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Abstract

Nigeria has one of the largest stocks of human resources for health (HRH) in Africa. However,
great disparitiesin health status and access to health care exist among the six geo-political zones, and
between rural and urban areas. This assessment measures the size, skills mix, distribution, and growth
rate of HRH in the public health sector in Nigeria. The assessment also quantifiesthe increase in
HRH requirementsin the public health sector necessary for reaching key PEPFAR targets and the
health Millennium Development Goals. The findings are based on a survey conducted in April-May
2006 in 290 public health facilities representing al levels of care (primary, secondary, and tertiary).
The study data enabled us to estimate the total number of doctors, nurses, midwives, lab and
pharmacy staff, and community health workers currently employed in the public sector. The
distribution of health workers by level of care, and HRH availability in rural and urban areas was also
guantified. Staff attrition rates, measuring the number of those leaving the public sector as percent of
total staff, were determined among all staff categories. The annual growth in HRH in the public sector
from new graduates was a so measured.
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Foreword

| note with great concern that the situation of human resource for health is dramatically
deteriorating in many African countries. The Federal Republic of Nigeria however, has one of the
largest stocks of human resources for health (HRH) in Africa, comparable only with Egypt and South
Africa. Our government recognizes that human resources are essentid to efficient health sector
functioning. The National Health Policy stipulates that human resources for health planning should
include providing appropriate and adequate human resources to deliver care at al levels, aswell as
ensuring their equitabl e distribution between urban and rural areas.

In recent years, the HIV/AIDS epidemic has exacerbated human resource needs and availability.
The priority of governmentsin providing quality treatment, care and support services for people
living with HIV/AIDS has put further pressures on aready overburdened health care systems.
Furthermore, the distribution of limited human resources between rural and urban areasis posing a
major challenge to state and federal health planners. Rural areas are particularly vulnerable to
shortages of skilled medical personnel.

This report builds upon previous studies that have attempted to quantify available human
resource needs to achieve the national and international targets including the Millennium
Development Goals and the United States President’ s Emergency Plan. The report provides useful
dataand information on the distribution of doctors, nurses, laboratory, pharmacy and community
health workers across the country. An understanding of the current manpower available within the
health sector will alow the government to implement measuresto better alocate existing human
resources for health and encourage human resource development in areas that are lacking.

I commend everyone who has contributed in putting this document together and recommend the
document to federal and state policy makers, administrators, development partners, non-governmental
organi zations and other partner agencies for use as guidance in their specific responses. The
conclusions and recommendations highlighted in this report can only be realized with commitment
and cooperation among all stakeholders.

It is our hope that through cooperative efforts among our international and local partnerships, we
can accomplish the goal of a vibrant health care system; and, that our success in human resources for
health will become atemplate for other African nationsto follow as we prepare to meet the demands
for health servicesin the era of HIV/AIDS and other emerging diseases.

N

Professor Babatunde Osotimehin
Chairman

Nationa Action Committee on AIDS
September, 2006.
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Executive Summary

Nigeria has one of the largest stocks of human resources for health (HRH) in Africa comparable
only to Egypt and South Africa. There are about 35,000 doctors and 210,000 nurses registered in the
country, which trandates into 28 doctors and 170 nurses per 100,000 population. This comparesto a
Sub-Saharan average of 15 doctors and 72 nurses per 100,000 popul ation.

Despite the large stock of human resources for health, there are great disparities in health status
and access to health care among different population groups in Nigeria. For example, the under-five
mortality ratein rural areasis estimated at 243 per 1,000 live births, compared to 153 per 1,000 in
urban areas. While 59 percent of women in urban areas deliver with a doctor, nurse, or midwife, only
26 percent of women in rural areas do so. Unlike most of Sub-Saharan Africa, rural areasin Nigeria
have a higher HIV/AIDS preva ence than urban areas. Furthermore, there are wide variationsin
health status and access to care among the six geo-political zones of the country, with indicators
generally worse in the North than in the South.

