AN APPRAISAL OF THE CHALLENGES FACING PROVISION OF QUALITY HEALTH SERVICES

ABSTRACT

This study was carried out on the challenges of health appraisal services in some selected primary school in Guyuk L.G.A. of Adamawa state. The survey design was adopted and the simple random sampling techniques were employed in this study. The population size comprise of teachers in the three(3) selected primary school in Guyuk L.G.A. of Adamawa state.. In determining the sample size, the researcher purposefully selected 39 respondents and 35 were validated. Self-constructed and validated questionnaire was used for data collection. The collected and validated questionnaires were analyzed using frequency tables, While the hypothesis was tested using Chi-square statistical tool.  The result of the findings reveals that health appraisal services in some selected primary school in Guyuk L.G.A is ineffective. The study also revealed that the health observation services provided for primary school children in Guyuk L.G.A in Adamawa state is ineffective. Furthermore, the study revealed that the health examination/record keeping services provided for primary school children in Guyuk L.G.A of Adamawa state is ineffective. Therefore, it is recommended that a state school health policy should be developed through intersectoral collaboration of the relevant stakeholders especially Ministries of Health and Education to aid the effective implementation of SHP in the states. And each school should have a school health team in place, consisting of the head teacher, school physical/health educator or school health counsellor, school nurse, school health officer, student (health prefect), parents’ representative and community representative, and nutritionist.
CHAPTER ONE

INTRODUCTION

1.1 Background Of Study

In Nigeria, the provision of health services for the citizenry is accorded a priority status by the national government. Every year, huge sums of money are allocated to the health sector. In particular, considerable effort is directed at combating childhood diseases. Thus, the National Programme on Immunization (NPI), a programme of immunization against deadly communicable diseases is substantially funded by the national government. The national government’s focus on children is understandable against the background that the children of today are the adults of tomorrow and that a healthy citizenry is an asset to the nation. Today, most of these children are of primary school age, and many of them indeed, have unhindered access to school (UNICEF Nigeria, 2004). It is the contention of health professionals, educators and social workers that the provision of school health services is a cost effective way of meeting the health needs of children (Nakajima, 1992). Therefore, it is a welcome development for the Nigeria government to have made specific provisions for the rendering of health services in all schools in the federation, as enunciated in its policy document (Federal Republic of Nigeria, 1998).

School health services refer to the health-care delivery system that is operational within a school or college. The services aim at promoting and maintaining the health of school children so as to give them a good start in life. In addition, the services seek to enable children benefit optimally from their school learning experiences (Okafor, 1991; Ezedum, 2003). Health appraisal is a major component of health services. Health appraisal according to Ogbuji (2003), is that aspect of health services which concerns itself with evaluating the health of an individual objectively. Health appraisal dovetails into three specific activities, each of which is related to the others. The activities are health observation (which involves physical inspection of the physiology and behaviours of children), health examination (which involves screening tests or medical diagnoses), and health records (which involves the keeping of records of the health histories of the children).

Health appraisal is of benefit to school health programme in a number of ways. First, it affords the school authorities the opportunity to detect signs and symptoms of common diseases as well as signs of emotional disturbances that could impede the learning activities of school children. Besides, health appraisal helps in providing information to parents and school personnel on the health status of school children (Cornacchia, Olsen & Nickerson, 1991).

1.2 Statement Of Research Problem

There have been attempts at investigating the provision of school health services in Nigeria schools, with a view of ascertaining whether the lofty ideals that informed the setting up of the services are being realized. The status of school health services is usually determined through an examination of the health appraisal services that are provided. This is understandably so, because appraisal or diagnosis precedes prescription or treatment. In their studies, (Nwana, 1982, 1988, Imoge 1987, Okafor, 1991) reported large scale deficiencies in the provision of school health services in both primary and secondary schools. This is not the case with Guyuk L.G.A; some of the problem identified that may be affecting the flexibility in the distribution of health appraisal services in this area may be as result of:

1.   lack of good roads

2.   poor infrastructural facilities and

3.   high level of illiteracy

1.3 Aim And Objectives Of Study

The main aim of the research work is to determine the challenges of health appraisal services in some selected primary school in Guyuk L.G.A. Other specific objectives of the study are:

1.   To determine the status of health observation services provided for primary school children in Guyuk L.G.A in Adamawa state.

2.   To determine the status of health examination services provided for primary school children in Guyuk L.G.A of Adamawa state.

3.   To determine the status of record keeping of health histories of primary school children in Guyuk L.G.A of Adamawa state.

4.   To proffer solution to the above stated problems

1.4 Research Questions

The study came up with research questions so as to ascertain the above stated objectives of the study. The research questions for the study are:

1.   What is the status of health observation services provided for primary school children in Guyuk L.G.A in Adamawa state?

2.   What is the status of health examination services provided for primary school children in Guyuk L.G.A of Adamawa state?

3.   What is the status of record keeping of health histories of primary school children in Guyuk L.G.A of Adamawa state?

1.5 Statement Of Research Hypothesis

H0: health appraisal services in some selected primary school in Guyuk L.G.A is ineffective

H1: health appraisal services in some selected primary school in Guyuk L.G.A is effective

1.6 Significance Of Study

The study on the challenges of health appraisal services in some selected primary school will be of immense benefit to the entire Guyuk L.G.A., the State, the federal government and other researchers that desire to carry out similar research on the above topic as the findings of the study will educate the above population on health appraisal services, the challenges faced by the health center in Nigeria and the way forward. Finally the study will contribute to the body of existing literature and knowledge in this field of study and provide a basis for further research

1.7 Scope Of Study

The study on the challenges of health appraisal services in some selected primary school is limited to three (3) primary schools in Guyuk L.G.A of Adamawa State.

