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Abstract
Background: Effective delivery of healthcare services espe-

cially at the Primary Health Care level requires availability of ade-

quate infrastructure, basic diagnostic medical equipment, drugs
and well-trained medical personnel. Quality Primary Health Care
initiatives have been recognized as fundamental to improving
health outcomes. This study assessed the resources available for
Primary Health Care delivery in a Local Government Area in
Benin City, Nigeria.

Materials and Methods: This was a descriptive cross-sectional
study. All the public primary health centres in Egor LGA, Benin
City, Nigeria were assessed for availability of personnel, facili-
ties/equipment and services using an adapted observational check-
list. 

Results: All the 10 public primary health centres were
assessed. The primary health centres had inadequate skilled-man-
power: only 1 (10.0%) had a medical officer, Community Health
Officers and nurse/midwives were adequate in only 2 (20.0%), and
none of them (0.0%) had a medical record officer and pharmacy
technician. Basic equipment for examination of clients were avail-
able in 3 of the health facilities (30.0%). All 10 of the health cen-
tres (100.0%) offered basic services but not for 24 hours. Essential
drugs were not regularly available in all the facilities.

Conclusions: Basic healthcare services were rendered but not
for 24 hours. Several challenges such as inadequate skilled health
personnel, lack of basic amenities, and shortage of essential drugs
affect the primary health centres. Basic hospital facilities/equip-
ment needed to enhance 24 hours’ service delivery at the primary
health centres should be provided by the Local Government. 

Introduction
Primary Health Care (PHC) is the cornerstone of a country’s

healthcare system. It is the closest level of healthcare to individu-
als, the family, and the community as enshrined in the National
Health Policy.1,2 Effective delivery of healthcare services requires
availability of adequate infrastructure, basic diagnostic medical
equipment, drugs and well-trained medical personnel. Quality
PHC initiatives have been recognized as fundamental to improving
health outcomes.3,4 Strengthening PHC is the most inclusive,
effective and efficient approach to enhance people’s health and
well-being. PHC is the cornerstone of a sustainable health system
for universal health coverage and health-related Sustainable
Development Goals (SDGs), especially SDG 3, which is to ensure
healthy lives and promote well-being for all at all ages. There is
need for equity and efficiency in healthcare service delivery,
through provision of technical and financial supports to healthcare
facilities at all levels of administering services.4,5 To effectively
manage health services and achieve good quality of care, standards
have to be put in place.6,7 The Ward Health System (WHS), which
is the strategic thrust for the delivery of PHC services in Nigeria
was introduced by the National Primary Health Care Development
Agency (NPHCDA) in 2000 in order to improve health, sustain
effective and efficient PHC service delivery at the electoral ward
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level. In addition, to ensure effective delivery of PHC services, the
Ward Minimum Health Care Package (WMHCP) was developed
with the aim of providing the wards with a minimum set of health
services needed to meet the basic health requirements of house-
holds towards achieving the global target of “Health for All” at low
cost.4,6,7 To facilitate this, effective integration of all PHC services
under one authority is needed in order to reduce fragmentation in
the delivery of PHC services, thus bringing Primary Health Care
Under One Roof (PHCUOR).8,9

The National Health Act (NHAct) of 2014 provides the legal
framework required for the attainment of Universal Health
Coverage (UHC) through PHC in Nigeria.10 This is also empha-
sized in the National Strategic Health Development Plan II
(NSHDP II).11 The Edo State Strategic Health Development Plan
II which is also in conformity with that of the national focuses on
PHC as the bedrock of healthcare service delivery including link-
ages of service delivery through referrals to existing secondary
care facilities especially general hospitals.12

The provision of healthcare at PHC level is largely the respon-
sibility of local governments with the support of State Ministries of
Health in Nigeria. Staff salaries, facility construction and mainte-
nance, including supply of drugs, equipment and other medical
commodities are all predominantly provided by local govern-
ments, mainly funded from statutory allocations received from
state government revenues.9

