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Abstract 

Health was defined biologically and quantified in negative terms such as the absence of 

death, diseases and disability. However, during the past three decades, it has become evident 

that social, religious, political and economic issues are also essential determinants of a 

society’s health. During this time, a strong link was identified between a society’s health and 

its economic development, especially when the benefits of that development were equitably 

shared. To enhance this link, the World Health Organization (WHO) and United Nations 

Children Fund (UNICEF) in the Declaration of Alma Ata in 1978 recognized Primary Health 

Care (PHC) as the key to achieving a state of physical, mental and social wellbeing for all 

people of the world. This is so since PHC admits that the prevalent patterns which emphasize 

sophisticated and costly tertiary institutions and highly specialized professionals do not 

work. Rather PHC proceeds by involving all sectors of the community to create a partnership 

with a focus upon major health problems and their solutions in each setting. With emphasis 

on one of the components of PHC maternal and child health, the paper attempts to X-ray its 

achievement. This is based on the knowledge that in most cases few women are assisted at 

delivery by a trained birth attendant, much less a physician, while maternities which should 

not be considered diseases infested have records that more women die each year from 

pregnancy related causes as others suffer ill health and disability as a result of pregnancy. 

The paper relies on qualitative research especially focus group discussions with traditional 

rulers and religious leaders in Ogoja and Obudu Local Government Areas of Cross River 

State to demonstrate how PHC as an aspect of the health institution policies has contributed 

to nation-building.  

Keywords: Maternal and Child Health, Traditional Rulers, Religious Leaders. 



 

22 
                              https://rijhis.com 

 

RIMA International Journal of Historical Studies (RIJHIS)              Vol. 2 No. 1 July 2018 

 

Introduction 

In a time when national borders in their traditional sense continue to disappear and 

other barriers are being lifted, the interconnected nature of the world and its problems can be 

seen in the multiplicity of international, regional and local efforts to solve these problems. At 

the same time the world is much more politically unstable than it was during the Cold War 

when identifying friends and enemies was relatively easy. New forms of nationalism, ethnic 

identity and religious fundamentalism are gaining grounds and threatening people’s earlier 

hopes for a “new” world based on peace and justice for all. The same forces that are affecting 

political structures and their functioning around the world are also reshaping health issues 

gradually transforming them from national and international concerns to global ones.1 

Health issues have become global because the world has become a global village. 

Although globalization has most commonly been understood in economic terms, with many 

positive consequences in our lives like new technologies bringing almost instant 

communication with other parts of the world, a growing environmental consciousness and 

concern for the destruction of the present and future planet, an increase sensitivity to gender 

issues, a stronger commitment to the promotion and protection of human rights for all people, 

a wide spread emphasis on democratic principles and a global recognition of the positive role 

of civil society, all these global movements contain forces that reinforce community health 

with emphasis on working with communities in partnerships, coalitions and networks.2 

At the same time equally competing forces of the fluctuations in global financial 

markets, recessions, political instabilities, discriminations, ethnic, religious and tribal hatreds, 

radical fundamentalism and violence of all kinds are at work and frequently cause disastrous 

and divisive consequences for communities and nations. The 20th century being the bloodiest 

in the history of mankind with two world wars and countless local and regional conflicts 

seemingly demonstrates that all communities and nations contain within themselves the seeds 

of both good and evil.3 

These factors among others have demonstrated that the biological definition of health 

and quantifying it in negative terms to include the absence of death, diseases and disability is 

no more real.4 This is so because it has become evident that social, economic and political 

issues are also essential determinants of a society’s health most especially as family 

structures and living arrangements are also changing with fewer people living in extended 

family support networks.5 The result of this change as well as the growing disruption of 
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traditional cultural patterns is another factor adding to the erosion of social support systems 

and peoples burden of disease. 