1.8 Limitation Of Study

Financial constraint- Insufficient fund tends to impede the efficiency of the researcher in sourcing for the relevant materials, literature or information and in the process of data collection (internet, questionnaire and interview).

Time constraint- The researcher will simultaneously engage in this study with other academic work. This consequently will cut down on the time devoted for the research work

1.9 Definition Of Terms

Health appraisal: This refers to a series of procedures to assess or determine the health status of the students through the use of teacher's observations, screening tests, health histories or medical records, medical and dental inspections and psychological tests.

CHAPTER TWO

REVIEW OF LITERATURE

INTRODUCTION

Our focus in this chapter is to critically examine relevant literature that would assist in explaining the research problem and furthermore recognize the efforts of scholars who had previously contributed immensely to similar research. The chapter intends to deepen the understanding of the study and close the perceived gaps.

Precisely, the chapter will be considered in three sub-headings:

Conceptual Framework

Theoretical Framework 

2.1 CONCEPTUAL FRAMEWORK
Historical background of School Health Programme (SHP)

The implementation of School Health Programme in Nigeria has not matched up with the studies9,17,18,19 done on it creating a gap between research, policy making and implementation. Much still has to be done to give the health of school children its rightful place in child health. The relationship between physical condition of children and their capacity to benefit from education has been appreciated for about one hundred and fifty years. 11 The earliest recorded organized efforts to improve the health of the school child were made in Europe.11 Free school meals were provided for school children in Bavaria, Germany in 1790.10,18 Medical inspection of school children was commenced in England and Wales in 1907 and later (1908) in Scotland by the education act.20 These have been developed into school based Clinics and Comprehensive SHP.21 School health began in America in 1890.22 The entire programme during that period was targeted at keeping “contagion” out of schools by direct-nurse daily inspection for fever, rashes and lice. However as improvement in public health occurred through vaccine development, improved public housing and antibiotic development, contagion watch became less necessary.22 The First World War sensitized American educators and the public to the health needs of school children as it was discovered that about 34 percent of examined draftees had physical, mental and emotional conditions.10 This raised the question whether the school could have prevented these or even improved the health of these children. The American School Health Association was founded by William Howe in 192722 with a mission to build the capacity of its members and plan, develop, coordinate, implement, evaluate as well as advocate for effective school health strategies which contribute to optimal health and academic outcomes for all children and youth. In Nigeria, the first school health service was introduced in 1929 with efforts of Dr. Oluwole- the first school medical officer in Lagos.23 This began with a proposal to provide small school clinics for free treatment of minor ailments such as minor skin cuts/bruises and periodic medical examination for school children. In 1944, the Christian Council of Nigeria drew attention to the high incidence of malnutrition among school children hoping that government would inaugurate the proposed free medical service for school children. 10 It was until eight years later that the government of western Nigeria introduced a school medical service that was free and available to all children.10 The aim of this was to ensure that school children had regular medical examination, that the teaching of health is brought into the children’s homes and to provide a link between the children’s homes and the medical authorities. In 1971, special clinics for school children were provided in some cities like Ibadan, Enugu, Benin.10 This continued until 1975 when the Nigerian School Health Association was formed. In 2005, the National Child Health Policy24 recommended the resuscitation or establishment and strengthening of comprehensive School Health Programme in all schools. In 2007, the national SHP policy1 and implementation guidelines25 were developed.

Administration of School Health Programme

Akani and Nkanginieme4 stated that authority over school health lies with the Ministry of Health but with active participation of the Ministry of Education. They viewed School Health Programme as a component of primary health care in which the three tiers of government have important roles to play for its success. The Federal government should be concerned with policy development, the state government with policy and manpower development as well as provision of infrastructure while the local government oversees the day to day implementation and supervision of SHP. Fajenwonyomi and Afolabi26 have suggested that School Health Programme should be co-managed by the Ministry of Health and Ministry of Education at the three levels of government. Supporting this view, World Health Organization (WHO) Country office in Nigeria also states that School Health Programme should be a joint task by both Ministry of Education and Health. In spite of this, the National School Health Policy in Nigeria was developed by the Ministry of Education with support from UNICEF in 2007. Why the Ministry of Health was not involved is not obvious to the researcher. There has been poor co-ordination between the education and health sectors. This is probably due to lack of understanding of the complementary roles of each of these sectors to the overall wellbeing of the school child. This also led to the launch of the programme Focusing Resources on Effective School Health (FRESH) 27– by WHO, UNESCO, UNICEF and World Bank in April 2000 in Dakar, Senegal aimed at raising the education sector awareness on the value of implementing an effective school health, hygiene and nutrition programme as one of the major strategies to achieve education for all. The success of SHP demands an effective partnership between the Ministries of Education and Health and between teachers and health workers. The health sector retains the responsibility for the health of the children and the education sector responsible for implementing and often funding school based health programmes. These sectors need to identify their respective responsibilities and present co-ordinated actions to improve health and learning outcomes for children.27 Good health for the school-aged child cannot be effectively accomplished by the singular effort of an individual, school or agency. Often times these groups are seen to be duplicating services and competing with each other while working towards a similar goal.8 Promoting the health of the school aged child is not an easy task as the child is exposed to different environments in the home and the school. This certainly calls for a partnership that goes beyond the two ministries to include the community. This would help strengthen the school-home-community relationship (most often neglected) and increase the motivation of parents, staff and community at large.