Purpose and Methodology of the Assessment

The purpose of this assessment is to determine the size, skills mix, distribution, and rates of
change of HRH in the public sector in Nigeria. Specificaly, the assessment estimates:

A Availability and distribution of HRH for key health staff categories.
A Attrition ratesin the HRH stock.
4 Increaseinthe HRH stock from new graduates.

»  HRH requirements for reaching a set of targets under PEPFAR and the health-related
Millennium Development Goals (MDGs), and the gap between the projected and required
HRH stock in 2010 and 2015.

The assessment is based on (1) comprehensive research of documents and data on HRH in the
public sector, and on malaria, TB, HIV/AIDS, family planning, and maternal and child heathin
Nigeria; (2) a nationally-representative survey conducted in public sector hedth facilities at all levels
of care; and (3) amodel for estimating staff requirements for reaching the health-related MDGs and
PEPFAR targets.

The survey was conducted in April-May 2006 in 290 public health facilities representing all
levels of care (primary, secondary, and tertiary). The facilities were sel ected using two-stage stratified
sampling. From each of the six geo-political zonesin Nigeria, two states were selected based on
population size; in addition, the Federal Capital Territory of Abujawasincluded. A sample of
facilities at the three levels of care (primary, secondary, and tertiary) was then selected in each state,
using systematic random sampling.
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Findings from the Assessment
Size, SkillsMix, and Distribution of HRH in the Public Sector

Based on the staffing situation of surveyed facilities, it is estimated that in 2005 the public sector
in Nigeria had about 17,800 doctors, 122,000 nurses and midwives, and 86,600 community-level
health staff (CHOS/CHEWS). This translates to 13 doctors, 92 nurses and midwives, 10 pharmacists,
and 64 CHOs/CHEWS in the public sector per 100,000 population. The health workforce per
population indicators in 2004 and 2006 are similar to those in 2005.

There are large differences between rural and urban areas in the health workers per population
ratios in the public sector. On average, an urban resident has access to nearly 3 times more doctors
and 2 times more nurses/midwives, compared to arura resident. A similar disparity is seen for
pharmacy and lab staff. One exception are community health workers who are more numerousin
rural areas.

The distribution of health workers by level of care shows that the primary carelevel has 19
percent of doctors, 31 percent of nurses and midwives, 42 percent of lab and 38 percent of
pharmaceutical staff working in the public sector. CHOSCHEWS are present predominantly at
primary level facilities, while the secondary and tertiary levels of care have the mgjority of all other
staff categories, which can be explained in part by the higher complexity of services provided at these
levels.

Changesin the HRH Stock of the Public Sector

Staff attrition rates, measuring the number of those leaving the public sector as percent of total
staff, range between 1.3 and 2.3 percent for the different staff categories, and are highest for doctors
and pharmaceutical staff. HRH attrition ratesin rural areas are generally higher than in urban areas.
While attrition rates measure the outflow of HRH from the public health sector, overall changesin
staff numbers are a so dependant on new incoming staff. The major source of incoming staff in the
public health sector are new graduates (83 percent of total new incoming staff in 2005). They
represent an increase of about 3 percent of manpower in the public sector.

The contribution of new graduates to existing staff numbers varies among staff categories, from
7.7 percent for doctorsto only one percent for nurses/midwives. It is estimated that about 1,200 new
medical graduates (who have finished their youth service assignment) entered the public sector in
2005, which means that about 60 percent of newly graduated doctors start their career in the public
sector.

HRH Requirementsfor Reaching the PEPFAR Targetsin the Public Sector
The PEPFAR program in Nigeria covers abroad range of HIV/AIDS-related services. This
assessment focuses on quantifying the HRH requirements in the public health sector for reaching

three key PEPFAR targets. VCT, ART, and PMTCT. Through PEPFAR support, the target for
Nigeriaisto have, by 2008:

A 3.5 million receive voluntary counseling and testing (VCT), including 500,000 pregnant
women in PMTCT setting;

A 350,000 patients on anti-retroviral therapy (ART), and
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Ao 40,000 pregnant women receive prevention of mother-to-child transmission (PMTCT) drug
prophylaxis.

