected to ensure quality teaching and 

learning by conducting classroom observations (MOEST, 1987;2000). However, despite the 

stipulated policy since 1987 that school leaders support teachers and observe classroom teaching, 

in practice and from my experience as a teacher this is rarely the case. Cases in point are 

complaints from the Department of Quality Assurance and Standards [DQAS] that most 

secondary school leaders fail to observe classroom teaching (DQAS circular, 2009:2). 

Consequently, clinical supervision has been made mandatory in all secondary schools in Kenya 

(DQAS circular, 2009:2). As it were, very little is known about secondary school leaders’ 

competence to this effect. It is my contention, therefore, that many school leaders lack the 

knowledge and skills on how to conduct clinical supervision.  

Conventional supervision of classroom teaching in the Kenyan context is checklist boss 

oriented with prescriptive feedback that rarely gives teachers a chance to dialogue. According to 

studies conducted in this area, this prescription of feedback has made most teachers in this 

context to view supervision as witch-hunting (Mobegi, Ondigi & Oburu, 2010; Katitia, 2010; 

MOEST, 2000; IPAR, 2008; Odhiambo, 2003, 2005; Wanzare 2002; Okumbe, 1999). However, 

these studies have not explicitly focused on school leaders’ perceptions of clinical supervision. 

Yet, how school leaders perceive supervision will influence how they conduct it. Thus, this study 

sought to explore school leaders’ perceptions of clinical supervision in a Kenyan secondary 

school.  

The study employed a qualitative case study design with four research participants-the 

school principal and three heads of department in Math, Science and English. The school and the 

participants were given pseudonyms for anonymity purposes. Since only one school was studied 

in depth, the conclusions drawn from the study are only relevant to the study school. However, 

the thick descriptions of findings will allow for schools with similar characteristics to learn how 

clinical supervision is perceived by making comparisons with their own experiences (Creswell, 

2009). 

Owing to the small sample, case study is critiqued on the grounds of validity. The major 

safeguard to this effect is triangulation. According to Guba (1981) cited in Shenton, (2004), the 

use of multiple data gathering procedures mitigate limitations by compensating weaknesses of 

one method with the strengths of another.  In this research, data was collected through interviews 

and document analysis. The use of these two methods ensured credibility in the findings when 

triangulated.  
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Clinical Supervision 

Clinical supervision, as an act of leadership, has been identified as a way of improving 

teacher quality. Borrowed from medical practice, clinical supervision has found its place in 

education to recognise teachers as professionals who need to grow in practice through reflective 

conversations with competent supervisors. By observing teachers in the classroom, collecting 

data on the practice, collaboratively analyzing that data and finally engaging teachers in a one on 

one discussion on how to improve practice, (Golhammer, 1969; Cogan, 1973; Sergiovanni & 

Starratt, 2006) school leaders are able to support teachers to improve their instructional practices. 

However, clinical supervision of classroom teaching should not be used as a means to find faults 

but as a way of supporting teachers to change their ways of teaching through in-house learning 

(Ali, 1998).  

As it were, the success of clinical supervision largely depends on the manner in which it 

is carried out and the feedback provided to teachers (Suvillan & Glanz, 2005). The rationale 

being that negative feedback that ignores the teacher’s perspective of the lesson tends to create a 

barrier, making the teacher feel that supervision is something done to control rather than improve 

practice (Glickman, Gordon & Ross-Gordon, 1998). Hence, there is need for what Glickman 

(2002) refers to as ‘a coaching relationship’ during the feedback delivery process. This kind of 

supervision implies that the teacher, with the supervisor as a facilitator, identifies what needs to 

improve and how it should improve. However, the supervisor ought to be cognizant of the 

teachers’ knowledge and abilities and allow them to be active participants in their own 

professional development (McEwan, 2002; Zepeda 2002; Glickman, et al. 1998). As it were, 

improvement of classroom teaching calls for collaboration and reflective conversations (Humaira 

& Rarieya, 2008; Suvillan & Glanz, 2005). The main purpose of clinical supervision, therefore, 

is to enhance a teacher’s capability by supporting and empowering the teacher to create a more 

facilitative atmosphere for student learning as opposed to merely judging whether the teaching 

process adheres to the stipulated procedures (Aseltine, Faryniarz & Rigazio-DiGilio, 2006). 

 

Presentation and discussion of findings 

 School Leaders’ Perceptions of Clinical Supervision 

Perceptions were sought through interviews and corroborated with the documents used to 

conduct clinical supervision in the study school. The school leaders viewed clinical supervision 

variously as corrective, authoritative and evaluative. These views will be discussed in the 

ensuing paragraphs as sub-themes. 

Clinical Supervision as Corrective 

From the interviews conducted with the principal and three HoDs at Golden School, it was 

established that although the school leaders used different terms to describe what they perceived 

to be the meaning of clinical supervision, they all seemed to agree that the term “clinical” meant 

to “correct” so as to make better. Rex for instance, used the term “remedial” while the other two 

HoDs understood clinical supervision as a way of identifying and correcting existing weaknesses 

in classroom teaching following cycles of classroom observations. Daniel’s definition was that as 

the supervisor, you: 
observe a teacher then you sit back with the same teacher to look at the way he has done his teaching and 

what areas he can improve and then from there you discuss on (sic) how he can improve and then you 
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move on to letting him conduct another lesson to improve on that particular weakness that he will have had 

and it is not a one thing [sic] but a continuous process with the aim of achieving the best (SL 2, interview 

14.04. 2011). 

While in informal discussion, Emmanuel seemed to concur but added that it should involve 

collaborative reflection to allow the teacher to adjust his teaching in the next set of instructions. 

To corroborate the mentioned definitions of clinical supervision, I talked to the school principal. 

Oscar’s, view was that any form of supervision should aim at improvement. However, he 

thought that clinical supervision: 
is to accept that as teachers we need others to point out the mistakes that we are unaware of, to critique …in 

a nice way …sometimes in a bad way … telling you that they do not agree with what you think or that they 

are so impressed with what you are doing because teaching is an engaging exercise.(SL 4, interview 

18.05.2011) 

The school leaders mentioned that when conducting clinical supervision, they are guided by a 

checklist which is also a point of reference during conferencing as well as a rubric that teachers 

use to plan for their lessons. This was congruent to the Classroom Observation Guidance which 

stated: “Please refer to this list … for the purpose of your observation…. these seven objectives 

should all be at least partially addressed each lesson, and be uppermost in teacher’s [sic] minds 

when planning….”. 

  

Clinical Supervision as Authoritative 

A discussion with the school leaders revealed that observation of classroom teaching is 

differentiated from clinical supervision. Rex’s comment summed up their views when he said 

that:  
when you say you are supervising, it is like you are always the better person trying to advice the junior.... I 

believe that there will be a lot of times when there will be classroom observations that will not be top down 

nature they would be peer to peer (SL 3, Interview 18.04.2011). 

The school leaders perceived that although clinical supervision helps teachers to improve 

practice, it is some sort of authority. The principal’s comment confirmed this when he said:  
…in my mind when you are talking about clinical supervision, I am almost hearing you talking about a 
superior person going into a class to examine what the person is doing or the pedagogical skills of the 

person so as to advice them and help them improve but starting from an upper point of view not the sharing 

bit which you might share it is kind of a supervision that will entail telling the person what to do that is 

what supervision means to me. (SL 4, interview 18.5.2011). 