Personnel in School Health Programme

School health service began with physicians and nurses collaborating in the pre-antibiotic era to keep children healthy and in school as much as possible.5 The physician, the school teacher and the head teacher are the key personnel in the efficient delivery of school health programme. The physician plays a central role as he coordinates and ensures the maintenance of collaboration between the various sectors. Beyond this also, he develops policies, delivers the health services, prescribes the standards, motivates the teacher and serves as the advocate for the health of the community. The school teacher who is privileged to interact with the child more often than any other personnel is the catalyst for the programme implementation. Among her responsibilities are drawing attention to the child’s condition and follow up of care, educating and counseling parents, carrying out the physician’s requests and other activities to make the school more efficient and enjoyable. The head teacher has the facilitatory role of providing the right and enabling environment for the smooth implementation of School Health Programme. The services of other health personnel required include those of Health educators, Nutritionists, Counselors, Health assistants, Social workers, Trained first aiders.4 In the US, a professional school nurse must be a licensed registered nurse with a bachelor’s degree from an accredited college or university. Also, the nurse must be licensed by the state agency as a school nurse. During the 1970s, a new professional role for the school nurse evolved–the school nurse practitioner (SNP) referring to a registered nurse with advanced knowledge and skill through the completion of a specialized course of study in a college for at least four months.5 This has been the practice in the United States. Thus while Kirchoffer et al in the US reported that 78.8% of elementary schools had school nurse, 60.5% counselor and 22.6% a social worker28; Akani observed that only 7.1% of the schools in Obio–Akpor in Rivers State, Nigeria had some health personnel (Trained First Aiders). There were no school doctors or nurses and reasons for their absence not given.9 Absence of emphasis or lack of interest in School Health Programme by government could account for the poor personnel. In Abakaliki, it was reported that 38.7% of schools had health personnel in contrast to the study done in Obio-Akpor about a decade earlier. 18 These were mostly in the private schools probably because the proprietors are now more aware. The commonest grade of health personnel was also documented to be trained first aider (32.3%). 18

Funding of School Health Programme
Whatever the scope of the program, comprehensive school based health programme should addresses access, cost and compliance to management of the health issues. 22 Questions may arise as to whether the creation of school -based health service contributes to higher or total health costs. This may be difficult to say on a national level. However it is expected that such services will reduce emergency room visits for non-emergent conditions by both preventing certain health problems and identifying others at an early stage.22 On the other hand, this service may increase cost by providing more services through identification of previously undiagnosed problems thus the access versus cost issues have to be studied nationally.22 In some states in Nigeria, Enugu for an example, the health personnel in schools are remunerated by the local school authorities while in other states e.g. Rivers by the public health authorities. In countries such as United States and United Kingdom, school health has multiple funding-(government, grants, special funds)29, and thus enabling the programme to be more effective and efficient. In India, school health is funded mainly by government with support from World Health Organisation.30 In Nigeria, 1.1% of the budget goes to universal basic education31 but none of this is voted for School Health Programme in many states. This may explain the poor state of school health in many parts of Nigeria.

School Health Appraisal

Health appraisal is of benefit to School Health Programme in a number of ways: affords the school authorities the opportunity to detect signs and symptoms of common diseases as well as signs of emotional disturbance that could impede the learning activities of school children, provides information to parents and school personnel on the health status of school children.32 Health appraisal is usually done through medical examination of school children. Any identified adverse factor is handled promptly, continued treatment may be required and special educational facilities may even be necessary. Ideally, every child should undergo routine medical examination three times at school i e; at entry, midway through and at completion.4 Common defects often found during medical examination include visual and hearing defects, stunting, dental caries and skin diseases.4 Ejifugha17 in 1993, reported that only measurement of height and weight was provided for school children in Enugu. This was not the same with Nwimo33 who in 2001, reported that majority of the school children enjoyed health observation, and some screening tests. Nwimo however focused only on secondary school children in his study. Akani9 found out that none of the schools she studied required pre-entry screening mainly because there were no specified directives from the Ministry of Education on that. The implementation guidelines of National school health programme25 however recommend that pre-entrance and employment medical examination should be done and should include; physical examination, dental examination, visual and hearing screening and some laboratory investigations e.g. genotype, blood group, and mantoux test. Ojugo, 32 in 2005, reported that while four aspects of health observation (general appearance, eyes, scalp and hair and observation at play) were provided for primary school children in Edo State, there were no provisions for examination of the children’s mouth and teeth, nose and throat, skin and ear. In Abakaliki, pre-entry screening was required by only 12.9% of the schools (all private). 18 This could be due to the lack of knowledge and interest of both government and school authorities of the relevance of pre-entry screening as an opportunity for early detection and possible intervention for any defect. The effectiveness and potential impact of health appraisal should be harnessed by the school authorities as most parents would willingly do, at least the preentry medical screening tests if it is a requirement for admission. The school can, at that point, sensitize them on the other ones needed in a few years to come. 

Evolution Of Health Appraisal 

Health appraisal of school pupils began in the past century primarily as a means of locating and isolating children showing signs of communicable disease. Later, this emphasis shifted to a "getting-ready-for-school program" popularized by the "Summer Round-Up" of the National Congress of Parents and Teachers. The teaching of preventive medicine in medical schools, its emphasis in modern pediatrics, and the well-child conferences of local public health departments all have strengthened the concept of periodic health appraisal of children. The developments were gradually reinforced by the emergence of definitive policies for the expanding number of school health programs and more emphasis on health education. Typical of the broadening philosophy are the recommendations of the National Congress of Parents and Teachers, adopted in 1956, "supporting and encouraging a program of continuous health supervision of children from birth through their school experitmce," and recommehding-to its local units, "a promotional and educational program that will tend to bring children and their parents into effective contact with the health resources' of the community. Wherever possible, these should be the physician and dentist who normally serve that child or family, whether they be working in private practice or in the community health service."

