LETTER TO EDITOR

How tertiary hospitals
can strengthen primary
health care in Nigeria

Sir,

In keeping with the results of previous studies,”* Nnebue
and colleagues?® show the weak state of primary health
care (PHC) in Nigeria. None of the health facilities
they surveyed had the minimum equipment package,
essential drugs or staff complement required to deliver
maternal health services. Their findings imply that
although, in theory, there are three levels of healthcare
delivery in Nigeria (primary, secondary and tertiary),
many potential patients are likely to bypass the PHC
level. Those who can afford it enter the system at a higher
level, and those who cannot afford healthcare at higher
levels seek informal care from drug shops, traditional
healers or not at all.* The reason PHC is generally weak
in Nigeria is partly due to the decentralised structure of
the health system, in which the primary responsibility
for the most important level of care (PHC) is often left to
the weakest level of government (local governments).>®
We must therefore look beyond local governments for
the solutions.

The weak state of PHC places a heavy burden on tertiary
hospitals, especially where secondary care is also weak
or mostly provided by the private sector, inverting the
pyramidal distribution of patients such that the bulk of
patients are seen at the tertiary level.” In response to
this trend, there are General Outpatient Departments
(GOPDs) in tertiary hospitals where family physicians
trained for the PHC level attend patients presenting
with primary care complaints. Our modest proposal is
for family physicians to attend these patients at the PHC
level. Let us close down the GOPDs in tertiary hospitals
and move the family physicians to PHC facilities in the
communities around the tertiary hospitals. Each PHC
facility within a 10-km radius of the tertiary hospital
should operate physician-led clinics 2-3 days a week.
For example, if there are 7 doctors in a GOPD, then
at least 7 PHC facilities will have a doctor present at
least for 2-3 days in a week. This strategy alone has the
potential to improve the quality of care in a number of
PHC facilities in Nigeria and may have a rollover effect
on overall PHC services in Nigeria.

Tertiary hospitals have everything to gain from this
proposed partnership — real world PHC conditions
within which to train their family medicine resident
physicians and to provide exposure for their medical
students to the reality of the Nigerian health system.

Implementing this proposal is not likely to be much of
a challenge. Most tertiary hospitals are operated by the
federal government, while in most cases PHC facilities
are operated by local governments, sometimes with the
support of their state governments. Local governments
are typically weak (as state governments are in control
of their revenue)*and will likely welcome support from
federal government-owned tertiary hospitals. In 1992, the
Nigerian government made provision for federal support
for PHC through the National PHC Development Agency.?
Federal support for PHC can be extended to include
support through tertiary hospitals run by the federal
government. Indeed, similar initiatives were implemented
by the early generation of teaching hospitals in Nigeria,
which operated rural PHC practices in order to expose
their undergraduate and postgraduate trainees to real life
PHC, and conducted health research in these communities
while fulfilling an articulated social responsibility to
rural communities.” We believe these token initiatives
can be formalised and scaled up to all tertiary hospitals
in Nigeria.

We propose that the federal government mandate
partnerships between tertiary hospitals and PHC facilities
within their catchment communities. We also propose
that the Medical and Dental Council of Nigeria require
that rural PHC postings become a compulsory component
of not only undergraduate medical training but also
postgraduate family medicine training at the National
Postgraduate Medical College and the West African College
of Physicians. We propose that these colleges also insist
on proper training for their family medicine residents
at the PHC level instead of being trained in primary care
departments nestled within tertiary hospitals. In addition,
we propose that an incentive for doctors to train in family
medicine should be that audited and supervised work
of doctors during their national service (NYSC) counts
towards their postgraduate training in family medicine,
should they choose to follow that track. We believe that
these are simple, relatively inexpensive strategies to right
some inequities in access to health services, ensure a level
of social responsibility for tertiary hospitals, stimulate PHC
revitalisation, encourage doctors to train towards working
at the PHC level, and ultimately improve health outcomes
for Nigerians.
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