The delivery of healthcare at the primary level has been faced
with many challenges in Nigeria, thus affecting efforts to reduce
the burden of communicable and non-communicable diseases in
the communities, including the reduction of the high maternal,
newborn and child morbidity and mortality. The challenges
include: inadequate staffing and inequitable distribution of health-
care workers, low morale of workers due to irregular and unpaid
salaries, poor working conditions including lack of basic ameni-
ties, lack of water and electricity supply, inadequate supply of
essential drugs and its consequence constraint on service delivery,
weak governance system and multiple lines of command or author-
ity, inadequate and dilapidated infrastructure, poor sanitary and
waste management system, as well as poor community participa-
tion and ownership.13,14 This study tried to ascertain the availabil-
ity of personnel, facilities and services in PHC centres in Egor
LGA, Benin City, Nigeria. It is hoped that the findings of the study
will enable evidenced-based decision-making by policymakers and
programme implementers to improve and strengthen Primary
Health Care System in the study locale and Nigeria.

Materials and Methods
This descriptive cross-sectional study was conducted in Egor

LGA, one of the 18 LGAs in Edo State, Nigeria with its adminis-
trative headquarters in Uselu. The LGA, which consists of 10 elec-
toral wards, is located in Edo South Senatorial Zone and is bound-
ed to the North by Ovia North East LGA, to the East by Ikpoba
Okha LGA, to the south by Oredo LGA and to the West by Ovia
South-West LGA. The 10 wards in the LGA include: Ugbowo,
Okhoro, Uwelu, Uselu I, Uselu II, Ogida I, Ogida II, Useh, Egor
and Evbotubu. The total area of the LGA is 93 km2 with a popula-
tion of 340,287 at the 2006 national census14 and a projected pop-
ulation of 516,986 by 2020. The health facilities present in the
LGA include: 10 public Primary Health Care Centres, University
of Benin Teaching Hospital (UBTH), and several private hospitals.
Majority of the inhabitants of Egor LGA are civil servants, stu-
dents, artisans and traders.12

Data was collected from all the 10 public Primary Health
Centres (PHCs) in the LGA. The PHCs are located in the following
wards in the LGA Namely: Egor, Evbotubu, Ogida I and II,
Okhoro, Useh, Uselu I and II and Uwelu. Ugbowo, which is also
one of the wards in Egor LGA, does not have a PHC facility. A
qualitative tool was used for data collection - a PHC checklist
adapted from the NPHCDA PHC guidelines/minimum standards
for PHC.6,7 The adapted tool, which was divided into three sec-
tions, was used to assess the availability of personnel,
facilities/equipment, and services in PHCs in Egor LGA, Benin
City, Nigeria. The information needed from the PHC facilities
were obtained from the Heads of the PHCs. The data collected are
presented in form of frequency tables.

Ethical approval to carry out the study was obtained from the
Ethics and Research Committee of UBTH. Permission to carry out
the study was granted by the Chairman of Egor LGA through the
Medical Officer of Health of the LGA. Verbal informed consent
was obtained from the Heads of the PHC facilities.

Results
Table 1 shows that half, 5(50%), of the PHC facilities in Egor

LGA had perimeter fences with sign posts. Potable water supply
was also available in 5 (50%) of the health facilities. Only 1 (10%)
of the PHCs is connected to the national grid for power supply.
Though, 9 (90%) of the PHCs had the required number of rooms,
only 2 (20%) had staff accommodation. Basic examination and
diagnostic equipment like stethoscope, sphygmomanometer and
thermometer were found in a third of the facilities. None of the
PHCs had adequate delivery rooms, maternity beds and pharma-
cy/drug dispensing units. 

                             
Article

Table 1. Infrastructure/equipment available in PHCs in Egor
LGA.

Parameter                                                    Frequency        Percent
                                                                        (n=10)                 