Treatment Facilities Within The School

Locating the facilities where the students are found increases accessibility to these services by such students. Often, both parents are working and this affects the manner in which non-emergent care is secured. Treatment within the school is carried out at two levels4; treatment of minor ailments like simple cuts and bruises, fevers, minor skin infections. Usually first aid kits are used but schools with more organized services have health rooms/sick bays and also provision of specialist services e.g. for eye, hearing and any other medical challenge. This is usually by referral to specialist centers. Ezeonu in Abakiliki, Nigeria18 documented that 80.6% of schools in her study had first aid boxes while 9.7% had a health room/ sickbay. Ofovwe19 in 2007 noted that only 3.4% of public schools in Egor, Edo state, have sickbay in contrast to 39.4% of private schools. First aid facility/boxes were the commonest treatment facility documented by some Nigerian studies 9,18 in primary schools in Rivers and Ebonyi States and some of these boxes were noted to be empty. It was not stated from these studies why these empty boxes qualified to be called first aid boxes. It also was not documented if at some point these empty boxes had contents which were exhausted but were not replaced. Some of the contents of the first aid boxes included cotton wool (commonest), plaster, bandage, analgesics and disinfectants. Akani9 found that 60.7% of the schools had no specific emergency treatment arrangement for the pupils because of lack of funds, ignorance or fear of wrong treatment.

School Nutrition Service

A healthy school environment provides children with the skill and support they need to adopt healthy eating behaviors, obtain a positive nutritional status and achieve improved academic success.34 Schools reach over 95% of all children between age 5 and 17 years in the US35 and meals and snacks served at school play a critical role in developing children’s eating patterns providing one third to half of many students daily nutritional needs.36,37. Elements of nutrition services include iron, vitamin A, iodine or multivitamin supplementation or fortification, school meals and food hygiene.18 Many school children have been found to suffer from some form of nutrient deficiency and a meal provided in school would ensure, at least, a balanced meal a day. Food hygiene involves inspection of food sold to school children on the school premises, the kitchen of the food handlers and the screening of vendors for diseases.4 In the US, the prevalence of obesity reduced amongst girls in grades 6-8 who participated in a school-based intervention programme, 8,38 where health sessions were integrated into the curriculum using the class teachers. These sessions focused on reduced television watching, reduced consumption of high fat foods, increased fruit and vegetable intake and increased moderate to vigorous activity. In developing countries, under nutrition more than over nutrition is the more common problem of school children.39-41 According to United Nations World Food Program (WFP) 2012, in developing countries, about 66 million primary children go to school hungry every day and about 35 percent of them in Africa.42 Recent research43,44,45 validates the positive impact of breakfast on student performance. Several studies46-48 have documented micronutrient deficiencies-Iron, Vitamin A, iodine in African school children (Benin, Ghana, Tanzania,). The Universal Basic Education (UBE) provides for children to be served a meal per day at school using the strategy of home-grown school feeding and health program.49 School meal programs have improved enrolment rate, attendance rate, academic performance and cognitive function. 50,51 Foods sold or served to school children should be inspected by competent persons and food handlers should be screened for diseases such as typhoid fever. Ofowe19 reported that only 16.5% of schools studied in Benin undertook medical screening of food handlers though the nature of this screening was not specified in this report.

Control of communicable diseases

The school may serve as a useful tool/agent for identifying and possibly managing children with communicable diseases within the community. Some diseases e.g. diarrhea and skin infestation which may occur in outbreaks in the school environment can have their control measures instituted in the school to contain them in order avoid spread to other children. Affected children can be isolated and treated in a health room within the school rather than sending them home in order to prevent spread in the community. A written policy requesting for the control of non-reportable communicable disease was requested for by the Nigerian school Health Association in 1978.52 A Nigerian study18 documented that sending home pupils with communicable disease was practiced by all the schools as a means of controlling communicable diseases, however it was not stated in the study who made the diagnosis of such communicable disease and the level of competence of the official. Also none of the schools requested for the child’s immunization status prior to enrolment.

Record Keeping

This provides insight into the nature and effectiveness of the School Health Programme.4 It also helps to assess the cost of providing health service within the school.4 Ojugo32 in 2005 reported that 78% of schools in Edo state had no health records available which is similar to what was observed in Abakaliki.18 It is important to note that the respondents in the study32 were primary 5 and 6 pupils whose knowledge of the records kept in the school may be in doubt. The records should be cumulative, comprehensive and also transferable i.e. the health information goes with the learner from class to class, if the learner transfers to another school the original should go with him and the duplicate should be retained by the original school. 25

Health Instruction

This involves the teaching of personal hygiene, nutrition education and identification of simple diseases.1 Instruction on safety education and first aid are also necessary.4 School Health Education refers to the subject matter and curriculum of health. School Health Instruction refers to the classroom instructional activities or the process of delivering the health lessons thereby facilitating student learning and directing instructional activities in the classroom.53 The teaching of health education in Nigeria started with hygiene and sanitation as school subjects.54 The introduction of the terminology health education according to Idehen et al, 54 shifted emphasis to the principles of healthful living and was based on the fact that the content of hygiene was inadequate for promoting healthful living. Health education instructional objectives are expected to provide health knowledge, enhance wellness behaviors, promote health situations, facilitate healthful relationships and enable children/students make responsible decisions.54 Health education according to the FRESH framework, should be skill-based, and focus on the development of knowledge, values and life skills concerning health, governance and civic education. It can help learners to develop resistance skills when appropriate, to promote protective factors, and ensure resilience in terms of the ability to prevent or recover from sickness and to promote health literacy.27 Health education is most efficiently learned in school and there is no other public institution equipped to deliver such service to children. The teacher consequently has the greatest impact on the quality of health instruction. She determine the content, teaching methods and strategies, learning opportunities and ultimately the grasp of the subject by the students.54 Idehen55 revealed that in many parts of Nigeria, health instruction was poorly carried out. The non-implementation of the instructional component of health education curriculum, lack of infrastructure and instructional materials were mainly the problems identified by the author55 as responsible for the poor status of health education in Nigerian school system.