 

The implication from the above excerpts is that clinical supervision means exercising 

power and authority thus playing the role of telling and showing a less skilled person what is 

expected using some set standards.  

Clinical Supervision as Evaluative 

In another discussion, Oscar seemed to dismiss supervision when he asserted that “I don’t feel 

very comfortable saying that I am supervising my teachers, supervision sits wrongly, when I go 

to class I feel as if I learn” (SL 4, informal discussion 19.05.2011). The implication is that the 

school leader claimed to be a learner and not the expert in carrying out his supervisory roles. 

However, based on his definition of clinical supervision and that of the other school leaders, I 

thought that the school leader seemed to tell me what he thought I wanted to hear, thus, a case of 

espousing a theory that is nonexistent in practice. Perhaps the reason why the principal felt 

uncomfortable was because clinical supervision is misunderstood for teacher evaluation of 

classroom teaching at Golden School. This misunderstanding was evident especially when all the 
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school leaders interviewed seemed to define clinical supervision as correction of weakness using 

the observation guide as a measure of the required competencies. It also means that perhaps to 

these school leaders, clinical supervision is some kind of judgement drawn from classroom 

observations and the purpose is to come up with certain decisions.  

The Process of Clinical Supervision 

When asked to explain how clinical supervision is conducted at Golden School, all the school 

leaders interviewed pointed out that clinical supervision follows a particular pattern: pre-

observation conference, the actual observation, analysis, and the post- observation conference 

[de-brief] where feedback is issued and a plan of action is drawn. These phases will be discussed 

as sub-themes in the subsequent discussions. 

Pre-observation Conferencing 

Findings revealed that at Golden School, there is usually a pre-conference that is held between 

the supervisor and the teacher prior to classroom observations. The school leaders seemed to 

suggest that pre-conference is a “standard practice” that is known to all the teachers in the 

school. This claim is based on interviews and discussions with the school leaders. For instance, 

Emmanuel said: 
first before I go to the classroom, we sit I tell the teacher in advance, they know… we have a schedule that 

I share with them during departmental meetings that I will be visiting classes on certain dates, so everybody 

knows well in advance in a month in advance the dates in which I will be going to classes. (SL 1, interview 

13.04.2011). 

 

While Rex said that: “before the observation we meet within the calendar we provide for one 

lesson for pre-observation conference” (SL 3, Informal discussion 19. 04. 2011), Daniel 

retaliated: “Of course we have a forum during the pre-conferencing but they know exactly what 

entails a good lesson, we already have a document that tells us what is expected in the 

classroom” (SL 2, Interview 14.04.2011). The school leaders’ views were corroborated with the 

“Lesson Observation Guidance” (see Appendix F1) and the “Observation Schedule” (see 

Appendix F 2). According to the school leaders, the latter indicates the time for conferencing, the 

person who will be observed and the supervisor in charge. Consistent with literature is that pre-

conference is structured and communicated to teachers (Acheson & Gall, 2010).  

The school leaders also felt that it was important to hold a pre-conference because according to 

Daniel “you have to discuss with the teacher what exactly you are coming to do” (SL 2, 

interview 15.04.2011). However, Oscar’s opinion as the principal was that a supervisor needs to 

be in tune with what is happening. Pre-conferencing would therefore give him a chance to ask 

questions such as: 
where is your lesson plan ,where are you in terms of your schemes, how does this lesson fit inside of yours 

schemes, what does your lesson plan look like, what are the activities, what should I expect, and it would 

give me an opportunity to comment on some things. (Interview SL 4 18.05.2011). 

The implication that would be drawn from the excerpts above is that first, the pre-

conference, which is a common practice in the school, is a venue for checking teachers’ lesson 

plans and schemes of work. Second, it gives teachers a chance to explain to the supervisor the 

approach they intend to take in their teaching. Third, it is an avenue for the supervisor to clarify 

and emphasize what needs to be done.  
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Actual Observation 

The interview conducted with school leaders shows that in the actual observation of a formal 

clinical supervision, the supervisor sits at the back of the classroom and observes a teacher’s 

lesson for a whole 50 minutes. The school leaders seemed to agree that as supervisors they 

observe and record what happens in the classroom on foolscap or note book and are guided by a 

checklist. The two comments sum the procedure: 
…I make descriptions. I have a foolscap… where I record that particular area like if it is pedagogy then I 

will be able to know what kind of lesson is it, are the students active or not… the mastery of content then is 

specific keys that one needs to bring out so well so I’ll be checking on those to see whether that is going on 

well. (SL 2, interview 15.04.2011). 

 

How long… it takes to settle down. Is there a hook, how does the teacher starts the lesson, set induction, 

what happens in the first few minutes of the lesson,, what are the objectives of the lesson, are they clear to 

the students, is the teacher clear about his objectives in the class, what activities have been arranged to help 

achieve these objectives… and are the activities really effective in meeting the objectives (SL 3, interview 

19.04.2011) 

The implication is that as the lesson proceeds, the two school leaders use a checklist as a 

benchmark to evaluate a ‘good’ or ‘bad’ lesson. This was confirmed through document analysis 

(see Appendix F1). Oscar seemed to differ in the way he observes lessons when he said, “I 

would sit in the class… observe what would be happening taking down notes, trying to take a 

blow by blow of the lesson as it proceeds from the beginning to the end without making any 

judgement at this point” (SL 4, informal discussion,19.05.2011). Further, he mentioned that he 

later analyses the script and writes a report, a view similar to that of Emmanuel. The inference is 

that while some school leaders evaluated the teaching process in the course of their observations, 

some used note-taking to record their observations first before drawing inferences. However, the 

school leaders’ perceptions of the actual lesson observation technique seemed to lean more on 

the checklist paradigm than descriptions of what they observed in the classroom.  

The conclusion from the foregoing discussion is that while it is important to be guided by a 

rubric to observe lessons as done by the participants in the study, it is also vital to differentiate 

between interpretation and description of classroom observations. This is because if the main aim 

of observing lessons is to help teachers to improve, then it is equally critical that observation be 

used as a means to collect evidence on the teachers’ classroom teaching which can later be 

discussed during post conference for teachers to identify the discrepancies that exist between 

their actual classroom teaching and the ideal practice (Gaies & Bowers, 1993). Therefore, the 

role of the supervisor in the actual observation process is not to judge but to act as a mirror 

through which teachers reflect upon (Blasé & Blasé, 2000). This means that this set of guided 

questions should be accompanied by descriptions of evidence of what occurred in the actual 

classroom. Furthermore, the process of observation becomes more effective when accompanied 

by actual recordings of teachers’ lessons. Research has shown that when teachers are served with 

verbatim evidence of their actual classroom performance, they tend to improve classroom 

teaching on their own (Suvillan & Glanz, 2005; Acheson & Gall, 1997). However, in this study 

school, the actual observation tends to rely on one technique. Besides, observations tend to be 

prescriptive and judgemental rather than descriptive. This has two implications. First, the school 

leaders see themselves as experts, hence, appraise competencies and present a verdict to the 

teachers. Consequently, teachers may view clinical supervision done in this manner as 

intimidating and faultfinding and this may not change teachers’ classroom practices. Second, it 

may also mean that the school leaders have limited training on techniques and skills of observing 

lessons. 
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Reflections and Analysis 

During informal discussions, the school leaders indicated that the analysis of observations of 

classroom teaching is done in form of independent reflections followed by a written reflection 

report. The reflection report document has guided questions. An extract of the questions read: 1). 

