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Abstract
School health services (SHS) have

widespread impact on the health of a large
number of children with implications on
access to primary health care especially in
developing countries. The aim of this study
was to assess health services in primary
schools in Enugu East Nigeria. Thirty-three
head teachers of primary schools in Enugu
east Nigeria and officials of Ministry of
Education were interviewed using a ques-
tionnaire adapted from school health evalu-
ation scale. Four private schools had health
personnel. Only six private schools had a
health room. Two public schools had a
functional first aid box. There were no
health records available in any of the
schools. School lunch was given by only
one private school. Of a maximum of 45,
public and private schools had a mean score
of 10.3 and 12.7 respectively on the school
health evaluation scale (P=0.01). Three
schools only attained the minimum accept-
able score of 19. Health services are at a
minimal level in primary schools in Enugu
East Nigeria. A state school health policy
should be developed through inter-sectoral
collaboration of the relevant stakeholders to
use the platform provided by schools to
ensure access to primary health care and
also act as bridge for more formal medical
care for school children.

Introduction 
Schools have direct contact with as

much as 95% of children aged 5-17 years1
and therefore are best situated to improve
their health in addition to educating them.
School Health Services (SHS) are also nec-
essary in order to keep the child in optimal
health throughout his course of study, detect
any departure from normal health and

restore health as quickly as possible through
immediate treatment in the school or appro-
priate referral.2 SHS provide data for moni-
toring, evaluating and improving child sur-
vival. This is even more important in devel-
oping countries like Nigeria where the
school aged child is the survivor of high
childhood mortality.3 Effective implementa-
tion of school health services would ensure
a substantial level of access to primary
health care for children. It ensures early
detection of diseases that can impede learn-
ing, improve access to care for non-emer-
gent conditions, improve nutritional status
and control of communicable diseases in
the community. The health of young people
and the adults they eventually become is
critically linked to the health-related
behaviour they adopt early in life4 and SHS
aims at inculcating healthy habits into the
child which can be maintained through life
by personal efforts.2

The realisation of these led to the
launch of the National school health policy5
and implementation guidelines6 in Nigeria
in 2006 and 2007 respectively. This policy
is yet to be appraised likely due to lack of
continuity in government policies experi-
enced in Nigeria. It is also important to find
out if these services exist in our schools, the
level at which it operates where they exist
and recommend ways of improving it. This
study hopes to draw the attention of rele-
vant stakeholders to the issue. The state also
offers free primary and secondary educa-
tion, a policy that has increased enrolment
making more children accessible to educa-
tion and health services. However, there is
no data on health services in schools in this
area that hosts such a large number of
schools which can provide a good platform
for improving child health statistics in the
state. 

The researchers set out to appraise
school health services in Enugu East, to
sensitize government on the need to step
down the national school policy for the state
and establish collaboration between the rel-
evant stakeholders to ensure that schools act
as a continuum of care for the child between
the home and the community physician. 

Materials and Methods 
Study setting: Enugu is a mainland state

covering 7,161, km2 in the South Eastern
Nigeria with a population of 3.2 million.7,8

Sampling: Thirty three primary schools
comprising 8 public and 25 private schools
were selected from eight political wards in
the local area using a systematic sampling
method. 

Ethical consent and approval: This was

obtained from Health Research and Ethics
Committee of the University of Nigeria
Teaching Hospital Enugu. Written consent
was also obtained from the managing
authorities of public and private schools in
Enugu. 

Data collection: The School health pro-
gram (SHP) evaluation scale (Health ser-
vices) was used to assess the schools. The
first SHP evaluation scale was developed by
Anderson and Cresswell, UK.4 This was
modified by Akani2 to suit the Nigerian
environment and level of economic devel-
opment. It has three sections: school health
services (used for this study), health instruc-
tion and healthful school environment. The
subsections of SHS and the maximum
marks allotted to them are personnel (4),
appraisals (5), treatment facilities (5), care
of emergencies (5), control of communica-
ble disease (10), record keeping (6), nutri-
tion services (7), and guidance and coun-
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selling (3). The scale has been used in SHS
evaluation in Nigeria.9,10 The maximum
score for school health services is 45 while
the minimum acceptable score is 19. 