Healthful School Environment

This embraces the health and safety of learners and others members of the school community.25 It involves everything in the school surroundings that affect the physical, mental and psychological wellbeing of the pupils. Healthful school environment can be grouped into three components: the physical environment, biological and social environment. The physical environment includes school buildings, water supply, refuse disposal, school premises and environment. The biological environment includes all living things in the environment which can cause diseases.

The social environment represents the situation of a child as a member of the school and the activities forming the school health programme i.e. childteacher, child-child, head teacher/teacher/child relationships.4

Physical environment: Poor maintenance of school environment can cause or intensify illnesses among children and their teachers resulting in higher rate of absenteeism, less time in classroom and ultimately reduced academic achievement.56 The price of neglect is high but the investment on maintenance of the environment need not be. When the school environment is unhealthy, students may be exposed to harmful pollutants and chemicals that may cause their health, attendance and academic performance to suffer. Children, therefore, deserve a safe and healthy environment in which to learn and grow. The provision of safe water and sanitation facilities has been included as one of the basic and first steps in creating a healthy school environment in the FRESH framework.27 Benefits of a healthful school environment health can be seen in decreased absenteeism of both students and teachers,57-59 stronger academic performance 59-61 and higher scores on standardized tests.62 Studies59,60 have shown that poor indoor environment in school has negative impact on student’s performance and teacher productivity. Poor indoor environment can result in a variety of symptoms and a decline in students’ performance in reasoning and mathematics.63 Among 800 schools implementing environmental health programmes in Connecticut, USA, a decline of 21.2% in asthma incidents in one year,reduction of absenteeism by greater than half, as well as a decrease of 48% in the number of reported cases of respiratory–related illnesses were reported. 56

The psychosocial environment: This is an important aspect of healthful school environment. A healthy psychosocial environment can enhance social and emotional well-being and learning when it is warm, friendly and rewards learning, when it promotes cooperation, facilitates supportive open communication, prevents physical punishments and promotes the right of boys and girls through equal opportunities and democratic procedures.4 A positive social environment at school influences the behavior of students as there is a strong relationship between social settings and short and long term emotional wellbeing. 64 A study of 12-18 year old students in public schools in Ohio, USA, found that the feeling of closeness to school personnel and the school environment decreased the likelihood of health risk behaviours during adolescence, including cigarette use.65 A positive psychosocial environment can affect mental health and wellbeing of young people. A sense of connectedness, good communication, and perceptions of adult caring has been shown to be related to a wide range of positive mental health outcomes.66 A study of the impact of school “climate” on the well-being and mental health of children in the Czech Republic found that schools with a climate of confidence and respect among principals, staff, pupils and parents had the least number of negative characteristics, including general anxiety, school anxiety, emotional and psychosomatic balance, attitudes toward school, etc. 67 A supportive social environment, e.g. when teacher-student relationship provides opportunities for student participation and responsibility, can improve learning outcome. 64

School Health Assessment Tool

Assessment of school health has been quantitative. School Health Index (SHI) is used in the United States74 while School Health Programme Evaluation Scale is the instrument of use in West African countries such as Nigeria.4 The school health index, developed by the Center For Disease Control (CDC) is a self-assessment and planning guide that is used to identify the strengths and weaknesses of the school’s policies and programmes for promoting health and safety, develop an action plan for improving schools policies, programmes and services and involve teachers, parents, students and the community in improving school policies programmes and services. 74 SHI is structured around Center for Disease Control’ s model of a Coordinated SHP.74 The model involves and coordinates the components of SHP to maintain the wellbeing of young people. It addresses the following areas-Physical activity, Nutrition, Tobacco use and prevention, Asthma and safety. After the assessment, SHI also guides the user through recommended actions the school can take to improve its performance in areas that received low scores and also through a simple process for prioritizing the various recommendations. SHI finally guides on steps in planning the implementation of the recommended action. The modules of SHI include 1-school health safety policies and environment, 2 – health education,3 – physical education and other physical activity programme, 4- nutrition, 5 – school health services, 6 – school counseling, psychological and social services, 7 - health promotion for staff and 8 – family and community involvement. Questions in each of the modules are graded as follows: 3- fully in place, 2 – partially in place, 1 – under development, 0- not in place.74 SHI takes into cognizance projects and aspects that are under development, it also helps the user develop an action plan for improvement and involves parents, teachers, students and the community in improving school policies, programs and services. Other tools have been adapted from SHI to assess single components of school health programme. These include Health education curriculum assessment tool (HECAT)75, physical education curriculum assessment tool PECAT76, WellSAT77 etc. For the purposes of this study, the School Health Programme Evaluation Scale (appendix 3) would be used. This was first described and recommended by Anderson and Cresswell11 (appendix 9) in UK and it has been modified by Akani9 to suit the Nigerian environment and the level of economic development. This scale has been pre-tested and validated for use in School Health Programme evaluation and assessment in Nigeria.18,78,79 It has four sections covering the following areas: school administration data, school health services, school health instruction and healthful school environment. School health service has eight subsections with a maximum of 45 marks. These subsections and the maximum marks allotted to them are personnel(4), appraisals(5), treatment facilities(5), care of emergencies(5), control of communicable disease(10), record keeping(6), nutrition services(7), and guidance and counseling(3). Health instruction has the following subsections; time allotted (5), progression (5), scope of curriculum (12), teaching methods and teacher training (19). Healthful school environment include water supply (7), refuse and sewage disposal (12), school plan(37) and healthful living (10).These scores are allocated to the various questions with a total maximum scoring of 152 and a minimum acceptable score of 103. This is in contrast to the SHI which has a maximum score of 87 and minimum of 0. School Health Programme evaluation scale is an all or nothing assessment scale; i.e. does not consider projects under development, also currently, it does not assess the host community relations with the school which is another limitation of the scale.
2.2 THEORETICAL FRAMEWORK