“Did the objectives of the lesson actually turn out to be what you thought they were going to 

be?” 2). If you were to re-teach the lesson, would you re-design it in any way? What would you 

do?” (see Appendix F 3). According to the school leaders teachers are expected to respond to the 

questions, write reports of how they felt about the strengths and weaknesses of their lessons, and 

how they would wish to improve. This claim is supported by two excerpts extracted from 

teachers’ self reflection report analyzed. Some of responses to questions one and two read: 
I feel that the lesson mostly achieved the stated objectives looking at the charts they created collaboratively. 

I feel through the lesson they were able to grasp the different…They were also able to collaborate well, 

which I gathered from my monitoring and informal assessing of the conversations they were engaged in 

while completing the assignment (Self Reflection Report, Golden School, p.1). 

I would re-design the lesson. I would give the information on the slides a day or two before the lesson to 

give students ample opportunity to prepare for the lesson focus. I would have individual activity at the 

beginning, followed with pair activity then plenary. In this way, there will be room to allow for objective 

two to be realized. A good lesson plan requires time to think through the objectives and the activities used 

to achieve them. (Self Reflection Report, Golden School, p.2). 

The inference in the aforesaid is that while there are guided questions on how to conduct 

assessment, teachers are given a chance to self assess themselves and give a verdict indicating 

evidence of the strength and weakness of the lesson. For instance, words such as: ‘I was 

conscious’, ‘I feel that’, ‘I would re-design the lesson’ are used, indicating personal engagement 

with assessment. Hence, a sense of ownership on how to improve one’s classroom instruction is 

evident. Nevertheless, it is also clear that there is lack of joint reflection between the supervisor 

and the teacher at Golden School. Yet joint reflection provides a forum for discussion between 

the teacher and the supervisor. Further, this is an opportunity for the two to gain insight into the 

actual occurrences in the classroom. Literature indicates that most teachers can hardly remember 

what they do while teaching unless they are provided with verbatim evidence of what happened 

(Glickman, Gordon, & Ross-Gordon, 2007; Zepeda, 2007). However, if provided with verbatim 

evidence, they can be able to see what happened and desire to improve their performance.  

The conclusion that could be drawn from this discussion is that although teachers at Golden 

School are involved in the reflection process, this is not accompanied by verbatim evidence of 

what occurred in the classroom. Instead they are called upon to recall what occurred. The 

possible explanation to school leaders’ failure to provide verbatim evidence during reflection 

could be because they have not been trained on how to record and analyze classroom 

observations. 

 

Debrief 

During interviews and informal discussions with school leaders, I established that following 

reflections of lesson observations, a post-conference known as “Debrief” is held between the 

teacher and the supervisor. Their view was that during this meeting, teachers are given the first 

chance to talk about the strengths and the weaknesses of lessons before the supervisors give their 

comments. For instance, Rex’s observation was that the first question commonly asked is “how 

did your lesson go, what do you think of the lesson?” (SL 3, informal discussions 18.04.2011). 

Daniel added that the teacher’s response would determine his manner of feedback and this would 
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entail strengths and weaknesses of the lesson conducted. Oscar concurred adding that feedback is 

accompanied by evidence, for instance he would say: 
“these are the positive things I saw, I liked this … I was really impressed by the way… you handled the 

students in this…Well these are the things that I feel did not go well…you put them into groups, what was 

the purpose of putting them into groups you were not able to come back at the end of groups and work with 

the students and make that group become a real value to the lesson … the whole thing is about student 

learning. (SL 4, interview 18.05.2011). 

In another interview with Emmanuel, he seemed to have the same approach of discussing 

feedback. This is evident in the example he gave of one debrief that he had conducted. In his 

words, “the teacher lost an opportunity to delve into the real issues of ethics to help learners 

explore meaning.” In order to spell out this kind of weakness, this is how Emmanuel would 

respond: 
You superficially handled it…. opportunity was lost… when you got to that point … that was an 

opportunity to get into the real lesson… what are the issues of ethics emerging from the incident in the 

novel ?so… you did not take the students there, so now that is where you have to plan in advance and ask 

your self: where do you want to take the students, which kind of ideas, which issues would you want the 

students to be able to engage with  and how are you going to take them there. (SL 1, interview 13.04.2011). 

The implication from the above excerpts is that the supervisor as the expert helps the teacher to 

improve by telling and showing. This is evident in the way Emmanuel claimed to have 

responded to the teacher’s request for his assistance when mentioned that he would tell the 

teacher: “come and observe my class to see how I stretch the students and lead them into deeper 

discussions and issues… learn the questioning techniques that would take the students 

further.”(SL 1, interview 13.04.2011).  

Feedback Report 

The school leaders also pointed out that subsequent to debrief, a written report is produced for 

the teacher to sign. However, Rex mentioned that this report is negotiated after which it “forms 

part of the teacher’s profile for professional development” (SL 3, interview 18.04.2011). This is 

consistent with the post-observation feedback form analysed. The form is a checklist with seven 

objectives similar to those in the pre-conference guidance form. Against the seven objectives is a 

rating scale using words such as ‘excellent’, ‘proficient’, ‘satisfactory’, ‘development needed’. 

To exemplify this, highlighted is an extract of a remark that was made by one of the school 

leaders on the post-observation feedback form analyzed. It read: 
 …the aims of the class were on the board. The class was very well organized with the teacher in full 
control of all the activities. The pace was brisk and appropriate but some students still completed work 

early emphasizing the range of abilities. The objectives of the lesson were met and the class started and 

ended in time. There was a superb ending of the class (Supervisor’s comment, Post Lesson Observation 

Feedback, Golden School, p.1). 

Other than the strength of the lesson, the feedback report also indicated comments on areas that 

needed improvement. For instance: “two students X and Y completed their work earlier than the 

rest and took some time before extension work was given…increase the questioning ‘wait time’ 

so that all students can process the question”(Supervisor’s comment, Post-Lesson Observation 

Feedback, Golden School, p.1). In this feedback report, the teacher who was observed responded 

in writing as follows:  
Extension activities are in the booklet but I need to encourage students to take the initiative in asking when 

they have finished. Students here are not ‘hungry to excel as am used to elsewhere!….Have noted 

comments about ‘wait time’ made orally by…, and am using this for my action research round 2. Happy to 

have anyone visit my class who wants to come. (Teacher’s comment, Post Lesson Observation Feedback, 

Golden School, p.1) 
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This implies that feedback is not only discussed but that teachers are also given the 

opportunity to respond to the supervisors’ comments then give their opinion. However, from the 

two excerpts, it is also evident that giving or receiving feedback takes more of an evaluative 

rather than a suggestive approach for improvement of future practice. Acheson and Gall (1997) 

refute prescriptive feedback arguing that many feedback conferences fail because the data 

presented to teachers is usually subjective. They explain that this makes teachers feel that what 

has been presented is bias and arguable and so become defensive. This is seen in the above 

excerpt where the teacher takes a similar approach of assigning blame on the students instead of 

identifying problems with his or her teaching and using the feedback to improve classroom 

instructions. 

Similar to Pajak’s (2003) view is that supervisors should work with teachers in the same way 

they expect teachers to work with students. Therefore, feedback delivery should be accompanied 

by verbatim evidence such as video tapes, audiotapes or scripts (Glickman et al., 1998). 