Findings from the assessment indicate that between 2005 and 2008, the public sector will need to
add about 792 lab specidlists, 707 pharmacy specialists, 317 nurses/midwives, and 384 doctors, to
cover the PEPFAR targets alone. These figures represent 5 percent of the total number of lab
specialists, 6 percent of pharmacy specialists, and 2.2 percent of doctors available in the public sector
in 2005.

HRH Requirementsfor Reaching the Health MDGs in the Public Sector

In order to reach the health MDGs in 2015, the public sector will require a steady increase in the
number of HRH. The number of doctors in the public sector needs to increase from about 17,800 in
2005 to 22,000 in 2010, while the number of nurses needs to increase from about 122,800 to more
than 140,000 in the same time period. Substantial further increases are required across all staff
categoriesin 2010-2015 aswell.

We project HRH numbersin the public sector in 2010 and 2015 under the following
assumptions:

4 overall number of new graduates stays about constant at the level given by the Health
Manpower Situation Andysis of the Federal Ministry of Health (2003)

Ao proportion of new graduates entering the public sector stays about constant (at the level
estimated for 2004/05 from the survey data)

A there are no changesin the HRH attrition rate (from the level estimated for 2004/05 using
the survey data)

The gap between the projected HRH availability and HRH requirements for the MDGs for 2010
and 2015 is striking: in 2010, the public sector in Nigeriawill have a projected shortage of about
21,000 nurses/midwives, 3,800 pharmacy specialists, and 4,480 lab specidists, from the numbers
required for reaching the MDG targets. The projected shortage in these categoriesin 2015 is of
similar magnitude, but even larger for nurses (about 39,880). It appears that Nigeriawill have a
sufficient number of doctorsin the public sector, as required by the MDG-related targets. In 2015, our
estimates even show a dlight surplus (of about 5 percent) in the number of doctors required.

Finally, it should be noted again that what is presented hereis only the public sector side of the
health system. Little is known about what is happening in the private sector, yet thisinformation is
very important because it will allow FMOH to incorporate all sectors in the planning of human
resources for health in Nigeria.

Recommendations
The authors of this report make the following recommendations:
4  Conduct arapid appraisa of the human resources in the private sector, including private for-

profit providers and Faith Based Organizations, to get a comprehensive picture of HRH in
the country.
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Based on the evidence from this report, staff attrition rates appear to be high in rural
facilities. The reasons for these attrition rates need to be explored in order to better address
the problem.

FMOH in collaboration with state and local health authorities should explore strategies to
keep health professionalsin rural areas. For example, infrastructure in rural areas needsto be
improved to attract younger and newly graduating HRH to rura areas.

Consider introducing/expanding incentive packages to keep health professionals from
leaving the public sector (for example, compensation packages, issuesrelating to brain
drain).

Address issues related to number of new graduates turned out each year- improve and
increase the capacity of institutions of higher learning to stay open and turn out required
graduates at the right time.

Improve routine data collection in all health facilities and the human resource information
system to produce quality and up-to-date data.

Xviii
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1. Background

Introduction

With apopulation of more than 132 million, Nigeriais the most popul ous country in Africa. Life
expectancy is 44 years and 45 percent of the population is under 15 years of age (UN 2004).
Improvements in key health indicators have been dow and today Nigeria ranks among the countries
with the highest child and maternal mortality: the under-five mortality rateis 201 per 1,000 live births
(NDHS 2003) and the maternal mortality ratio is estimated at 800 per 100,000 live births
(WHO/UNICEF 2004). Among the major contributors to the disease burden of the country are
malaria, tuberculosis (TB), and HIV/AIDS.