A theoretical framework includes concepts and, accompanied by their definitions and reference to pertinent scholarly literature, existing theories used for a particular study. This demonstrates an understanding of theories and concepts that are relevant to the topic of a research paper and that relate to the broader areas of knowledge being considered (Labaree, 2009). Research conducted around the use of technology in banking has employed the application of several research models and theories to explain factors that lead to adoption of technology.  The framework theory supporting the study is policy cycle approach.
The policy cycle approach 

A major issue in defining public policy implementation is the following question: where does implementation start and what role does it play in the policy process? Pressman and Wildavsky (1984, p. xxii[62]) emphasise the tight links between a policy and its implementation: “we can work neither with a definition of policy that excludes any implementation nor one that includes all implementation”. The distinction that is sought here is how to distinguish the object (the public policy) from its  implementation process. Defining the relationships between the two depends on the perspective one has of the policy process. One of the most influential approaches among analysts is the policy cycle approach, which splits the policy process into discrete and chronological stages, with one of them being implementation (see Figure 3.1). This approach has been used in a number of frameworks (May and Wildavsky, 1978[63]; Jenkins, 1978[64]; Brewer and DeLeon, 1983[65]), and is the one used conceptually by many policy makers and implementers to think through the policy process. In this traditional perspective, a policy decision necessarily comes first, before the implementation process starts. 
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Source: Adapted from Werner, J. and K. Wegrich (2006) “Theories of the Policy Cycle”, in Fischer, F., G. Miller and M. Sidney (eds.), Handbook of Public Policy Analysis and Cairney, P. (2013), Policy Concepts in 1000 Words: The Policy Cycle and its Stages, https://paulcairney.wordpress.com/tag/stagesheuristic.
A policy usually proposes a vision to achieve, sets goals to meet, and may even spell out the means to reach them. In such a case, top-down implementation often refers to the process of executing what the policy mandates, to reach the goals stated and with the means outlined in the policy statutes. For instance, Mazmanian and Sabatier define implementation as:

“the carrying out of a basic policy decision, usually incorporated in a statute but which can also take the form of important executive orders or court decisions. Ideally, that decision identifies the problem(s) to be addressed, stipulates the objective(s) to be pursued, and in a variety of ways, ‘structures’ the implementation process. The process normally runs through a number of stages beginning with passage of the basic statute, followed by the policy outputs (decisions) of the implementing agencies, the compliance of target groups with those decisions, the actual impacts – both intended and unintended – of those outputs, the perceived impacts of agency decisions, and finally, important revisions (or attempted revisions) in the basic statute” (Sabatier and Mazmanian, 1980])

The policy cycle approach remains in use –albeit with some adjustments (Hill and Hupe, 2002[66]), because it is considered the most straight-forward way to present an analysis and recommendations to policy makers (Cairney, 2013[67]) and because it may be more simple to make actionable. An example of a modern top-down approach to implementation is Prime Ministers Delivery Unit (PMDU) developed during Blair’s government in the United Kingdom. “Delivery” explicitly conveys the PMDU’s top-down perspective on implementation: the Unit’s primary mission was to “ensure the delivery of the Prime Minister’s top public service priority outcomes by 2005” (Cabinet Office, 2005[68]). Termed “deliverology”, this methodology structures the PMDU’s approach to delivery, and is based on pragmatic project management methods applied to policy implementation (Barber, 2008[46]). The delivery staff ensures that clear priorities are set, each associated with a limited number of specific, measurable and ambitious targets. The implementation plan is necessary for effectiveness, but does not have to be on point from the beginning. It remains flexible to accommodate the lessons learnt by the implementation team throughout the process. Delivery is thus tightly linked with regular data collection, monitoring and analysis, thanks to which it informs the implementation team and decision makers (see Figure 2.2).
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Source: Barber, M. (2015), “How to run a government so that citizens benefit and taxpayers don’t go crazy”, Conference at Stanford University, 09 April 2015, http://cddrl.fsi.stanford.edu/download/file/218617. 

Deliverology had some success among central policy makers, especially because it aims to diffuse management practices in public administration. The approach sees implementation as a highly iterative process, and a fully-fledged component of policymaking. It is considered top-down to the extent that it focuses mostly on central government’s leadership, and on administrative performance overall. “Effective implementation” from the deliverology standpoint is implementation that “get things done”, i.e. that achieves the government’s goals (Barber, 2015[69]). Critiques of the deliverology are concerned with the approach’s lack of consideration for issues other than its administrative performance. Whereas implementing education policies talks to teachers, school leaders and students and their parents in the first place, deliverology does not necessarily consider ways of collaborating with these key stakeholders (Devarajan, 2013[70]). On a more general note, the policy cycle approaches have been criticised for ignoring the complex interrelations between the various stages, and the role individual actors may play at several steps of the process (Werner and Wegrich, 2006[71]). This complexity is at the roots of bottom-up approaches.