However, obtaining teachers’ responses from the data collected during classroom observations 

needs skills and tolerance (Acheson & Gall, 2010). Therefore, the possible explanation given in 

this discussion is that the school leaders at Golden School lack training on how to record and 

deliver feedback to teachers. Another reason could be that clinical supervision equals evaluation 

of competence at Golden School; hence, the role of the school leader is to evaluate strengths and 

weaknesses of the lesson. 

Action Plan 

Further discussion with the school leaders indicated that upon identification of the weaknesses as 

exemplified above, teachers are asked to suggest what can be done to help them improve. For 

instance, Rex mentioned that, usually, the teacher has a chance to comment through guided 

questions like, “what do you feel now that this is the situation? Do you realize this is an area of 

weakness? What do you think should happen?” (SL 3, informal discussion 19.04.2011). He 

continued that following this discussion there is a negotiation on the way forward. Daniel said 

that he prompts the teacher through questions like: “what is it that you would want the school to 

do for you? What is it that you would want me as the HoD to do in order to help?”(SL 2, 

informal discussion 15.04.2011). The implication is that teachers are encouraged to state how 

they can be helped to improve. This is similar to Sidhu and Fook’s (2010) assertion that post 

conference phase is of benefit when teachers are able to locate their problems, draw a plan of 

action and accept suggestions from the supervisor. This means that following the feedback 

process at Golden School, the teacher and the supervisor discuss what should be done to help 

them to improve and then come up with solutions. 

The Purpose of Clinical Supervision 

Based on the documents analysed (see Appendix F1; F6).and the interviews conducted with 

school leaders, clinical supervision is perceived to be of two types: formal and informal. The 

HoDs perceive formal clinical supervision to serve appraisal purposes, which they all mentioned 

as “standard” and compulsory at Golden School. However, they pointed out that informal 

clinical supervision which is voluntary and unstructured is for peer support such as induction, 

mentoring and peer observation also known as “the triads” at Golden school. The principal 

confirmed this adding that formal clinical supervision serves three purposes: appraisal, 

accountability and professional development. These purposes will be discussed as sub-themes: 
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Appraisal 

Indicative comments of school leaders sum up their perceptions about appraisal. One of the 

school leaders stated: “what we do here is just a sub-set of clinical supervision” While another 

one mentioned: 
I think we do supervision for administration purposes and that may not work as effective as 

absolute CS where the teacher is so sure this thing is just meant for improvement… once in a 

while teachers get to know that this thing is not just for growth because it involves more than one 

thing, when a teacher has to go away and evidence has to be found in the lesson observations it 

spreads out we are a small community and people get to know that it is because of this and that 

that someone has to leave then they become jittery when you want to observe I mean even if they 

allow it. I think if we went into CS absolutely it may be better. (SL 3, interview 18.04.2011).  

Daniel confirmed the comment above when he said: “it is also a way of getting data to see the 

level of this teacher whether he will improve or he doesn’t deserve to be in this school (SL 2, 

informal discussion 14.04.2011).” Oscar’s sentiments seemed to agree with Daniel’s view that 

clinical supervision means observing teaching to ascertain strengths and weaknesses for staffing, 

dismissal, retention and promotion. The implication is that formal clinical supervision serves a 

dual purpose. While it is believed to help teachers improve their instructional practices, it is also 

used to collect evidence for evaluating teachers’ competence for the purpose of retention or 

dismissal. The school leaders seemed to suggest that when teachers fail to meet the targets 

required, they are warned and then placed on what is termed as “advisory guidance.” An 

indicative comment sums up how it is done: 
 would take … about six weeks under which there would be thorough observation of this teacher, …follow 

up the teacher and really observing at least twice or thrice perhaps with warning perhaps without warning 

and then try and see what comes out of the meeting then I would take the teacher through six weeks of 

close monitoring then after six weeks I would give them kind of position. (SL 4, Interview 18.05.2011). 

The above extract was consistent with the document which was referred to as “Appraisal for 

Growth” by the school leaders. The instructions to the evaluator reads: “Refer to specific 

requirements in the job description and the expected indicators of success” (see Appendix F5). 

This implies that before teachers are finally dismissed or retained if at all their competence is 

doubted, then evidence has to be collected and truth established through clinical supervision (see 

Appendix F6). This is constant with literature on incompetent teachers that school leaders use 

“direct assistance’ whenever there is need to reinforce competence (Glickman et al 2007). The 

critics of this approach have termed it ‘bureaucratic’ when they explain that leaders who use this 

approach assume that their role is to identify incompetent teachers and help them be efficient 

(Suvillan & Glanz, 2004; 2005). They argue that the purpose of clinical supervision is not for 

appraisal but for opening up dialogue around classroom instructions.  

Similar to some of the school leaders interviewed is the concern that there is need to separate 

appraisal from improvement of classroom practices so as to win teachers’ confidence about the 

clinical supervision. This dual purpose not only makes teachers “jittery” according to one of the 

school leaders, but the school leaders also find themselves in tight spots of being critical friends 

and evaluators.  

Accountability  

During interviews, the school leaders seemed to view clinical supervision as a way of being in 

tune with what the teachers at Golden School do in their classrooms because they felt that they 

are held accountable. For instance, the principal’s belief was that he needs to collect data by 

observing classroom teaching to ensure that students get what he termed as “top quality learning” 

and to be able to defend his teachers. He mentioned: 
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I do my observation …to be an accountable head of school. I mean if parents are complaining out there 

about a teacher I can speak with authority and say, Eh! Eh! Wait! My teachers are good … I need to speak 

with authority with my teachers to really know what is going on in school (SL 4, Interview 19.05.2011). 

As HoDs, the school leaders seemed to have the same view. For instance, Rex said “I need to 

report to my bosses, I need to show them what I am doing to justify my position.” (SL 3, 

informal discussion 18.04.2011). Daniel thought that clinical supervision is a form of data 

collection that he uses to monitor the goals that they have set as a department, and to show what 

the success indicators are. This, he confirmed, is what is required by the school policy (see 

Appendix F 5). To Emmanuel, clinical supervision seemed to help him formatively collect data 

and give comprehensive feedback about every teacher’s performance in his department at the 

end of the year (see Appendix 6). The implication is that clinical supervision is used for 

monitoring for the purpose of accountability. This is a view that Pajak and Arrington (2004) 

support but recognise that the dual purpose poses dilemma. They argue that it is challenging 

when supervisors are called upon to support and develop teacher capability but at the same time 

hold them accountable so as to keep the best in the system and eliminate the worst. Findings 

reveal that this is also a challenge at Golden School. 

Professional Development 

The school leaders interviewed seemed to view clinical supervision as a way of helping the 

school to identify its weaknesses and to put up support systems that can help improve those 

weaknesses. The HoDs felt that the feedback obtained from classroom observations helped to 

locate instructional problems that most teachers in the respective departments have, which is then 

recommended for professional development. For instance, Emmanuel said: “a case where one is 

not very familiar with the curriculum we are offering so then we recommend for an online 

training on that or we organise for one internally (SL 1, interview 14.04.2011).” Rex 

exemplified: “If I realise that most teachers are poor in assessment, then I know we need 

professional development on assessment for the department” (SL 3, informal discussion 

19.04.2011). Daniel seemed to be in agreement when he said that, “most of the times the 

feedback that we get from this informs the type of professional development that needs to be in 

this school.” The implication is that another function of clinical supervision at Golden School is 

to help plan for professional development in the school, a view supported by Wiles and Bondi 

(1996). 