Malariais amajor heath and developmental problem in Nigeria, with a prevalence of 919 per
100,000 population (WHO 2002). It is by far the most important cause of morbidity and mortality in
infants and young children: about 75 percent of malaria deaths occur in children under five. Onein
ten maternal deathsis due to malaria (FGN 2002).

The HIV/AIDS epidemic has unfolded on alarge scale in Nigeria: adult prevalence is 4 percent
and nearly 2.9 million people are living with the virus (UNAIDS 2006). In 2005 alone, there were
about 220,000 HIV/AIDS related deathsin Nigeria (UNAIDS 2006). Tuberculosis cases have
increased dramatically with the onset of HIV/AIDS in the country, with an estimated preval ence of
546 cases per 100,000 population in 2004. About 27 percent of adultswith TB arealso HIV co-
infected (WHO 2006).

There are great disparitiesin health status and access to heath care among different population
groups in Nigeria. For example, the under-five mortality ratein rura areasis estimated at 243 per
1,000 live births, compared to 153 per 1,000 in urban areas (NDHS 2003). While 59 percent of
women in urban areas deliver with adoctor, nurse, or midwife, only 26 percent of women in rural
areas do so (NDHS 2003). Unlike most of Sub-Saharan Africa, rural areasin Nigeria have a higher
HIV/AIDS preva ence than urban areas (UNAIDS 2004). Furthermore, there are wide variationsin
health status and access to care among the six geo-political zones of the country, with indicators
generally worse in the North than in the South (MDG Report 2004).

Health Policy

National policies, strategies, and guidelines to address health problems related to malaria, TB,
HIV/AIDS, and maternal and child health have been developed by Nigeria' s Federal Ministry of
Health (FMOH), many of them recently with donor assistance. The first national malaria control plan
of action (1996-2001) was developed in 1996. Following the launch of Roll Back Malaria (RBM) in
1998, afive-year strategic plan for RBM was devel oped (2001-2005) with main objectives to reduce
morbidity and mortality by malaria by 25 percent by the end of 2005, particularly among pregnant
women; and to reduce malaria case fatality by 10 percent in pregnant women and children by the end
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of 2005 (FMOH 2001c). The Federa Government has adopted intermittent presumptive treatment
(IPT) asastrategy to prevent malariain pregnancy.

Thereis high political commitment to fight HIV/AIDS, as evidenced by the initiation of the
Presidential Council on AIDS, the National AIDS/STD Control Programme (NASCP), and the
National Action Committee on AIDS (NACA) which is a multi-sectoral agency including members
from many government ministries and civil society. At the state level, State Action Committees on
AIDS (SACA) have been established, while at the local level there are Local Action Committees on
AIDS (LACA). A national Strategic Framework and a National Health Sector Strategic Plan for
HIV/AIDS 2005-2009 was recently published, aswell as a Scale Up Plan on PMTCT of HIV. In
addition, FMOH, with assistance from a number of internationa and donor organizations, has
published national guidelineson VCT and use of ARV drugs.

Recognizing TB as amajor public health problem in Nigeria, the government launched the
National TB and Leprosy Control Programme in 1991. The federal government maintains a policy of
free TB treatment (FGN 2002) but the Directly Observed Treatment Short-course (DOTYS) for TB was
available to only 65 percent of the Nigerian population at the end of 2004 (WHO 2006).

Nigeriais aparticipant in and receives technical and financial assi stance from many global
health initiatives, such as Roll Back Malaria (RBM), the WHO Stop TB initiative, and the Global
Fund to Fight AIDS, TB, and Maaria (GFATM). Two of the most-important international initiatives
affecting health policies and outcomes in Nigeria are the Millennium Development Goals (MDGS)
and US President’s Emergency Plan for AIDS Rdief (PEPFAR). The MDGs represent the world’s
collective goals to improve outcomes in education, health, and environment by 2015. PEPFAR targets
are short-term country-specific goals of the US government in HIV/AIDS prevention, care and
mitigation.