A questionnaire adapted from scale,
reviewed by a panel of experts and pre-test-
ed in two randomly schools in Enugu North
local government council was administered
to the head teachers of selected primary
schools in the area. Scores were awarded to
the responses given using the scale. Some
officials involved in school and health
administration in the state were also inter-
viewed to ascertain their disposition to
School health services in the state. 

Data analysis 
The data was analyzed using the statis-

tical package for social sciences (SPSS)
version 17. Data presentation was done with
tables. The difference in the mean scores of
school health services in private and public
schools was compared using the Student t-
test. The level of significance was set at a P
value of less than `0.05 and confidence
level at 95.

Results 

General 
Eight public and twenty-five private

schools were sampled. The schools had 304
teachers, 116 in the 8 public schools and
188 in the 25 private schools. The ages of
the teachers ranged from 25 to 72 years.
Four head teachers had Masters in
Education, twelve had Bachelor’s degree in
Education, thirteen had National Certificate
of Education, two, Higher National
Diploma and two, Bachelor of Science. Two
of the schools were located in farm settle-
ments. Only eight of these head teachers
had an idea of what school health services
were but none of these could list its sub-
components. None of the administrators of
schools in the state interviewed was aware
of School health services and what it
entails. 

Twenty-seven (81.8%) of the schools
have periodic meetings with the parents
while four do not. One head teacher did not
respond to this question while one school
had stopped the Parents Teachers Forum
(PTF). 

Personnel 
There were no health personnel in any

of the public schools. Four private schools
had health personnel (2 nurses and 2 trained
first aiders). The mean score for personnel
for public schools was 0 while that of pri-
vate schools was 0.24 out of a maximum of

4 (P= 0.97). 

Health appraisal 
Routine inspection was done by all the

schools (public and private) while none of
the schools sampled required pre-entry
medical screening nor does periodic medi-
cal examination for the staff or students.
Ten (30 %), two public, eight private
schools refer ill children to nearby health
facility. Seven schools (4 public, 3 private)
had handicapped children who were given
extra supervision but there were no screen-
ing test to detect handicaps. The mean
scores for health appraisals were 1.44 and
1.75 for private and public school respec-
tively, of a maximum of 5 (t=l.150, df= 31
P=0.26). 

Treatment facilities within the
school 

All but two of the schools (both public)
had a first aid box, however, five of the
boxes were empty as seen in 4 public and I
private school. Six schools (18%), all pri-
vate, had a health room/sickbay. Nine pri-
vate schools only had a school bus. All but
one public school had telephone services.
The mean score for treatment facility within
the public school was 2.63 while that of pri-
vate was 3.52 of a maximum of 5. (t=-3.06,
df=31, P=0.01). 

Care of emergency illness 
Twenty-four (72.7%) of the schools,

two public and twenty-two private, gave
first aid while none recorded the treatment
given. Twenty-seven (2 public, 25 private),
81.8%, notified parents immediately of any
emergency illness while ten (2 public, 8 pri-
vate), 30.3% would transport an ill child to
a nearby health centre. One public school
located in a farm settlement would take the
child home after treatment is given. The
mean score for the public schools was 1.00
while that of private was 2.40 of a maxi-
mum of 5 (t=-4.523, df=31, P=0.00). 

Control of communicable diseases 
All the schools would send a child with

a communicable disease home. Twenty-
seven schools (8 public, 19 private), 81.8%,
in addition, gave health talks to the children
or the parents in the event of a communica-
ble disease. Two schools (1 private, 1 pub-
lic), had the facility to quarantine/isolate a
child with communicable disease during the
school hours while immunization services
was lacking in all the schools. Mean scores
for public and private schools were 2.13 and
2.04 respectively out of a maximum of 4.
(t=0.860, df=31, P=0.40). 