From the fore going, it can be concluded that the need for formal supervision satisfies school 

regulations [every teacher must be observed at least twice in a year] and so does not arise from 

teachers’ need to improve practice. Nevertheless, the data obtained from classroom visits inform 

the type of professional development to be put in place. Additionally, teachers are given the 

autonomy to access colleagues through less structured classroom observations. It also concluded 

that clinical supervision serves more than one purpose: a means to appraise and improve 

practice. However, appraisal seemed more critical compared to teacher growth. Therefore, 

feedback delivery tended to be judgmental and prescriptive. Hence, the bottleneck to the practice 

is that teachers view the practice negatively given the historic meaning of supervision which has 

been more of evaluation. The explanation to this is that school leaders have inadequate training 

on how to conduct clinical supervision.  
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Recommendations 

For School Leaders 

First, although evaluation of teachers’ competence is important, school leaders would benefit 

more if they changed their perceptions and viewed clinical supervision as a way of improving 

classroom instruction. Also, school leaders need to explain to the teachers why clinical 

supervision is significant to teacher capability, students’ achievement and the school culture. 

That way, teachers would probably begin to have a positive attitude towards the practice. 

Furthermore, reflections of the lessons observed should be done collaboratively with verbatim 

evidence of the actual classroom teaching.  

 

Second, the school leaders need professional development so as to acquire the necessary skills 

and knowledge such as conferencing skills, reflection, scripting, questioning, paraphrasing, 

probing, detailed note taking and various observation strategies like audio taping, video taping, 

global scan, and verbal flow. Collecting evidence in this manner enables teachers to identify their 

own mistakes and correct them. 

 

Third, school leaders would benefit more if they increased their interpersonal skills to enable 

them deliver feedback effectively. They need to engage in professional development to acquire 

skills such as assessing the developmental level of teachers. This will contribute to meaningful 

engagement in the clinical supervision process as well as mitigate the problem of dealing with 

teacher’s different temperaments and motivational levels. 

 

Educational Leadership and Management Educators 

Pre-service and in-service courses at all levels should include techniques of clinical supervision 

in the leadership preparation training programmes in all institutions. These techniques could 

range from conferencing skills, reflection, scripting, various techniques of planning for 

observation such as goal setting and the planning conference. It could also include techniques of 

classroom observations like selective verbatim, records based on seating arrangements, use of 

audio and video-tapes, use of checklist among others. 

 

Department of Quality Assurance and Standards  

DQAS needs to modify the existing Quality index: Guidelines for Quality Assurance and 

Standards Assessment of Schools in Kenya (2010) to embrace the clinical supervision model. 

Research has shown that if the clinical supervision model is appropriately applied, it can be used 

by school leaders as a guideline for improving classroom instructions in schools. However, 

school leaders need to be empowered on how to conduct clinical supervision in schools. Hence, 

the Ministry of Education would benefit more by training school leaders as well as QASOs with 

the necessary skills and knowledge on how to conduct clinical supervision, as this will contribute 

to improved classroom instruction. 
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Further Research 

These findings are a contextualized study of one school and were based on the perceptions of 

four school leaders. Nevertheless, the findings could be used in contexts with similar settings to 

inform school leaders and other stakeholders on school leaders’ perceptions of clinical 

supervision. However, the small sample restricts the scope of generalization of the research 

findings to other settings. Hence, it is recommended that a large scale study with more schools 

and school leaders be conducted on the same topic. Since this study was conducted in a private 

school, a comparative case study of a public and a private school on the same topic is 

recommended for a deeper understanding of the phenomenon. Further, another area of study 

could be on the feasibility of peer clinical supervision in the Kenyan context. 

Conclusion 

This study sought to explore school leaders’ perceptions of clinical supervision. Findings reveal 

that the school leaders perceived clinical supervision to mean evaluation of classroom teaching. 

Hence, their feedback delivery tended to be prescriptive and judgemental. The study established 

that the school leaders had no training on skills and knowledge of conducting clinical 

supervision. It was also revealed that, as clinical supervisors, the school leaders perceived their 

roles differently depending on their experiences of conducting clinical supervision. 
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Monitoring the delivery of free healthcare in Sierra Leone; can monitoring initiatives play 

a meaningful role in improving accountability in health? 
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Abstract 

In April 2010 Sierra Leone abolished user fees for healthcare for pregnant and lactating women 

and children under five (Donnelly 2011, Government of Sierra Leone 2010-2011). The Free 

Healthcare Initiative (FHCI) is being financed by the Government of Sierra Leone with 

significant financial assistance from donors. With the introduction of the FHCI, Sierra Leone’s 

government aims to improve maternal, infant and child mortality rates, which are among the 

worst worldwide.  Within its successful first year, the implementation of Sierra Leone’s new 

healthcare policy encountered serious problems of malfeasance and diversions of newly 

introduced free medication (Sawyerr 2011). This led to widespread calls for an increase in 

accountability within Sierra Leone’s health sector (Taylor et al. 2011). The call in Sierra Leone 

for greater accountability in the health sector coincided with a global surge in interest and 

research into the potential of transparency and social accountability; including interventions that 

can enhance public service delivery through the improvement of accountability relationships at 

grassroots level (Gaventa and Barrett 2010, McGee and Gaventa 2011, Joshi 2010). As a result, 

social accountability methods are now widely implemented in Sierra Leone, alongside more 

basic interventions that seek to monitor, track or engage with Sierra Leone’s health service 

providers in order to improve accountability. Based on interviews, focus groups discussions and 

documentary analysis, this paper explores some of the responses to Sierra Leone’s “failures of 

monitoring and accountability” (Amnesty International 2011:5). It takes a case study approach, 

examining monitoring and social accountability methods employed by different NGOs and CSOs 

to improve service provision within Sierra Leone’s health sector. This article highlights some of 

the methodological challenges faced by social accountability practitioners, while also looking at 

the wider context in which these interventions take place.  This paper argues that the external 

environment and the goodwill towards the FHCI have created opportunities for social 

accountability interventions to succeed. Whether or not they will, may depend on the extent to 

which donors and practitioners of monitoring and social accountability interventions adopt best 

practice, not only in terms of methodology but also in harmonisation of their approach, in order 

to avoid duplication and contribute to improved healthcare delivery.  
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Introduction 

In April 2010 Sierra Leone abolished user fees for healthcare for pregnant and lactating women 

and children under five. Sierra Leone follows a wider trend in healthcare provision in developing 

countries, where free healthcare at the point of delivery is being introduced in ever more 

countries (Witter 2010). With this intervention, Sierra Leone’s government aims to reduce 

maternal mortality rates and improve survival rates among young children. Sierra Leone’s health 

indicators are among the worst worldwide
 
and significantly off track in relation to achieving 

maternal and child-health related Millennium Development Goals (UNDP 2012). Many of the 

premature deaths among pregnant women and children have been attributed to significant cost 

barriers, which deter many from seeking adequate healthcare when needed. A World Health 

Organisation statistics show that in 2010, on average, out-of-pocket expenditure on health in 

Sierra Leone was 82% of total health spending: few people in the world spent more, relative to 

their government’s health spending (WHO 2012).  