Nigeria has committed to the following health-specific goals, as part of the MDGs (to be
achieved between 1990 and 2015):

» Improve child health: reduce under-five mortality by two-thirds, to 49 or less per 1,000 live
births;

Ao Improve materna health: reduce the maternal mortality ratio by three-quarters, to less than
400 per 100,000 births;

A Hatand reverse the spread of HIV/AIDS and the incidence of malaria and other major
diseases.

Progress towards reaching the MDGs in Nigeria has been very slow and the 2004 MDG Status
Report for Nigeria claims that the country is*unlikely “ to reach any of the three health related
MDGs (FGN, 2004a). One of the challenges to improving maternal and child health, identified in the
report, islack of health personnel and other infrastructure, particularly in rural areas. Among the
priorities for devel opment assistance towards achieving the MDGs, the report lists “increased
accessibility and provision of qualified health personnel” (FGN, 20043a).

Through PEPFAR support, the target for Nigeriais to have, by 2008:

4 3.5 million receive voluntary counseling and testing (V CT), including 500,000 pregnant
women in PMTCT setting;
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A

A

350,000 on anti-retroviral therapy (ART), and

40,000 pregnant women receive prevention of mother-to-child transmission (PMTCT) drug
prophylaxis. (PEPFAR 2006)

1.3

Organization of the Health System

Headlth service provision in Nigeriaincludes a wide range of providersin both the public and
private sectors, such as public facilities managed by federal, state, and local governments, private for-
profit providers, NGOs, community-based and faith-based organizations, religious and traditional
care givers (WHO 2002).

Nigeriais afederation with three tiers of government - federal, state, and local — and
responsibility for health service provision in the public sector is based on these threetiers. The levels
of carein the public sector are;

A

Primary: Facilities at this level form the entry point of the community into the health care
system. They include health centers and clinics, dispensaries, and health posts, providing
general preventive, curative, promotive, and pre-referra care. Primary facilities are typicaly
staffed by nurses, community health officers (CHOs), community health extension workers
(CHEWS), junior CHEWS, and environmenta health officers. Local Government Areas
(LGAS) are mandated by the congtitution to finance and manage primary health care.

Secondary: Secondary care facilities include general hospitals, providing general medical and
|aboratory services, as well as specidized health services, such as surgery, pediatrics, obstetrics
and gynecology. General hospitals are typicaly staffed by medical officers (who are
physicians), nurses, midwives, laboratory and pharmacy speciaists, and community health
officers. Secondary level facilities serve asreferra points for primary health care facilities.
Each digtrict, LGA, or zone is expected to have at least one secondary level hedlth facility.

Tertiary: Tertiary level facilities form the highest level of health care in the country and
include specidist and teaching hospitals and federal medical centers (FMCs). They treat
patients referred from the primary and secondary level and have specia expertise and full-
fledged technological capacity that enable them to serve asreferra centers and resource centers
for knowledge generation and diffusion. Each state has at |east one tertiary facility.

Primary and secondary level of careisalso provided by the largely unregulated private health
sector, which includes awide range of providers such as physician practices, clinics, and hospitals.
Faith-based organizations (FBOs) also support health clinics and hospitals. Outside of the modern
health care system, traditional herbalists are another frequently used source of care.

1.4

Current Situation of Human Resources in Health

Nigeria has one of the largest stocks of human resources for health (HRH) in Africa comparable

only to Egypt and South Africa. There are about 35,000 doctors and 210,000 nurses registered in the
country, which trandates into 28 doctors and 170 nurses per 100,000 population (Table 1.1). This
compares to a Sub-Saharan average of 15 doctors and 72 nurses per 100,000 population (WHO 2006).
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Table 1.1. Number of Health Workers in Nigeria 2003/2004

Staff Type Number of Staff* Number of Staff
per 100,000 population

Doctors 35,000 28
Nurses 210,000 170
Dentists 2,500 2
Pharmacists 6,350 5
Community Health Workers 115,800 91