Sign post (visible from entry & exit point)                       5                          50.0
Perimeter fence                                                                      5                          50.0
Security post                                                                            4                          40.0
Power supply (connected to national grid)                      1                          10.0
Water supply (from motorized borehole)                        5                          50.0
Pest control services (fumigation)                                    0                           0.0
Windows (screened with net)                                             2                          20.0
Pharmacy and dispensing unit                                             0                           0.0
Delivery room (2)                                                                    0                           0.0
Maternity bed (10)                                                                  0                           0.0
Emergency bed                                                                        3                          30.0
Roof (good condition)                                                           8                          80.0
Basic diagnostic equipment (stethoscope,                      3                          30.0
sphygmomanometer, thermometer)                                  
Soap/disinfectant dispenser                                               10                        100.0
Door name plate                                                                      2                          20.0
Staff accommodation (2 units of 1 bedroom flats)        2                          20.0
Number of rooms (13)                                                           9                          90.0
Toilet facility (male & female)                                            10                        100.0
Waste disposal site (sanitary)                                             0                           0.0
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In Table 2, all the PHCs in Egor LGA (100%) had adequate
Community Health Extension Workers (CHEWS) and Health
Attendants. Other healthcare workers such as: Medical Officers
(doctors) – 1 (10%); Community Health Officers (CHOs) – 2
(20%); Nurses/Midwives – 2 (20%) general maintenance staff – 2
(20%) were inadequate. Pharmacy technicians, medical records
officers, environmental officers and required number of security
personnel were absent in all the PHCs.

In addition, Table 3 shows that all 10 (100%) of the PHCs in
Egor LGA offered basic medical services except oral health and
community mental. Essential drugs were not regularly supplied in
all the 10 (100%) facilities and none of them rendered 24 hours’
service. Only half of the PHC facilities in Egor LGA 5 (50%)
offered HIV testing and counseling services.

Discussion
Primary Health Care is a grass-root approach towards univer-

sal and equitable health care for all. The strategy is meant to
address the main health problems in the community, providing pro-
motive, preventive, curative and rehabilitative services.15 It is
laudable that all the public PHC facilities in Egor LGA provide
basic health care services to members of its populace including:
maternal, newborn and child health services, family planning,
immunization, malaria and HIV testing services, including malaria
control and other curative services. This will assist greatly in
reducing the disease burden especially among the vulnerable
groups in the population. The maternal and child health services
will ensure access to a continuum of care for women during ante-
natal, perinatal and postnatal period, which is critical for the sur-
vival of women, newborn and children.16 However, some core ele-
ments of Primary Health Care such as regular provision of essen-
tial drugs, community oral health and community mental health
services were lacking. In addition, the HIV/AIDS Testing Services
were not available in all the primary health centres. These could be
as a result of poor political will and poor funding of the Primary
Health Care System by the Local Government Management or due
to lack of skilled health personnel to provide the services that are
absent. These would increase the burden of health care delivery at
the secondary and tertiary levels of care. 

Though most of the PHCs had more than the required number
of CHEWs, it is worrisome that other skilled health workers such
as medical officers, CHOs and nurses/midwives were inadequate.
A study done in Edo North Senatorial Zone in Nigeria had a similar
finding.17 Inequitable distribution of health personnel in some
PHCs will reduce the efficient delivery of healthcare services lead-
ing to reduced facility utilization and loss of clients/patients to fol-
low up. The Local Government Commission should ensure that
diverse skilled health workers are employed and appropriately
deployed in order to reduce the inequitable distribution of health
personnel in the Primary Health Care System. In addition, pharma-
cy and laboratory technicians, including medical records person-
nel, should be employed to improve provision of quality health
care, reduce the workload on existing PHC staff, and promote
access to health care at the primary level of care.

Also, all the PHC facilities had irregular supply of essential
drugs, inadequate basic diagnostic tools, and equipment for provi-
sion of some essential maternal, newborn and child health services
were not available. Delivery rooms and maternity beds were lack-
ing, while emergency beds including accommodation for skilled
healthcare workers were inadequate in the health facilities. In addi-

tion, the health services provided at all the PHC facilities were not
rendered for 24 hours due to issues related mainly to insecurity
such as lack of perimeter fence, security posts and personnel,
including lack of power supply from the national grid. All the
problems observed in the PHCs will reduce availability of compre-
hensive health service delivery to community members. A similar
result was observed in a study done in Calabar, Nigeria.18

Inadequacy of skilled health personnel, irregular supply of essen-
tial drugs and poor health services in the PHCs will limit the pro-
vision of optimal healthcare delivery and are documented barriers
to satisfactory utilization of health facilities by community mem-
bers.19 This may enhance the patronage of alternative healthcare
providers such as patent medicine vendors/stores, spiritual homes
and even traditional birth attendants with possible poor outcomes
like complicated health conditions and increased mortality. Low
budgetary allocation and investment in health including poor polit-
ical will and the non-availability of skilled personnel for employ-
ment at the PHC level might be responsible for the short supply or

                             Article

Table 2. Health personnel available in PHCs in Egor LGA.