Record keeping 
The record of absenteeism was kept in

all the schools but reasons for absence from
school were not kept. Thirteen (11 private
and 2 public) schools had forms given to
parents on admission to fill out the health
history of the child but these were neither
available nor transferable. There were no
available records of medical events like out-
breaks of communicable disease. The
record of absenteeism was available to the
researchers at only twenty-one schools (4
public, 17 private). The available records of
absence were cumulative in only four pri-
vate schools but none was transferable. The
mean scores obtained for both public and
private schools were 0.5 and 1.08 respec-
tively out of a maximum of 3 (t=-2.137,
df=31, P=0.04). 

Nutrition services 
Nine schools (5 private, 4 public), had

school farms. Nutrition demonstration was
offered in only two schools (one public and
one private) while only one private school
offered school meals. None of the schools
gave nutritional supplements. Mean scores
for public and private schools were 0.03 and
0.28 respectively out of a maximum of 7
marks. (t=1-316, df=31, P=0.20) (Table 1). 

Three schools (all private) attained the
minimum score of 19 for school health ser-
vices. 

The means for the public and private
schools for school health services, out of a
maximum of 45 is 10.36 and 12.76 respec-
tively (P=0.01) (Table 2). 

The mean of the schools for school
health services (public and private) is 12.18
± - 2.46, of a minimum of 19. At a test value
of 19, P=0.01.

Factors affecting school health services
Among the schools that do not request

for medical report, nine (seven public, two
private) said it was not in the curriculum,
seven (one public, six private) said it was
not necessary, six private schools thought it
was expensive while four schools were not
aware. The schools do not conduct periodic
medical examination for the following rea-
sons; not aware (19 schools), expensive (10
schools), not in the curriculum (9 schools),
not necessary (3 schools), no appropriate
personnel (one school), time wasting (1
school), new school (one school). School
meals were not available in 32 schools for
the following reasons; expensive (12), not
necessary (8 schools), government not sup-
portive (7 public schools), not in the cur-
riculum (4 public and 1 private), against
parents wish (4 private schools), no person-
nel (1 public and 1private). Two private
schools felt having PTF meetings was not
necessary, one private school said it never
achieved any good result and stopped it
while 1 public school said caregivers and
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parents do not respond to call for PTF meet-
ings. Eighteen schools (3 public and 15 pri-
vate) felt meeting with the host community
was not necessary, five (1 public and 4 pri-
vate) said it is expensive, three private
school said it was a waste of time, three, not
in the curriculum, one schools said it was
new while one school gave no reason. Five
public schools gave no form of treatment in
the school because they had neither materi-
als nor personnel to do so while two public
schools had their community health centers
opposite and adjacent to them and quickly
referred cases there.

Thirty-one head teachers thought school
health services was beneficial, one was not
sure while one did not respond.

Interactions with officials of both min-
istries of Health and Education showed that
none of them (Chairman UBE, Permanent
secretary UBE, Director of schools –
Ministry of Education, Commissioner for
Education, Director of Clinical services and
Officer-in-charge of Research and training,
Ministry of Health) had heard of or was
aware of school health services. None was
also aware of the existence of a National
School Health Policy. The plan on board for
the maintenance of the health of the school
population was to provide and re-equip the
first aid boxes in the public schools. There
are no plans to train the teachers on any
health issues but government was willing to
welcome any such training at no cost to it.
There were no health personnel in public
schools because Ministry of Education
could not afford it and Ministry of Health
does not have enough personnel for it.