 

The Free Healthcare Initiative 

The introduction of Sierra Leone’s Free Healthcare Initiative (FHCI) immediately brought about 

improvements in access to healthcare, including higher usage of government health facilities, 

especially for malaria (Taylor et al. 2011). Introducing wide ranging changes in health user fee 

policies can cause significant disruptions to health services: utilisation often spikes at the onset, 

causing higher demands for medicines and heavier workloads for healthcare personnel (Ridde et 

al. 2012, Meessen et al. 2006). This in turn can lead to logistical problems in relation to medical 

supplies, longer waiting times at clinics, bed shortages and staff dissatisfaction. The introduction 

of Sierra Leone’s FHCI encountered similar problems, with the logistics surrounding the supply 

of free medicine included in the basic package of free medication (Government of Sierra Leone 

2010-2011), creating significant extra pressure on the supply chain, storage facilities, transport 

arrangements, etc.  Among the African countries that have recently made significant changes to 

its health user fee policies (Witter 2010, Meessen et al. 2011), Sierra Leone ranks worst in 

several indices measuring corruption (Transparency International 2012, Mo Ibrahim Foundation 

2012). It is therefore not entirely surprising that logistical pressures were exacerbated by reported 

diversions of free medication, which were being sold on the open market within months of the 

launch of the free healthcare programme (Sawyerr 2011).  

 

The initial diversions of drugs were not the only problems that were uncovered by the media and 

several campaigning and investigative NGOs. Stories about health workers continuing to charge 

for free services also surfaced, as did allegations that payments were levied for some of the free 

drugs (IRIN 2012). While some of these allegations may have been untrue, and some of the 

charging due to misinformation about entitlements, systems of oversight were rightly being 

questioned.  This led to widespread calls for an increase in accountability within Sierra Leone’s 

health sector (Taylor et al. 2011, Amnesty International 2011), and introduced a debate that was 

long overdue . 

 

The introduction of monitoring and social accountability methods  

The call for increased accountability and the demand for evidence about the scale of possible 

misconduct among healthcare staff sparked a ‘monitoring surge’; a range of NGOs and CSOs in 

Sierra Leone started to engage in activities loosely based around the monitoring of the delivery 
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of primary healthcare. Two and a half years after the introduction of the free healthcare initiative, 

at least half a dozen (and probably many more) NGOs and CSOs were involved in the 

monitoring of health services. The scope of their interventions varied substantially; from 

nationwide monitoring efforts and projects targeting all healthcare facilities within an entire 

district, down to initiatives that focused on a handful of clinics. The approaches taken varied 

widely too, while one NGO enlisted volunteers and community members to copy clinic records 

country-wide, another organisation implemented a carefully planned Participatory Monitoring & 

Evaluation intervention. A Randomised Controlled Trail was in the process of comparing 

different community-based accountability methods, while a CBO planned community meetings 

to discuss accountability problems in a series of village meetings.  

 

The majority of the monitoring projects observed were implementing citizen voice and 

accountability, citizen engagement or social accountability (SA) methods. These types of 

interventions are often characterised by actions of citizens -often supported by NGOs or CSOs, 

who engage with their government or (government representative-) frontline service providers in 

order to elicit more responsive and accountable behaviour (Menocal and Sharma 2008). There 

were, however, monitoring organisations which seemed to use investigative journalism tactics, 

and in some cases data gathering methods seemed far from rigorous. Despite the proliferation of 

monitoring interventions, organisations that provide funding for these initiatives (international 

NGOs, UN and donor agencies) were unaware of the fact that increasing numbers of NGOs and 

CSOs were engaging in monitoring in health, risking duplication.  

While overall the interest in improving accountability could be perceived as positive, the manner 

in which some projects were implemented could risk undermining the intrinsic motivation of the 

already stretched healthcare providers.  Many of the community-based monitoring interventions 

seemed to pay little attention to the politics of community participation (White 1996) and had 

little regard for upsetting fragile post-war community relationships.  Recruiting community 

members to report on possible misdemeanours of local healthcare staff can have consequences 

for the reporters and the accused alike; it can even put healthcare staff at risk of blackmail or 

collusion (McPake et al. 1999). 

 

Sierra Leone as the context of social accountability interventions 

Those who study best practice within the social accountability field, often borrow from other 

development practices. Beyond the technicalities of designing flip charts and convening 

community gatherings, much social accountability literature is focused on several key 

ingredients: Political Economy Analysis, Participatory Development Discourse and Theories of 

Change. These concepts are important for other, if not all, development interventions, but when 

dealing with “… ongoing state–citizen relations involving a wide range of different actors who 

pursue their aims according to different interests and incentives” (Tembo 2012:v) it is all the 

more important to clearly understand the context in which an intervention takes place, and know 

the limitations of your tools, before developing a theory on how the current situation might be 

changed. In addition to the challenging (national) external environment explained in the 

subsequent section, local power dynamics also affect social accountability interventions, which, 

on the whole seemed largely ignored by the implementing NGOs witnessed. 

 

Sierra Leone provides a fascinating context for social accountability interventions. The country 

is often still classed as post-war and fragile, despite being 11 years post-war and the completion 
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of three largely peaceful elections in 2002, 2007 and as recent as November 2012. Statistically, 

however, Sierra Leone continues to paint a fragile picture. A 2012 World Bank report states that 

Sierra Leone has higher under-five mortality, lower literacy rates and less access to clean water 

than Burundi, DRC, Mozambique, and Liberia, despite having a higher GNI (World Bank 2012). 

Reasons for Sierra Leone’s civil war have been debated extensively (Richards 1996, Reno 1995). 

Most commentators agree that serious economic mismanagement and widespread corruption 

were at least partly to blame for the onset of the conflict. According to many governance 

watchdogs, corruption continues to represent a serious problem in Sierra Leone: in 2012, 

Transparency International’s Corruption Perception Index ranks Sierra Leone 123
rd

 out of 176 

countries. The World Governance Indicators rank Sierra Leone around the 25
th

 percentile for 

control of corruption and “on the 10
th

 percentile” for government effectiveness (World 

Governance Institute 2013). Mo Ibrahim’s 2012 Index of African Governance scores Sierra 

Leone 10
th

 lowest on welfare and 3
rd

 last on health, out of 48 countries (Mo Ibrahim Foundation 

2012). Studies by Gupta et al (2000) and Treisman (2000) show that statistically high levels of 

corruption, low literacy rates and high infant mortality often correlate. Sierra Leone’s dismal 

literacy and infant mortality rates tally with such analyses.  If Sierra Leone’s corruption 

problems are indeed a cause of its slow developmental progress , then calls for greater 

accountability are timely, as research suggests that investment in development yields little gains 

unless corruption is curbed first (Kaufmann and Kraay 2008, Rose-Ackerman 2008).  

