
NIGERIA 
Self-reliance in the village 

K 
t has become a generally held 
cliche that there are no uni
versally applicable models for 
primary health care (PHC). It 
is also now commonly realised 

that the original "PHC approach" to 
the movement for Health for all by the 
year 2000 should be a development of 
PHC services which harmoniously 
combines a "top-down" institutional 
component as well as a "bottom-up" 
grassroots component. 
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Bottom-up PHC enthusiasts have 
mostly had a background of work with 
voluntary, missionary and research 
agencies as community health devel
opment officers, and have often 
emphasised the development of PHC 
services in indigenous communities, 
especially those that are not served by 
the local, "institutionalised" health 
services. The case history below and 
the discussion which follows illustrate 
one of many possible and, in my view, 
very appropriate models of bottom-up 
PHC developments that we at the 
Department of Preventive and Social 
Medicine, lbadan College of Medicine, 
Nigeria, had the privilege of developing 
through our own PHC efforts. Perhaps 
it may prove useful to other people in 
situations similar to our own. 

Elesu Community PIIC 
Programme 

Elesu is a hamlet of some 700 
people lying some 32 kilometres north 
of lbadan in Oyo State, Nigeria. After 
one of its regular guinea worm disease 
epidemics in January-March 1985, one 
of its sons, a junior hospital worker 
who knew about our involvement with 
guinea worm eradication and PHC 
programmes, sought our help for his 
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village. We made two visits to the 
village at the young man's expense to 
spot-evaluate the epidemic, to carry 
out individual treatment and follow-up 
of the people in the community 
afflicted by the disease, and to decide 
what steps to take. 

During the second visit, we had talks 
with the village head (the Baale) and 
with the community leaders he 
brought with him. We discussed at 
length possible community action for 
the immediate control and the long
term permanent eradication of guinea 
worm from the village. We explained 
how the causative agent works, its 
life cycle and the mechanisms of 
epidemics, and suggested different 
approaches to clean water supply, 
purification and safe-guarding of water 
sources. We emphasised community 
self-reliance and the possibility of using 
this . opportunity to identify and solve 
other community problems within a 
PHC framework. 

After that, we heard nothing else 
from the village until late in 1986, 
except that it had experienced another 

Once the village development com
mittee had been convinced about pri
mmy health care, the community itself 
took sole charge of many health-related 
activities. 

guinea worm epidemic in December 
1985 to April 1986. By the time they 
contacted us again in September 
1986, the village had formed a village 
development (health) committee 
(VHC), as had previously been pro
posed in early 1985. The committee 
had collected money from the com
munity to build a sanitary community 
well, but the money had not been 
enough so they now wished to try the 
first alternative we had proposed -
using individual monofilament filters to 
purify household water from the com
munity pond. 

The VHC was put in touch with the 
source of the monofilament filters, and 
went ahead to buy these filters at the 
rate of one per household. They learnt 
how to use them and then taught and 
supervised the rest of the community 
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members in their use. Once they saw 
the tiny cyclops-infected water-fleas 
jumping out of the filters as the water 
drained through them, the community 
became fully convinced about the way 
guinea worm disease was caused. They 
decided to adopt the entire PHC 
package as proposed to them in 1985. 

From that decision in September 
1986 up to June 1989, the pro
grammes and activities within the 
Elesu PHC programme carried out 
solely by the community have included 
- besides filter control of guinea worm 
- making a community census of the 
entire village and its resources (e.g. 
latrines, bathrooms, schools, traditional 
healers and so on), starting household 
health records, demonstrating prepar
ation of local foods for better nutrition, 
making a start on building two latrines, 
and finding accommodation for a 
village health clinic. 

What we did with substantial com
munity participation included running 
a monthly village health clinic, training 
two villagers in how to improve the 
local diet, training village health 
workers (VHWs) in oral rehydration 
therapy, and building the first really 
sanitary well in the centre of the village, 
with the help of the local government 
authorities. 

What we hope to do shortly is to set 
up a village drug store to be run on a 
cost-recovery basis, to start a village 
seed nursery for the local farmers, and 
to make a survey of intestinal worm 
infection among schoolchildren as a 
baseline index of community environ
mental health. 

A total lack of any external funding 
for this programme made it impossible 
to do most of the other things we 
would have liked in the community. 

All data on the village had been 
collected by community members and 
were cross-checked by us as far as 
possible. Transport for these monthly 
visits was provided by a wealthy son of 
the village who lives in lbadan, as his 
contribution to the village's develop
ment. Six candidates (two men, four 
women, two illiterate, four semi
literate) were selected by the com
munity for training as village health 
workers. 

The monthly meeting with the VHC 
is largely to review the health activities 
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Until the villagers take action to protect 
their water supply, contaminated 
sources like this will continue to plague 
them with guinea wonn. 

carried out in the community, to map 
out what to do for the next month, 
and to give such advice or help as we 
can. The clinic that follows the VHC 
meeting is held mainly to provide the 
sugar coating for the sometimes unde
sired pill of preventive and promotive 
health care, which is the essence of all 
community health programmes includ
ing PHC. We expect to be able to 
replicate this programme in any local 
community that is ready to take charge 
of its needs for PHC as the Elesu 
community has. 

This case history shows that, when 
community health development 
workers are available and willing to go 
out and assist communities, it is pos
sible for them to come forward to 
request and be helped to provide 
community-owned and self-reliant 
PHC programmes for themselves. 
Even where they don't come and ask 
for it, it should be easy for community 
health development professionals to 
seek out villages that show evidence of 
high motivation and to establish PHC 
for them through the classical out
going approach of professional corn-

munity health practice. Once such 
PHC programmes have developed full 
community self-reliance, however, they 
need to be handed over to the local, 
statutory health care institutions so 
that the community health profes
sionals can move on to set up more 
such PHC programmes elsewhere. 

Funding agencies should consider 
the provision of transport facilities as a 
very important way of helping com
munity health professionals in 
developing countries. Not every com
munity has wealthy sons to provide 
free transport as Elesu has! 

With appropriate development of 
community health and PHC in the 
developing countries, it is important for 
the pill of preventive medicine to be 
given with the sugar coating of curative 
care - even though the pill may be in 
the long run the more important 
constituent. PHC in the poorest coun
tries should strive to encourage and 
actively include community physicians 
in its activities in order to achieve this 
combined top-down and follow-up 
approach to PHC. Even more ur
gently, community health workers in 
voluntary agency and research and 
development institutions seem at 
present to be the only ones who 
can continue to spearhead the 
bottom-up development of PHC at the 
grassroots level. • 
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