Discussion 
There was non-uniformity in the quali-

fication of the teachers and the explanation
received was that tertiary education quali-
fies one to teach in primary school. This
may also explain the poor awareness of
school health services as some of them had
no formal training in education. This has
negative implications for child health
because these teachers have the responsibil-
ities of drawing attention to the child’s con-
dition and follow up of care, educating and
counseling parents, carrying out the physi-
cian’s requests and other activities to make
the school more efficient. They are however
ill-equipped to do these. This lack of aware-
ness is in contrast to some other reports9-11
with awareness of up to 53% and 68%, but
similar to another study by Ofowe.12 It is
not unexpected as the supervisors of these
head teachers in the ministries are also not
aware of SHS. 

Twenty three (70%) of the schools had

a functional PTF while five schools (public)
have what is known as a School Based
Management Committee (SBMC). This
committee is made up of some prominent
community leaders, some teachers and
some parents who manage the affairs of the
school. This SBMC found only in public
schools was formed due to the non-chalance
of parents to the welfare of the school and
by extension, the school children, and also
to increase the sense of belonging of the
communities to the schools. 

The absence of health personnel in all
the public schools and majority of the pri-
vate schools is similar to previous
reports.9,10,13 Absence of health personnel
was not perceived as a deficiency among
the teachers. The head teachers would
rather prefer training on basic elements of
First aid and SHS as this would reduce the
fear of mistakes as reported in one school.
The reason for this was inadequate person-
nel as explained by an official of the
Ministry of Health, lack of resources to pay
personnel on the part of Ministry of
Education and an apparent lack of cohesion
between the Ministries of Education and
Health in the state. This absence of health
personnel in schools leaves health
appraisals wholly in the hands of teachers
whose competence may not be satisfactory.
The result is that routine inspection of hair,
teeth, nails and occasionally skin is the only
form of appraisal done in all the schools. 

This is also similar to previous
reports,10,14-16 though one report showed that
as much as 45% of schools had routine
medical examination of students.12 Pre-
entrance medical examination was not

required by any of the schools. Some
schools issue forms to parents to fill out
their child’s blood group, genotype etc. The
parents fill these forms most times without
a doctor’s endorsement. The government
has not provided any framework for med-
ical screening of children before admission
to reduce to the barest minimum obstacles
to enrollment. This was reported by an offi-
cial of the ministry of education. Pre-admis-
sion and periodic medical examination pro-
vides an opportunity to detect medical con-
ditions that may prevent the child from ben-
efiting maximally from this education and
also to detect any underlying medical con-
dition early before complications set in and
this has not been uniformly implemented. 

The finding of only children with motor
physical challenge in the schools is not sur-
prising as there was no evidence to support
the ability of schools to manage children
with other challenges like visual or hearing
impairment or programs specifically
designed to do so. The finding of first aid
boxes in 94% of schools is consistent with
other reports.9,10,16,17 However, the schools
that did not have first aid boxes were public
and four of the five empty boxes were found
in public schools. They were said to be
empty because contents were not replen-
ished nor replaced. First aid was also
administered by untrained school teachers
in most private schools and this may have
serious consequences if unaddressed. The
public schools were poorly equipped for
emergencies as none of them had a health
room or a school bus. However, two public
schools in the rural area of the local govern-
ment were located opposite and adjacent to
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Table 1. Mean scores of components of school health services.

                                                                    Service                                       P value
                                                               Public                              Private       
                                                      Mean               SD          Mean                 SD              

Personnel                                                       0                           0                  0.24                        0.23              0.97
Health appraisal                                         1.75                      0.71               1.44                        0.65              0.26
Treatment facility                                       2.63                      0.52               3.52                        0.77              0.01
Care of emergency                                    1.00                      0.76               2.40                        0.76             0.001
Control of communicable disease         2.13                      0.35               2.04                        0.20              0.40
Record keeping                                           0.50                      0.53               1.08                        0.70              0.04
Nutrition services                                      0.03                      0.01               0.28                        0.15              0.20

Table 2. Mean scores of school health services of public and private schools.