 

To address the accountability problems within the health sector it is important to understand the 

context, not least the function and dysfunction of Sierra Leone’s public service. Srivastava and 

Larizza’s recent report on public service reform explains that 87% of Sierra Leone’s public 

service personnel are made up of blue collar workers; top management represents just over one 

per cent, leaving only 11% for middle management (Srivastava and Larizza 2012), which means 

simply not enough public servants to carry out oversight functions.  The lack of trust in 

government oversight is also reflected in the fact that less than a quarter of all foreign aid is 

channelled through Sierra Leone’s national procurement structures (OECD 2011a). William 

Reno notes in his report for Freedom House that “Foreign assistance is vital to many of the 

government’s administrative functions, reflecting the central role that external actors have played 

in supporting post-conflict improvements in governance, while also causing concern about the 

sustainability of these gains as external actors gradually disengage”(2012:13). The lack of 

oversight may in fact be a symptom of a bigger problem that lies at the root of Sierra Leone’s 

corruption problems, according to analysts, who point to widespread beliefs that the political 

system is biased in favour of a small elite, and that informal neo-patrimonial practices remain a 

tool employed by the politically powerful to run parts of state and society for their own benefit 

(Reno 2012, Robinson 2008).  
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Despite the rather gloomy assessment of Sierra Leone’s current levels of governance, optimists 

could argue that from a low base, much can be achieved. Tackling corruption is on the agenda 

within the Sierra Leone. Its Anti-Corruption Committee was established in 2001, and, according 

to DFID, has a well-developed legal framework in place to tackle corruption (DFID 2013). Sierra 

Leone free press regularly publishes corruption exposés and several NGOs are actively using 

budget tracking methods to highlight discrepancies between budgets reportedly disbursed by 

central government and finances reportedly received by councils, school and health facilities 

(MamaYe 2013, Open Budget Partnership 2012). 

 

Early mentions of accountability interventions were in a World Bank report (2004) that 

explicitly spoke of the failure of the long route to accountability (citizens elect representatives 

who appoint administrations responsible for service provisions; citizens can only hold 

representatives accountable during elections). The report advocated seeking the short route to 

accountability, i.e. citizens directly holding service providers to account (see figure 1). It could 

be argued that social accountability interventions are well suited to countries such as Sierra 

Leone, where people may have given up on long route accountability, but may be willing to give 

the short route approach a try.   

 

Figure 1: The long route and short route to accountability (adapted from World Bank 

2010) 

Social accountability methods  

Definitions of social accountability interventions vary, from the widest definition that 

encompasses all transparency, voice and accountability interventions such as budget tracking, 

natural resource governance, aid transparency, and freedom of information legislation, to much 

narrower definitions that focus primarily on the improvement of service provision. Houtzager  

and Joshi (2008:3) argue that  “[S]ocial accountability is understood as an ongoing and collective 

effort to hold public officials and service providers to account for the provision of public goods 

which are existing state obligations, such as primary healthcare, education, sanitation and 

security.”  

 

The use of social accountability methodology has increased at a time when development 

practitioners realised that despite investments in sectors such as health and education, 

improvements were not matching investments due to weak governance and associated corruption 

(World Bank 2010). Since the late 1990s research into the exact mechanisms of corruption at 
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grassroots level became more widespread, nuancing the debate around corruption by defining 

petty corruption (de Sardan 1999) and later quiet corruption (World Bank 2010:2) meaning 
“…various types of malpractices of frontline providers (teachers, doctors, inspectors and other government 

officials at the front lines of service provision) that do not involve monetary exchange. These behaviours 

include not only potentially observable deviations such as absenteeism, but also hard to observe deviations 

from expected conduct, such as lower level of effort than expected or the deliberate bending of rules for 

personal advantage.”  

From thereon in rights-based approaches and participatory development trends seem to have 

come together and evolved from citizen engagement with local development plans into citizens 

involved in the monitoring of public services to which they are entitled.    

There are a number of key social accountability methodologies, which have often been adapted 

to suit local circumstances, or used concurrently. Those methods that specifically target front-

line service providers (and thus not exclusively their budgets) fall into the following categories: 

citizen report cards, which seeks individual feedback from service users; community score cards, 

which seeks a whole community’s feedback, often through one or more public meetings; and 

community monitoring, which facilitates regular meetings between citizens and service providers 

to address grievances.  

 

Conceptually, accountability is about power and politics. In recent years, a number of 

commentators have deplored the fact that social accountability methods are increasingly being 

used solely as tools, without any regard to the issues of power and politics at the heart of the 

problem (Joshi and Houtzager 2012, McGee and Gaventa 2011). Some development 

practitioners might caution against putting external environment assessments first, reasoning that 

fragile regions may be deemed unsuitable as a result, depriving citizens of innovative 

participatory methods. A balance needs to be sought, not unlike Booth’s working with the grain 

argument (Booth 2011) and Srivastava and Larizza’s design for a World Bank public service 

reform programme: local power and politics need to be understood and its impact on any 

potential intervention needs to be taken into account before any community based intervention 

can start.  

 

What works? 

Questions regarding best practice in social accountability are currently being researched and 

evaluated; however, given the surge in popularity of social accountability methodology in recent 

years, and its increased use in many developing countries, these debates are being had in 

surprisingly few corridors. Academic journals on international development rarely mention 

social accountability. UK-based research centres such as ODI and IDS have for some years been 

providing evidence on transparency, voice and accountability interventions (Gaventa and Barrett 

2010, Gaventa no date, Rosemary McGee and John Gaventa 2011, McGee and Gaventa 2010, 

Tembo 2012, Joshi 2010, Acosta et al. 2010, Joshi 2007), and the World Bank continues to fund 

and produce range of research papers (Malena et al. 2004, Fiszbein et al. 2011, Ringold et al. 

2012, Björkman and Svensson 2007, McNeil and Mumvuma 2006, Thindwa et al. no date), but 

studies on social accountability published outside these institutions are relatively few (for 

example Walker 2009).  

 

A number of current research initiatives are specifically looking for social accountability 

methods that can be scaled up and used across a wide variety of countries and contexts. From the 

evidence that is available it appears  that success rates for social accountability interventions are 
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highly dependent on the social and political environment in which interventions takes place, and 

the suitability of the methodology used (Tembo 2012:xx, Joshi 2010:13), possibly undermining 

the notion that a one-size fits all solution can be found. McGee & Gaventa argue that a mismatch 

exists between the essence of governance and accountability work and the results-driven nature 

of current international development trends, arguing that one should not be looking for 

achievements as such, but instead ask what happened and why as a result of the intervention 

(2011:31). Joshi and Houtzager also argue against the excessive focus on the mechanics 

(“widgets”) of different methodologies in favour of “…a conceptualization of social 

accountability that focuses on ongoing political engagement by social actors with the state…” 

(2012:146).  

 

This paper would argue that especially because social accountability interventions are inherently 

political and different every time, it is important that case study evidence allows practitioners 

and public agencies to learn from past interventions, thereby increasing the chances of success of 

future interventions. While a one size fits all solution to social accountability is unlikely to be 

found, more guidance on best practice for the development practitioner community can only help 

others to learn from mistakes: How other practitioners dealt with issues of contestation, with 

threats to citizens who participate, or managing dominant groups within a community, are all 

pertinent issues that should be researched and debated. Tools to develop workable theories of 

change, and tools to evaluate if, why and how change has happened (such as Tembo 2012), are 

important for the field of social accountability.  

 

In the final section of this paper, realities faced by the practitioners implementing monitoring or 

social accountability interventions in Sierra Leone will be discussed. On-line research, a review 

of grey literature and a short scoping visit to Sierra Leone in September 2012 inform this section 

of the paper. While the fieldwork was too short to allow for extensive data gathering which could 

lead to more definitive conclusions, the tentative findings that are included in this paper aim to 

highlight areas where further research is needed.  