The admission that the prevalent patterns which emphasize sophisticated and costly 

tertiary institutions and highly specialized professionals had not worked, resulted to the 

search for a universal concept that spoke a common language with infinite adaptability to any 

region, culture and stage of development. This movement officially began in 1977 when the 

30th World Health Assembly adopted resolution accepting the goal of attaining a level of 

health that permitted all citizens of the world to live socially and economically productive 

lives. At the international conference in 1978 in Alma Ata USSR it was determined that this 

goal was to be met through “Primary Health Care.”6 

Health for all is defined as the attainment of a level of health that enables every 

individual to lead a socially and economically productive life. The goal of HFA implies 

realization of WHO’S objective of attainment by all people of the highest possible level of 

health which includes, physical mental and social well-being, and also implies that as a 

minimum, all people in all countries should at least have such a level of health that they are 

capable of being economically productive, removal of unemployment and poverty and 

participating in activities in the social life of the community in which they live, i.e. have 

education, housing, water supply and sanitation.7 

Primary Health Care proceeds by involving all sectors of the community, those 

dealing with health, the environment, social welfare, labour, housing, transportation, 

agriculture, the media, to create a partnership among the family, health professions and 

government agencies. Together these sectors focus upon major health problems and the 

appropriate technology and personnel for their solution in each setting.8 

Hence it primary health care was defined in the Alma Ata declaration (1978) as 

essential health care based on practical, scientifically sound and socially acceptable method 

and technology made universally accessible to individual and families in the community 

through their full participation, and at a cost that the community and country can afford to 

maintain at every stage of their development in the spirit of self-reliance and self-

determination,9 and captured the official health target of all he member nations of the World 

Health Organization. 
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It is the first level of contact of individuals, the family and community with the 

national health system bringing health care to the door step of the people. In Primary health 

care emphasis is placed on the main health problems in the community and services to be 

provided will as of necessity include promotive, Preventive, curative and rehabilitative 

services.10 

The components of Primary health care include at least the following: Immunization 

against the major communicable diseases; Prevention and control of locally endemic and 

epidemic diseases; Maternal and Child health, including family planning; Environmental 

sanitation: adequate supply of water and basic sanitation; Health education of prevailing 

health problems and the method of controlling them; Adequate nutrition: promotion of food 

supply and proper nutrition; Provision of essential drugs: and appropriate treatment of 

common diseases and injuries. Recently, mental and dental health care; as well as primary 

eye care have been included as other component of primary health 

Following from the above, the practice of primary health care is based on the 

following principles: 

1. A health care system that will address the major health problems of the people 

(essential health care). 

2. Community participation: this is the most important principle of primary 

health care, as defined at Alma Ata in principle of primary health care requires 

maximum individual and community participation, seeking to involve and 

empower communities and individuals to assume greater responsibility for 

their health. This entails that communities must be involved in planning, 

implementing and managing their health system. One of the ways of achieving 

adequate community participation in primary health care is through health 

communities or health development committees that can be formed at various 

levels LGA, district, and ward and village levels. 

3. Another important principle of primary health care is equity. Primary health 

care should be based on equitable distribution of health resources in such a 

way as to provide accessibility and coverage of entire population at a cost that 

they can afford. 
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4. Primary health care should emphasize the use of appropriate technology i.e. 

technology that is acceptable to the users and consumers and easily applied by 

the (health) worker, maintainable at the technological level of the people. 

5. Closely linked to the use of appropriate technology is the principle of self-

reliance. This principle entails the use of what is available in terms of 

financial, human, material and other resources to achieve some goals, taking 

ones constraints into account. 

6. Finally, primary health care be intersectoral, addressing intersectoral 

determinants in health and involving all other sectors related to the various 

components. There should be inter-sectoral collaboration between the health 

sector and other sectors such as agriculture, water, industry, education, 

housing, works, etc. 

The task of this paper is to use qualitative research especially focus group discussions 

with traditional rulers and religious leaders in Ogoja and Obudu Local Government Areas of 

Cross River State to demonstrate that the PHC principal of community participation 

especially that of inter-sectoral determinants of traditional rulers and religious leaders on the 

component of immunization against communicable disease among children has been 

effective. 