* rounded figures
SOURCE: WHO 2006

The figures presented in Table 1.1 are for health professionals registered by Nigeria's
professional medical associations and include health workers in both the private and public health
sectors, and, very likely, health professionals who are not practicing in the country or may not be
practicing at al. The administrative decentralization that separates authority for different levels of
health care between the LGA, state, and federal level, and deficiencies in existing nationa health
information systems make it difficult for FMOH to monitor HRH development at the local level. Asa
result, it isdifficult to obtain aggregated data on the total number of health workers employed by the
public health sector at dl levels of care. Generdly, it is estimated that about 75% of health
professionals practicing in Nigeria are employed by the public sector.

The section on health manpower development in the latest National Health Policy stipulates that
HRH planning should include providing appropriate human resources for health care ddivery at all
levels, aswell as ensuring their equitable distribution between rural and urban areas (FGN, 2004b).
However, there is anecdota evidence of rural/urban disparities in the distribution of the public health
workforce.

The report of the Nigeria Roll Back Malaria Consultative Mission notes that, based on arecent
review of human resources, “generally health staff numbers are adequate, but their allocation to the
different States may not be fully equitable. The priority identified for human resourcesisimproved
capacity of existing staff through training, provision of guidelines, etc.” (Nigeria RBM Consultative
Mission, 2004).

Nigeriahas 18 fully and 5 partially accredited medical schools, that produced about 2,000
doctors, 5,500 nurses, and 800 pharmacists per year in 2002/2003 (FMOH, 2003).
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2. Purpose of Assessment

This assessment focuses on determining the size, skills mix, distribution, and rates of change of
HRH in the public sector in Nigeria. The findings from the assessment serve as a base for a set of

recommendations on Nigeria s HRH capacity in the public sector to meet the headth-related MDGs
and PEPFAR targets.

The specific objectives of this assessment are to estimate:

A Availability and distribution of HRH for key health staff categories (by geo-political zone,
level of hedth care, and rural/urban ared);

A Attrition ratesin the HRH stock
4 Increasein the HRH stock from new graduates;

»  HRH requirements for reaching a set of targets under PEPFAR and the health-related
Millennium Development Goals (MDGs).

Therest of the report is organized as follows. Section 3 describes the methodology of the
assessment; Section 4 presents the findings on the size, skills mix, distribution, and rates of change of
HRH in the public sector; Section 5 presents an estimation of the HRH required for reaching the
PEPFAR and hedth-related MDGs in the public health sector; and Section 6 present conclusions and
policy recommendations, based on the findings of the assessment.

The main report presents all findings at the national level only. Annex F provides a summary of
key data on HRH and services provided in public health facilities for each of the 13 states included in
the survey.
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3. Methodology

This assessment is based on (1) comprehensive research of documents and dataon HRH in the
public sector, and on malaria, TB, HIV/AIDS, family planning, and maternal and child healthin
Nigeria; (2) anationally-representative survey conducted in public sector heath facilities a all levels
of care; and (3) amodel for estimating total staff requirements for reaching the heath-related MDGs
and PEPFAR targets. This section describes the survey and analysis methodol ogy.

3.1 Sample Selection

A survey was conducted in 290 public health facilities representing all levels of care (primary,
secondary, and tertiary).* The facilities were selected using two-stage stratified sampling. First, two
states were selected from each of the six geo-political zonesin Nigeria, with probability of selection
of each state proportional to its population size.? In addition, the Federal Capital Territory of Abuja
(FCT) was added to the two states selected in the North Central zone. The selected states in each zone
cover between 32 and 50 percent of the zone' s population and in total, the 13 statesincluded in the
sample account for 40 percent of Nigeria's population (Table 3.1).