Ideal number of personnel(s)                      Frequency    Percent
                                                                            (n=10)              

Medical officer (if available)                                                    1                     10.0
Community Health Officer (1)                                                 2                     20.0
Nurse/midwife (4)                                                                       2                     20.0
Community Health Extension Worker (CHEW) (3)           10                   100.0
Junior CHEW (6)                                                                          3                     30.0
Environmental Officer (1)                                                         0                      0.0
Pharmacy technician (1)                                                            0                      0.0
Laboratory technician (1)                                                          0                      0.0
Medical records officer (1)                                                       0                      0.0
Health Attendant/Assistant (2)                                                10                   100.0
Security personnel (2)                                                               0                      0.0
General maintenance staff (1)                                                 2                     20.0

Table 3. Services available in PHC facilities in Egor LGA.

Parameter                                                       Frequency    Percent
                                                                            (n=10)              

Health education and promotion                                            10                   100.0
Health management information system                             10                   100.0
Routine home visits and community outreach                    10                   100.0
Maternal, Newborn & Child health care                               10                   100.0
Family planning                                                                           10                   100.0
Immunization                                                                               10                   100.0
Promotion of nutrition & food education                             10                   100.0
HIV/AIDS testing and counseling services                             5                     50.0
Malaria control                                                                              7                     70.0
Curative care                                                                                10                   100.0
Essential drugs (regular supply)                                             0                      0.0
Oral health                                                                                     0                      0.0
Community mental health                                                          0                      0.0
Referrals                                                                                       10                   100.0
24 hours services                                                                         0                      0.0
Maintenance of PHC records                                                   10                   100.0
Adolescent health services                                                        8                     80.0
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lack of basic health care infrastructure, inadequate modern func-
tional facilities and disproportionate health workforce. The gov-
ernment should strengthen PHC by ensuring adequate funding,
regular supply of equipment and skilled manpower, which are
important determinants of effective provision of health care. This
is necessary because PHC is the most inclusive, effective and effi-
cient approach to enhance people’s health and well-being, thus
ensuring universal health coverage.5 The implementation of the
Basic Health Care Provision Fund will ensure effective and effi-
cient provision of Basic Minimum Health Care Services that will
improve the achievement of universal health coverage.10

The poor power supply in all the public PHCs in the LGA will
also affect the sustainability of the cold chain system for immu-
nization services. Any negative effect on the immunization cover-
age could lead to an increase in the incidence of vaccine pre-
ventable diseases and mortality among children aged between 0-59
months. A study that assessed PHC System Performance in twelve
states in Nigeria had similar findings of poor power supply in 77%
of PHC facilities studied.3

Inadequate potable water supply which is core in the Water,
Sanitation and Hygiene (WASH) strategy noticed in many PHCs
could affect improved sanitation and infection prevention activities
in the health facilities such as hand washing, thus increasing the
risk of hospital acquired infections among health workers, patients
and community members. In addition, all the health facilities
lacked sanitary methods of waste disposal. A similar finding was
obtained in a study carried out in Zaria, Nigeria.20 Poor waste dis-
posal will promote environmental pollution, odour nuisance, aes-
thetic devaluation of the health facilities, breeding of disease vec-
tors and transmission of communicable diseases. 

Limitations of the study
The data for this study were generated using observational

checklist and information from the Heads of the PHCs. Use of Key
Informant Interviews of stakeholders such as the Chairman of the
LGA, Head of Local Government Administration in the LGA,
including the Medical Officer of Health could have assisted in
identifying the root causes of the identified challenges and proba-
ble ways of mitigating them. 

Conclusions
The PHCs in Egor LGA offered basic healthcare services

which were not rendered for 24 hours. Several challenges such as
inadequate skilled health personnel, lack of basic amenities, and
shortage of essential drugs affect the PHCs. Basic hospital facili-
ties/equipment needed to enhance 24 hours’ service delivery at the
PHCs should be provided by the Local Government in order to
enhance the health and well-being of the people in the LGA thus
ensuring universal health coverage.
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