Primary Health Care System in Nigeria: Historical Background 

The first serious attempt at implementing primary health care in Nigeria was from 

1975-1980 under the Basic Health Service Scheme. Unfortunately, the Basic Health Service 

Scheme concentrated on the provision of health facilities and training of health workers 

without giving much attention to community participation and use of appropriate technology. 

The objective of the scheme was limited to provision of essential services, correction of the 

imbalance between urban and rural areas and between regions, provision of health service 

through health clinics and centers located in the communities and utilizing the lowest cadre of 

staff capable of accomplishing some basic tasks.12 

Under the scheme, 25 physical health facilities were to be set up in each LGA 

comprising the following: One comprehensive health center to serve a population of 50,000; 

Four primary health centers to serve 10,000¬30,000; Twenty health clinics to serve 2,000 
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people; Five mobile clinic to serve 4,000 people. The project was to be financed by the 

Federal Ministry of Health. The Federal Ministry of Health with the assistance of British 

Ministry of Health supplied equipment for the health facilities. In addition, nineteen schools 

of health technology were to be established one in each state to train three categories of 

health workers - the community health supervisors aides while the teaching hospitals were to 

train Community Health Officers (CHO’s).13 

The Basic Health Services Scheme took off in earnest but failed at the end of the 

planed period to accomplish much or make a remarkable impact because the more important 

areas of the community participation and inter-sectoral co-operation in planning and 

implementation were not addressed. The scheme also became financially impossible and 

difficult for the state and local government to execute. 14The second attempt at implementing 

primary health care was between 1980 and 1985. During this period, the government began 

the implementation of the various components of primary health care - mapped out plans and 

objectives. This led to fragmentation of services with both the states and the federal 

government pursuing different objectives agreeable to them and to donor agencies interested 

in some of the programmes. 

The Nigerian government adopted a National Health Policy in 1988 to provide a 

formal framework for the management of the county’s health system. The National Health 

Policy was an expression of goals for improving the county’s health situation and the main 

direction for attaining the goals. The policy was approved by the Armed Forces Ruling 

Council in 1987 and launched in 1988. It was prepared against the background of the state of 

health services in the country addressing the imbalance in the distribution of health services 

and inadequacy in the allocation of resources.15 

The goal of the National Health Policy was to attain a level of health that will enable 

all Nigerians to achieve socially and economically productive lives. Its objective was to 

provide access to primary as well as secondary and tertiary health care, through functional 

referral system. The adoption of primary health care approach by National Health Policy 

implied that emphasis was to be placed on preventive and promotive measures which would 

be integrated with the treatment and rehabilitation in a multi-disciplinary and mullti-sectoral 

approach. It also implied the equitable distribution of health and health resources giving 

preference to the under-served and those at greater risk, and that all citizens individual and 
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community should have the right and duty to participate collectively in the planning and 

implementation of health services.16 

To ensure its effective implementation, government defined the specific tasks and 

functions to be undertaken by three tiers of government - federal, state and local 

governments, with local government being essentially responsible for primary health care, 

while the state and federal governments are responsible for secondary and tertiary 

respectively. Other agencies including religious bodies and private persons could also provide 

health care. 

In discharging these responsibilities assigned under the constitution, the federal, state 

and local governments should coordinate their efforts in order to provide the citizens with 

effective health service at all levels. The federal government should also support the states, 

and through them the local governments in developing strategies and plans of actions to give 

effect to the national health policy. 