Table 3.1. States Included in the Sample and Population Covered

Zone Selected States Population size of selected states

(as percent of total population of zone)
North West Kano, Sokoto 35%
North East Adamawa, Borno 39%
North Central Kogi, Niger, FCT 40%
South West Lagos, Ondo 46%
South South Akwa Ibom, Cross River 32%
South East Anambra, Imo 50%
Total for Nigeria 40%

In the second stage of sampling, a sample of facilities at each level of care was chosen in each
selected state. All Federal Medical Centers and teaching hospitalsin the sampled states were selected
with certainty. All other facilities were selected using systematic random sampling. A higher
proportion of hospitals, compared to smaller facilities, wereincluded in the sample in order to

! In addition, 24 FBO facilities in the sampled states were surveyed, but due to the scarcity of data available on
the total number of FBO health facilities in the country and their share of patients (from the overall private
share), the analysis presented in this report for the public sector could not be extended to the FBO sector.

? Certain states were excluded from the sampling framework due to the prevailing security situation in those
states at the time of the study. The states excluded were Rivers, Bayelsa and Delta.
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increase the number of facilities that have most of the data being collected. Table 3.2 shows the
distribution of the sample across types of health facility. Primary care facilitiesinclude health centers,
health clinics, maternities, and dispensaries. There was hon-response from two facilities selected with

certainty.

Table 3.2. Distribution of Health Facilities Surveyed
Level of care Sample Estimated total in

the country*
Primary 188 12,756
Secondary 88 1,546
Tertiary 14 91

* Source: FMOH database of health facilities in Nigeria
3.2 Data collection instrument

n each of the selected facilities, a questionnaire was administered to eligible facility managers

and health staff. These were staff in charge of the services included in the survey — for example,
information regarding immunizations in a hospital was obtained from the nurse in charge at the
hospital’s child health clinic. The questionnaire collected information on:

1. Number of staff employed in 2004, 2005, and at the time of survey (April 2006);

2. Number of incoming and outgoing staff in 2005 by reason for leaving or starting work at the
facility;

3. Types of services provided at the facility for HIV/AIDS, TB, malaria, maternal and child
health, and family planning;

4. Number of patients seen at the facility in the three months preceding the survey for each of
these services;

5. Which types of health staff provide each service;

6. Average time spent per patient-visit for each of the services related to the five focus areas.?

3.3 Analysis

The survey was conducted in April-May 2006. Data from the survey questionnaires was entered
electronically using an Epilnfo database, and all data analysis was performed using Statav.8
software. Sampling weights were constructed for al facilitiesincluded in the analysis. The weights

were

based on the probability of selection of each state, and the probability of selection of individual

facilities within each state. All estimates of HRH availahility, skills mix, and distribution are based on
the data collected from the health facility survey, and are computed using the sampling weights. It

® The staff members interviewed were asked to give an estimate of the time currently spent per patient-visit on
an average day, and the time that they would spend ideally.
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should be stressed that these are statistical estimates based on our sample, and are subject to a certain
margin of error (see Annex A).

The analysis related to estimating the HRH requirements for reaching the PEPFAR and MDG
targetsis based on amodel derived from a combination of staffing models commonly used for HRH
needs projections (the model is described in detail in Annex B).
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4. Findings on the Size, Skills Mix, and
Distribution of HRH in the Public Health

Sector

This section provides an overall picture of HRH availability and skill mix in the public sector in
Nigeria. Where possible, detailed analysis broken down by level of care (primary, secondary, and
tertiary), by geo-political zone, and for the urban and rural areasis performed.

Many of the findings are presented for the following combined categories of health personnel:

4 Nurses/midwives: includes nurses, public health registered nurses, midwives, and nurse-
midwives,

A Pharmaceutical staff: includes pharmacist and pharmacy technicians and assistants;
» Lab staff: includes laboratory scientists and laboratory technicians/technol ogists;
4 Community health officers/community health extension workers (CHOsCHEWS): includes

public health nursing officers, environmental health officers, community health officers,
community health extension workers, and junior community health workers.

4.1 Availabilit