 

Providing healthcare in Sierra Leone: the real constraints 

The background to the introduction of Sierra Leone’s Free Healthcare Initiative is the topic of 

several papers (Amnesty International 2011, Taylor et al. 2011, Donnelly 2011) which describe 

the removal of around 800 ghost workers from the payroll, the recruitment of over 1000 new 

healthcare staff and an eleventh hour strike days before the launch of the initiative, which 

resulted in a significant pay increase for all healthcare personnel. Despite the 2010 increase in 

wages, Sierra Leone’s healthcare personnel receive very low salaries, even if they are now above 

the normal average public service wage (Srivastava and Larizza 2012:9). These unattractive 

wage packages, few promotion opportunities and relatively small numbers of medical graduates 

at all levels have caused major staff shortages in healthcare facilities in Sierra Leone (WHO 

2013). The problem is particularly acute in the more remote parts of the country, where a 

significant portion of small and medium-sized clinics are staffed by just one trained health 

worker. 

 

Any health-related accountability intervention in Sierra Leone thus takes place in a setting where 

staff shortages are the norm. In 2012, in the eastern Kono district, 46 out of 82 of Primary Health 

Units (PHUs) were staffed by one single person, in contrast with a team of between six and 
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twelve staff members for different sized primary healthcare units, as proposed in the World 

Health Organisation’s guidelines on Basic Package of Healthcare for Sierra Leone in 2010.  

When social accountability interventions target problems such as absenteeism, it has to be borne 

in mind that not all incidences of absenteeism are a dereliction of duty. For example, a 

representative of every health facility in Sierra Leone (usually the most senior, or the only, health 

worker) is obliged to provide the district health offices with a monthly report. If a single staff 

member is in charge of a health facility, that person will have to travel to the district capital town 

on a monthly basis, causing the closure of a single occupancy health facility for up to three days 

(or more in remote locations).  

 

The day-to-day funding of health facilities in rural districts remains challenging: Since the FHCI 

was introduced, clinics have stopped charging pregnant and lactating mothers and children under 

five for healthcare, leaving health facilities with a vastly reduced source of income to cover daily 

expenses such as cleaning products, fuel for motorbikes used to conduct outreach clinics, and 

stipends for volunteer assistants, who make up a significant amount of the “staff” at rural clinics. 

To make up for this loss of income, a monthly flat fee allowance was introduced to cover 

running cost was introduced for all PHUs, but the disbursement of these funds is said to have 

been irregular. To provide incentives for healthcare staff to treat FCHI-related increase in 

patients, Sierra Leone introduced a 2-year, World Bank supported Performance Based Financing 

system, which started in April 2011 (Amara 2011). At a meeting called by a Kono-based CSO, 

several healthcare workers complained about the disbursements of both funds being delayed for 

as much as six months or more. Similar complaints were heard in Kailahun. In 2012, a 

consortium of international NGOs and budget advocacy agencies published budget figures for 

both district’s finances, noting that “…in 2011, 1 225 million Leone (283,050 US$) were 

transferred by Kailahun Council to Kailahun’s District Health Management Team (DHMT) but 

there is no record of this in the DHMT”. Similarly, “Kailahun Council said it transferred 33 

million Leone and the health clinics recorded receiving 14 million Leone – leaving 19 million 

Leone (4,390 US$) unaccounted for”. In Kono, 294 million Leone (67,932 US$) were 

unaccounted for after a transfer from its Council to DHMT in 2011 (MamaYe 2013).  

 

The current wave of monitoring and social accountability interventions in health take place in 

addition (and often in parallel) to an official oversight system established by the District Medical 

Authorities which are situated in every district of Sierra Leone. The District Medical Officer 

leads the District Health Management Team, comprised of senior staff members in charge of 

nursing, human resources, preventive health, malaria, etc. The DHMT routinely compile a 

schedule for regular health facility monitoring visits within the district. DHMT members in Kono 

and Kailahun reported severe constraints in carrying out such visits due to the lack of vehicles 

and fuel and the many other responsibilities that DHMT members need to fulfil. In remote 

Kailahun District, the health authorities reported having only one working off-road vehicle, 

which was used as ambulance as well as for monitoring visits. Regular workshops and training 

events organised by government and donors add additional distractions, which often leads to 

monitoring visits being primarily directed at health facilities which are on a main road or within 

a short distance from the district headquarter town.  
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The proliferation of monitoring in health 

In the final quarter of 2013, a significant number of NGOs and CSOs were involved in a 

‘monitoring of health’ activity in Sierra Leone. Overall, the quality of interventions varied 

greatly, ranging from the very good to the much less impressive, with issues of capacity, 

methodology and grasp of statistics all being causes for concern. Overall, there appeared to be 

lack of information sharing between health monitoring agencies, a reluctance to collaborate with 

similar organisations and in many cases a failure of many groups to engage with or at least 

inform the district health authorities (which should be both a source of information and a 

government structure that needs supporting rather than circumventing). Research into practical 

mechanisms to promote harmonisation and cross learning in social accountability interventions 

in Sierra Leone would be worthwhile. In a wider context, questions should also be raised about 

how monitoring NGOs and CSOs can be held accountable for using best practice, and for acting 

in the best interest of the citizens of Sierra Leone. The spending on monitoring should be 

particularly carefully considered, as on the one hand holding staff accountable for their 

performance is vitally important, but on the other hand, supporting (or at least collaborating 

with) the authorities that are already mandated to provide such monitoring but are often too 

under-resourced to do so, may be a more sustainable solution.  

 

Donors and INGOs which are funding social accountability and monitoring interventions should 

also be held accountable for overlooking the proliferation of a rather mixed bag of interventions 

which at times duplicate one another. Assuming that all of these organisations have signed up to 

the Paris Principles on Aid Effectiveness,  and further pledges made to that effect in Accra and 

Busan (OECD 2008, OECD 2011b) funding and implementing agencies alike should consider 

these principles and attempt to live up to their commitments on collaboration and harmonisation 

within Sierra Leone’s monitoring of healthcare context.   

 

Conclusion 

In the absence of evaluations of social accountability and monitoring interventions that have 

recently taken place in Sierra Leone (or are still ongoing), it is too early to draw any conclusions 

as to the success and sustainability of the social accountability interventions that are being 

implemented. Sierra Leone currently provides an interesting testing ground for social 

accountability methodology, as it is the first fragile state in which the monitoring of healthcare 

provision is being attempted at such a large scale. This article has touched on the challenging 

external environment: alleged high levels of corruption and the serious understaffing problems 

within Sierra Leone’s public services which undermine both the provision of basic services and 

the control mechanisms in charge of overseeing these services. As this paper points out, given 

the shortage of long route accountability, short route accountability interventions could provide 

an interesting alternative. 

 

In 2010, Sierra Leone took the bold step of removing user fees for pregnant and lactating 

mothers and children under five,  and this initiative has so far been relatively successful, if 

challenged by logistical and accountability problems. The FHCI has over the years received 

significant investments in funding and capacity building support from both the government of 

Sierra Leone and the donor community. This has made the FHCI somewhat of a poster boy 

project that many are keen to call a success.  
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This goodwill towards the FHCI and the pressure to ensure a significant FHCI dividend for 

pregnant mothers, young children and the Millennium Development Goals that focus on their 

wellbeing seems to be creating a conducive environment for a push towards the widespread 

adoption of social accountability interventions. Let us hope that they will be methodologically 

sound interventions. 
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