                                                       Service                              t          P value
                                                         Public                           Private                  
                                                Mean             SD      Mean                  SD                           

School health services (19-45)       10.36                  2.39         12.76                        2.22       -2.60              0.01
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the community health centre and referred
all their medical cases there. Majority of the
schools (82%) found it more convenient to
notify the parents immediately of any health
challenge in their children for fear of mis-
takes and to reduce cost. The private
schools that referred ill-children to health
facilities had retainerships with them as had
earlier been agreed with parents during PTF
meetings. 

All the schools practiced sending home
a child noticed to have a suspected commu-
nicable disease on arrival in the morning.
Even the two private schools with isolation
rooms would be very unwilling to keep the
child in school and would prevail on the
parents to come and pick the child immedi-
ately. This is the practice as documented in
other studies.9,10,16 The reasons attributed to
this was fear of spread to other children and
subsequent litigation. There are chances of
sending the wrong child home or leaving a
child incubating an infectious disease as the
teachers may not have the expertise to dif-
ferentiate an infectious from a non-infec-
tions disease. This strengthens the need for
health personnel in the schools and training
of school teachers on common communica-
ble childhood illnesses. The poor recording
of medical events noted here has also been
reported in previous studies.9,15,16,18 The
head teachers did not appreciate the need
for such records and stated that there were
no provisions for it by the supervising min-
istry. 

Provision of school meals was available
in one school where the cost was embedded
in the school fees. This lack of school meals
is also similar to the other reports.9,11,16,18
Most of the public schools appreciated the
importance of school meals but admitted
that government was not committed to the
provision of free school meals. This was
also confirmed by top officials of the
Ministry of Education who affirmed that
government alone cannot sustain the school
meal service. Most of the private schools
attributed lack of school lunches to the cost
and objection of parents who would rather
prepare meals eaten by their children. One
public school had free school meal in the
past before the collapse of the pilot phase of
school meal service of the state government
and an international organization.
Information gathered revealed that the pro-
gram failed in the state because of the lack
of counterpart funding by the government.
In Osun, South-west Nigeria, the school
feeding program currently provides midday
meals for elementary one to four children
numbering 254,000 at present. There has
been an increase of about 25% in school
enrollment following this and a reversal of
the low academic performance of children

in public schools. Teachers also reported
regular and punctual attendance to school,
reduction in truancy and absenteeism,
increase retention and participation in cur-
ricular activities.19 If sustained, this would
contribute to achieving the sustainable
development goals 1, 2,3,4,5 which address
an end to hunger and poverty, improved
nutrition, promotion of wellbeing at all
ages, inclusive and quality education and
measures to achieve gender equality and
empowerment. Parents would be more will-
ing to send their female children to school
because of the added benefits of feeding.
Malnutrition underlies more than 50% of all
child mortality.20,21 School feeding program
appears to be the most developed compo-
nent in other countries. Ghana initiated its
school health policy in 1992 and school
feeding in 2005 and currently feeds about
1.7 million school children (37% national
coverage) and Togo about 20,000 chil-
dren.22,23

The involvement of government in
School Health Services has only been the
initial provision of first aid boxes in 12% of
the public schools. The fundamental prob-
lem of lack of awareness of SHS and its
importance by the officials of the Ministries
of Health and Education may also explain
the present state of School Health Services
in the state.

Concerted enquiries revealed that as at
present, Enugu state is yet to have a school
health policy. When these are in place, it is
envisaged that School Health Services and
child health by extension would improve
dramatically in the state. 

Conclusions
School health services are at a minimal

level in Enugu East Nigeria, but are com-
paratively better in the private schools than
public schools. The public schools were ill
equipped to handle emergencies. Lack of
awareness of school health services has
contributed to the current state of health ser-
vices in Enugu Schools. A state school
health policy and a school health committee
should be constituted in the state to aid and
monitor the effective implementation of
school health services. School districts
should be created and nurses posted to such
districts to visit specific schools on specific
days. A transferable health card designed to
keep information on the child’s medical his-
tory, health appraisals and other health
events should be issued on admission to
every child. 
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