2.4 CHAPTER SUMMARY

In this review the researcher has sampled the opinions and views of several authors and scholars on the concept of school health programme and appraisal etc. The works of scholars who conducted empirical studies have been reviewed also. The chapter has made clear the relevant literature.
CHAPTER THREE

RESEARCH METHODOLOGY

3.1
Introduction

In this chapter, we described the research procedure for this study. A research methodology is a research process adopted or employed to systematically and scientifically present the results of a study to the research audience viz. a vis, the study beneficiaries.
3.2
Research Design

Research designs are perceived to be an overall strategy adopted by the researcher whereby different components of the study are integrated in a logical manner to effectively address a research problem. In this study, the researcher employed the survey research design. This is due to the nature of the study whereby the opinion and views of people are sampled. According to Singleton & Straits, (2009), Survey research can use quantitative research strategies (e.g., using questionnaires with numerically rated items), qualitative research strategies (e.g., using open-ended questions), or both strategies (i.e., mixed methods). As it is often used to describe and explore human behaviour, surveys are therefore frequently used in social and psychological research.
3.3.
Population of the Study

According to Udoyen (2019), a study population is a group of elements or individuals as the case may be, who share similar characteristics. These similar features can include location, gender, age, sex or specific interest. The emphasis on study population is that it constitute of individuals or elements that are homogeneous in description.

This study was carried out on to examine the challenges of health appraisal services in some selected primary school in Guyuk L.G.A. of Adamawa state. The population of this study covers teachers in the three(3) selected primary school in Guyuk L.G.A. of Adamawa state.

3.4
Sample Size Determination

A study sample is simply a systematic selected part of a population that infers its result on the population. In essence, it is that part of a whole that represents the whole and its members share characteristics in like similitude (Udoyen, 2019). In this study, the researcher adopted the convenient sampling method to determine the sample size.
3.5
Sample Size Selection Technique And Procedure

According to Nwana (2005), sampling techniques are procedures adopted to systematically select the chosen sample in a specified away under controls. This research work adopted the convenience sampling technique in selecting the respondents from the total population.
In this study, the researcher adopted the convenient sampling method to determine the sample size. Out of the entire teachers in the three(3) selected primary school in Guyuk L.G.A. of Adamawa state, the researcher conveniently selected 39 participants as sample size for this study. According to Torty (2021), a sample of convenience is the terminology used to describe a sample in which elements have been selected from the target population on the basis of their accessibility or convenience to the researcher.
3.6 
Research Instrument And Administration

The research instrument used in this study is the questionnaire. A survey containing series of questions were administered to the enrolled participants. The questionnaire was divided into two sections, the first section enquired about the responses demographic or personal data while the second sections were in line with the study objectives, aimed at providing answers to the research questions. Participants were required to respond by placing a tick at the appropriate column. The questionnaire was personally administered by the researcher.

3.7
Method Of Data Collection

Two methods of data collection which are primary source and secondary source were used to collect data. The primary sources was the use of questionnaires, while the secondary sources include textbooks, internet, journals, published and unpublished articles and government publications.
3.8 Method Of Analysis

The responses were analyzed using the frequency tables, which provided answers to the research questions. While the hypotheses were tested using Chi-square Statistical Tool.
3.9
Validity Of The Study

Validity referred here is the degree or extent to which an instrument actually measures what is intended to measure. An instrument is valid to the extent that is tailored to achieve the research objectives. The researcher constructed the questionnaire for the study and submitted to the project supervisor who used his intellectual knowledge to critically, analytically and logically examine the instruments relevance of the contents and statements and then made the instrument valid for the study.
3.10
Reliability Of The Study

The reliability of the research instrument was determined. The Pearson Correlation Coefficient was used to determine the reliability of the instrument. A co-efficient value of 0.68 indicated that the research instrument was relatively reliable. According to (Taber, 2017) the range of a reasonable reliability is between 0.67 and 0.87.
3.11
Ethical Consideration

he study was approved by the Project Committee of the Department.  Informed consent was obtained from all study participants before they were enrolled in the study. Permission was sought from the relevant authorities to carry out the study. Date to visit the place of study for questionnaire distribution was put in place in advance.

CHAPTER FOUR

DATA PRESENTATION AND ANALYSIS

1 INTRODUCTION

This chapter presents the analysis of data derived through the questionnaire and key informant interview administered on the respondents in the study area. The analysis and interpretation were derived from the findings of the study. The data analysis depicts the simple frequency and percentage of the respondents as well as interpretation of the information gathered. A total of thirty nine (39) questionnaires were administered to respondents of which thirty eight (38) were returned while 35 were validated. This was due to irregular, incomplete and inappropriate responses to some questionnaire. For this study a total of  35 was validated for the analysis.

4.2
DATA PRESENTATION

The table below shows the summary of the survey. A sample of 39 was calculated for this study. A total of 38 responses were received whiles 35 was validated. For this study a total of 35 was used for the analysis.

Table 4.1: Distribution of Questionnaire

	Questionnaire 
	Frequency
	Percentage 

	Sample size
	39
	100

	Received  
	38
	97

	Validated
	35
	90


Source: Field Survey, 2021

4.3
Demographic Profile of the Respondents
Table 4.2: Demographic profile of the respondents

	Demographic information
	Frequency
	percent

	Gender
Male
	
	

	
	10
	29%

	Female
	25
	71%

	Age
	
	

	20-30
	11
	31%

	30-40
	17
	49%

	41-50
	07
	20%

	51+
	0
	0%

	Education
	
	

	WAEC
	12
	34%

	HND/BSC
	23
	66%

	MASTERS
	00
	00%

	PHD
	00
	00%

	Marital Status
	
	

	Single
	15
	43%

	Married
	20
	57%

	Divorced
	0
	0%

	Widowed
	0
	0%


Source: Field Survey, 2021

4.3
 ANSWERING RESEARCH QUESTIONS

Question 1: What is the status of health observation services provided for primary school children in Guyuk L.G.A in Adamawa state?
Table 4.3:  Respondent on question 1
	Options
	Frequency
	Percentages

	Effective
	04
	11

	Ineffective
	20
	58

	Undecided
	11
	31

	Total
	35
	100


 Source: Field Survey, 2021

From table 4.3 above, 11% of the respondents said effective, 58% of the respondents said ineffective, while the remaining 31% of the respondents were undecided.