The National Health Policy revised in 1997 has recently been endorsed by the 

government. The revised national policy includes ancillary polices of the main health 

programmes such as HIV/AIDS, Malaria, Tuberculosis, NPI, population, reproductive health, 

health management information, etc.17 

In summary the national health policy represents the collective will of the government 

and people of the country to provide a comprehensive health that is based on primary health 

care. It describes the goals, structure, strategies and policy direction, of the health care 

delivery system in Nigeria. It defines the role and responsibilities of the three tiers of 

government without neglecting the non-governmental sectors. Its long-term goal is to provide 

the entire population with adequate access not only to primary health care, but also secondary 

and tertiary service through a well-functional referral system.18 

In recognition of the weakness of the local government, and in view of the importance 

of primary health care in the country’s health delivery system, the federal and state 

government assumed some specific roles in primary health care. Such role include, among 

others, finance, training, technical assistance, planning, supervision and evaluation of primary 

health service. 
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Consequently, steps are taken to equip the local government health workers with the 

ability to plan and run the service, and the local health personnel are trained in all the steps in 

primary health care implementation starting from community diagnosis to monitoring and 

evaluation of the service. The success of these activities depends on the support of the people. 

Hence, it is important before entering into the community to seek for political advocacy and 

support of the people through the community leaders. 

The Case of Immunization 

Immunization is the act of creating immunity by artificial means. In this way 

resistance to infectious diseases is produced or augmented. As well as being the one of the 

eight component of primary health care, it “is today the best known, practical, low cost, 

community based way of protecting children against the major childhood killer diseases.”19 

World Health Organization in 1974 formulated and launched the Expanded Programme on 

Immunization to achieve universal immunization with the objective of reducing drastically 

the number of death among children from preventable diseases. 

The benefits of Immunization 

 a proven tool for controlling and eliminating life threatening infections disease 

of over two million per year. 

 Avoid suffering, disability and death 

 One of the most cost effective health investment with prove strategies that 

make it accessible to most hard to reach and vulnerable population 

 Can be delivered effectively through outreach activities 

 Ease strain on health care system, and money is saved for use in other health 

care services 

 Has clearly defined target group 

 Does not require any maj or change in lifestyle.  

An immunized child is protected against diseases by means of antibodies. The 

antibody can be passive, that is given to the child readymade as in serum or hyper-

immunoglobulin or from the mother to the child through the placenta. It becomes active 
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immunity when the child makes its own antibody which is achieved by the introduction into 

the body of the disease agent either in its natural form (natural immunity) or through vaccine 

which contains the disease agent or their products in killed or live-attenuated and harmless 

form (artificial immunity). Examples of killed vaccines are whooping cough, intramuscular 

polio (Salk), cholera, typhoid and influenza while live attenuated vaccines include measles, 

BCG, oral polio (Sabin)), rubella, mumps and yellow fever vaccines20. 
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Our concern here is with immunization by vaccines. Vaccine is a preparation of an 

antigen for preventive inoculation which when administered stimulates specific antibody 

formation in the body. They are prepared from live generally attenuated organisms, 

inactivated or killed organisms, extracted cellular fractions, toxoids or a combination of 

these. 21 

Expanded Programme on Immunization was established in Nigeria in 1979 and 

placed in the Department of Public Health and Communicable Disease Control within the 

Federal Ministry of Health. Although it enjoyed early success, it later became ineffective. It 

was re-launched in 1984 and by 1990 a peak of 81.5 percent immunization coverage was 

reached. But with it plummeting it was renamed National Programme on Immunization (NPI) 

by the federal government under Decree 12 in August 1997.22 With the focus on the 

prevention, control and eradication of the following vaccine preventable diseases in Nigeria- 

tuberculosis, measles, diphtheria, pertussis, neonatal tetanus, cerebrospinal meningitis, yellow 

fever and polio. These are targeted through immunization service delivery and this is done by 

administering of vaccine to susceptible targets. 
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NPI was later collapsed into the National Primary Health Care Development Agency 

(NPCCDA), the primary agency for primary health care and whose core responsibility 

include routine immunization especially aimed at children of especially 5-11months, all 

pregnant women of reproducing age group.23 

Table J 2: ISP1 Routine Immunization Schedule (by ageof child) 
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In the context of routine immunization traditional rulers and religious leaders are 

relevant to the development of the health system. Questions regarding what methods to use 

with regards to routine immunization are tied to these people regarding their important roles 

in the communities. The communities do not necessarily map on to the local governments 

and this is even truer of cultural practices religious inclinations and influence.24 This 

influence of religious leaders for instance sometimes goes beyond the borders of the 

particular LGA in which they reside 

Traditional Rulers 

Immunization directly affects the issue of childrearing and child care and these are 

issues that have a cultural foundation. The traditional govemance structures in Obudu and 

Ogoja have the village chiefs who are answerable to the clan heads who in turn answer to the 

paramount rulers who is at the helm of affairs. Many villages make up a clan; while two to 

five of these clans make up these Local Government Areas. These traditional structures owe 
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their sustenance to the government and so they are answerable to the Local Government Area 

authorities and the state government. 

According to the clan head of Obudu and Ogoja, in the case of immunization laws 

made are passed to the paramount rulers either through the health parastatal at the local 

government or through Ward Committee Development (WCD) and Village Development 

Committee (VCD) meetings.25 The WDCs is made up of representatives from all settlements 

sectors and around while the VDC is made up of representatives from sections in the 

village.26 

Chief Francis Iyaji Nneji and His Highness Justine Akpam agree that there were 

certain cultural practices like dependence on Traditional Birth Attendants (TBA) for instance, 

for the pre-natal, birth process and post-natal care of new born. These practices though 

acceptable for many years, have however, been found to be detrimental to immunization 

uptake, child survival and development.27 While this has been recognized and efforts to 

counter detrimental cultural practices are undertaken in different parts of the areas, the 

successes have been put at 90 percent28. 

This short fall by 10 percent is due so partly because these cultural practices are 

sometimes deeply entrenched in some areas and other times because there is insufficient 

engagement with the communities due to the resistance to these new developments by 

especially families who think that these developments are threatening their profession.29 This 

has resulted in inadequate sensitivity to the issues and education on their harms. One such 

cultural practice which occurs in the area is that a woman should remain indoors for days 

after giving birth.30 This prevents her from accessing both post-natal cares for herself and 

immunization services for her newborn. 

In some other communities, having babies at home is still the norm especially with 

TBAs available to assist in the process.31 In such situations, the opportunities for 

immunization, especially the early ones such as BCG and OPV1, given right after birth and 

six weeks after respectively, may be missed. In most communities, a husband’s permission is 

required in order for a woman, typically the primary caregiver, to leave the house as well as 

to give any form of medical treatment or obtain any health services for the child. This 

becomes more crucial when the primary care giver does not have an income of her own but 

depends on her husband for income.32 
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The confusion about the significance regarding the need for immunization in the areas 

of study has been minimized according to these chiefs since the town criers have become part 

of immunization process announcing daily about routine immunizations and often as 

campaign immunizations occurred.33 Cultural practices and beliefs may still be 

responsible for some of the disparities in immunization uptake as the chiefs, aware of these 

have put down laws which include punishment and outright ostracizing since the fear is that 

one contaminated child can spread the infection to others and destroy the whole 

communication. The impact this punishment will cause on families have instilled fear and 

made immunization a common place in the area.34 Thus, the 90 percent success for both 

local governments is being modest. 

Studies have shown that the more educated a mother is the higher the chances that her 

children would be immunized since this will give her access to create some means of income. 

On this issue the traditional rulers agreed that the issue of education is open to all as many as 

can afford to further after the Universal Basic Education scheme which is free the primary 

school level.35 

The issue of males being more likely to receive full immunization compared to girls, 

emphasizing cultural attitudes to gender, where male children are often more highly regarded 

and desired than females was debunked by the traditional rulers from both areas. They argued 

that the disparity is generally not significant in immunization as well as disparities in 

education. Since males and females have equal opportunities of education.36 It is very 

important to understand the cultural beliefs and practices and develop and implement the 

right kind of engagement, education and other strategies necessary. 