Question 2: What is the status of health examination services provided for primary school children in Guyuk L.G.A of Adamawa state?
Table 4.4:  Respondent on question 2
	Options
	Frequency
	Percentages

	Effective
	07
	17

	Ineffective
	20
	60

	Undecided
	08
	23

	Total
	35
	100


 Source: Field Survey, 2021

From table 4.4 above, 17% of the respondents said effective, 60% of the respondents said ineffective, while the remaining 23% of the respondents were undecided.

Question 3: What is the status of record keeping of health histories of primary school children in Guyuk L.G.A of Adamawa state?
Table 4.5:  Respondent on question 3
	Options
	Frequency
	Percentages

	Effective
	10
	29

	Ineffective
	20
	57

	Undecided
	05
	14

	Total
	35
	100


 Source: Field Survey, 2021

From table 4.5 above, 29% of the respondents said effective, 57% of the respondents said ineffective, while the remaining 14% of the respondents were undecided.
TEST OF HYPOTHESES

Hypothesis One

Table 4.6:  Health appraisal services in some selected primary school in Guyuk L.G.A is ineffective.
	Options
	Fo
	Fe
	Fo - Fe
	(Fo - Fe)2
	(Fo˗-Fe)2/Fe

	Yes
	12
	11.66
	0.34
	0.12
	0.01

	No
	15
	11.66
	3.34
	11.16
	1.0

	Undecided
	08
	11.66
	-3.66
	13.4
	1.2

	Total
	35
	35
	
	
	2.21


Source: Extract from Contingency Table




Degree of freedom = (r-1) (c-1)
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 = 2

At 0.05 significant level and at a calculated degree of freedom, the critical table value is 5.991.

Findings

The calculated X2 = 2.21 and is less than the table value of X2 at 0.05 significant level which is 5.991.
Decision

Since the X2 calculated value is less than the critical table value that is 2.21 is less than 5.991, the alternative hypothesis is rejected and the null hypothesis which states that health appraisal services in some selected primary school in Guyuk L.G.A is ineffective is accepted.
CHAPTER FIVE

SUMMARY, CONCLUSION AND RECOMMENDATION

5.1 Summary

In this study, our focus was on the challenges of health appraisal services in some selected primary school in Guyuk L.G.A. of Adamawa state. The study is was specifically carried out to determine the status of health observation services provided for primary school children in Guyuk L.G.A in Adamawa state, determine the status of health examination services provided for primary school children in Guyuk L.G.A of Adamawa state, and determine the status of record keeping of health histories of primary school children in Guyuk L.G.A of Adamawa state.
The study adopted the survey research design and randomly enrolled participants in the study. A total of 35 responses were validated from the enrolled participants where all respondent were teachers in the three(3) selected primary school in Guyuk L.G.A. of Adamawa state.
5.2 Conclusion

Based on the findings of this study, the researcher concluded that;

Health appraisal services in some selected primary school in Guyuk L.G.A is ineffective.

The health observation services provided for primary school children in Guyuk L.G.A in Adamawa state is ineffective.

The health examination services provided for primary school children in Guyuk L.G.A of Adamawa state is ineffective.

The record keeping of health histories of primary school children in Guyuk L.G.A of Adamawa state is ineffective.
5. 3    Recommendations

Based on the responses obtained, the researcher proffers the following recommendations:

A state school health policy should be developed through intersectoral collaboration of the relevant stakeholders especially Ministries of Health and Education to aid the effective implementation of SHP in the state.
All stakeholders in these schools should provide the materials, human resources and routine evaluation needed to achieve an effective SHP in the area. 

Each school should have a school health team in place, consisting of the head teacher, school physical/health educator or school health counsellor, school nurse, school health officer, student (health prefect), parents’ representative and community representative, and nutritionist. 

Medical officers and other health workers should provide health coverage, including medical care and routine medical examination, to individual or groups of schools, if erecting a school clinic or if an adequate sick bay is not feasible. 

School health instruction should be accorded the topmost priority in the primary school curriculum so that children are provided with basic information about health issues and are thereby.
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APPENDIXE

QUESTIONNAIRE

PLEASE TICK [√] YOUR MOST PREFERRED CHOICE(S) ON A QUESTION.

SECTION A

PERSONAL INFORMATION

Gender

Male [  ]


Female [  ]

Age 

20-30
[  ]

31-40
[  ]

41-50   [  ]
51 and above [  ]

Educational level

BSC/HND
[  ]

MSC/PGDE
[  ]

PHD

[  ]

Others……………………………………………….. (please indicate)

Marital Status

Single

[  ]

Married 
[  ]

Separated 
[  ]

Divorced
[  ]
Widowed
[  ]

SECTION B

Question 1: What is the status of health observation services provided for primary school children in Guyuk L.G.A in Adamawa state?
	Options
	Please Tick

	Effective
	

	Ineffective
	

	Undecided
	


Question 2: What is the status of health examination services provided for primary school children in Guyuk L.G.A of Adamawa state?

	Options
	Please Tick

	Effective
	

	Ineffective
	

	Undecided
	


Question 3: What is the status of record keeping of health histories of primary school children in Guyuk L.G.A of Adamawa state?

	Options
	Please Tick

	Effective
	

	Ineffective
	

	Undecided
	