Religious Leaders 

The same sensitivity and consistency applied to addressing the effect of cultural 

practices on vaccine-related matters should be applied to religious matters. Religion like 

cultural practices and politics, play a key role in uptake of routine immunization. Obudu and 

Ogoja local government areas like most others are religious with religion and spirituality 

permeating all aspects of life. Matters around health including immunization are not excluded 

from this infiltration. Although there are a few Christian sects that are against the intake of 

drugs including immunization of children generally, they seem to be negligible in the study 

areas. 
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Religious leaders are a potential force used in routine immunization in study areas as 

they have been co-opted into efforts to improve routine immunization. This is so because 

religion has impacted uptake of routine immunization. 

Conspiracy theories according to some studies37 linking vaccination and fertility 

control and/or sterilization have been propounded and promoted by religious leaders, 

particularly in the North One such theory is that polio vaccination and other vaccines are a 

part of a western plot to sterilize young girls and eliminate the Muslim population. Given 

their influence in Islamic communities, it is not difficult to imagine the significant numbers 

of parents who have refused to have their children vaccinated as a result of these theories. 

The conspiracy theories that led to the boycott of the polio vaccine in 2003/2004 were not 

just religious in nature, they were also political, and also relied on the historic distrust that 

Northerners have traditionally had for western medicine. 

Even so, Salihu Usman38 along with many other moslems contend that the Quran is 

clear that immunization should be undertaken as something beneficial for preserving the life 

of a child. He also reiterated that for the sake of peace with the host communities 

immunization matters are announced in the mosque to encourage compliance. 

The impact of religion can therefore not be understated in discussions about the 

uptake of routine immunization. However, it can be said that religion often works in concert 

with other factors rather than alone. This is particularly true when we consider the linkage 

between Boko Haram, the terrorist group and immunization efforts in the North. The killings 

of the health care workers who were engaged in immunization drives emphasizes the fact that 

alienated elements can and will use religion to hamper immunization efforts. In his opinion 

Imam Salihu noted that M Yahaya39 assertion was a general one held by the moslem 

communities in ogoja and Obudu as that particular incidence did not hamper immunization 

processes in the area. 

In some Christian communities, there are a few sects that hold to the doctrine of non-

use of drugs, relying only on one’s faith in all circumstances including the immunization of 

children. The religious leaders from Ogoja and Obudu noted that these sects do not have a 

wide following in the area where Christianity is mainly practiced. As Information 

dissemination in these areas have also limited the influence and spread of such doctrines.40 

They argue that communities with low uptake of routine immunization, is due to other 
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reasons as religious affiliation has been found not to be statistically significant in whether or 

not immunization is undertaken or is completed.41 

In sum, it is arguable that most religions in Nigeria do not preclude immunization. 

Religious leaders are a potential force that must be used for instead of against routine 

immunization. Engagement with them therefore remains crucial, as does sensitivity to the 

differences in religious opinions that abound. Co-opting these religious leaders into efforts to 

improve Nigeria’s routine immunization uptake rates is the best way to go. Already efforts 

are being made in this direction, but these efforts must be coordinated, results oriented and 

using incentives that are sustainable. Consistency, sensitivity and engagement must continue 

to be guiding lights. 

Conclusion 

For both traditional rulers and religious leaders in the area, concerns about the safety 

of immunization, accessibility, long waiting time at clinics and health worker attitudes, 

proved to be more significant in determining the rates of immunization. Consistent evaluation 

of the impact of religious and traditional institutions in immunization and primary health care 

deliveries should be built into the processes to assure that they still retain the trust of the 

communities and that their supports are altruistic and for the people and not for their pockets. 

In this LGAs concerns about safety, accessibility, availability, long waiting time at clinics 

and health workers attitudes proved to be more significant in determining the rates of 

immunization rather than mobilizing the community so that everyone spreads the word about 

immunization. 

The paper has shown that in their capacities as traditional rulers and religious leaders 

with a major followership, they have used their positions to fulfill the most important 

principle of primary health care, Community participation through inter-sectoral, addressing 

inter-sectoral determinants in health and involving all other sectors related to the various 

components. There should be inter-sectoral collaboration between the health sector and other 

sectors such as agriculture, water, industry, education, housing, works, etc. 
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