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Abstract
Childcare has been identified as an integral aspect of integrated maternal and child health services and is aimed at child 
health promotion for childhood psychosocial and physical development. This study assessed the dynamics of child health 
services in Nigeria. This was in relation to Nigeria’s poor child health indices with the view to encouraging standard 
practices neglected over the years. It targets preventive health services to stem diseases and disability among children 
while promoting early diagnosis of diseases and prompt treatment. These services encompass the provision of childhood 
immunization, probing for and identification of handicapped children for early rehabilitation, child health education, and 
nutrition, promotion of environmental sanitation, and monitoring of developmental milestone through proper feeding. 
Other child health services include sickle cell prevention services, education of caregivers on the importance and use of oral 
rehydration therapy, and use of antimalarial treatment, and rehabilitation of already affected children. This is invaluable, 
especially in regions with developing countries where more than 50% of children die before their fifth birthday.
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1.  Introduction

Childhood immunization is the process whereby a 
child is made immune or resistant to an infectious 
disease typically by the administration of vaccines, 
vaccines stimulate the body’s own immune system 
to protect the child against subsequent infection of 
diseases. Four decades ago, in 1974, the World Health 
Organization (WHO) launched the Expanded Program 
on Immunization (EPI); this was introduced in Nigeria in 
1979. From 1979–1997, the program was known and was 
also called Expanded Program on Immunization (EPI)1.
The EPI blueprint laid out the technical and managerial 
functions necessary to vaccinate children routinely with 
a limited number of vaccines, providing protection 
against diphtheria, tetanus, whooping cough, measles, 
polio, and tuberculosis, and to prevent maternal and 
neonatal tetanus by vaccinating women of childbearing 
age with tetanus toxoid. The purpose of EPI was simple 
and straightforward to deliver multiple vaccines to all 

children through a simple schedule of child health visits1. 
At the time, basic health systems in most lower and 
lower-middle income countries (LLMICs) were weak 
to nonexistent. Vaccine coverage levels among children 
younger than one year of age were less than 5%2.By 
1990, most LLMICs had institutionalized immunization 
programs were based the EPI blueprint. The vision of EPI 
in Nigeria is to improve the health of Nigerian children by 
eradicating all the identified six killer diseases, which are 
polio, measles, diphtheria, whooping cough, tuberculosis, 
and yellow fever. Between 1985 and 1990, as contained in 
the National Health Plan for that period, the objectives 
of EPI were to strengthen immunization; accelerating 
disease control and introducing new vaccines and 
relevant technologies, and tools3.This study assessed the 
dynamics of child health services in Nigeria with the view 
to encouraging standard practices and policies neglected 
over the years, which have negatively influenced our 
health outcomes.
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2.   Immunization and Child 
Health

In line with the above, Nigeria in 1995, being a signatory 
to World Health Assembly, adopted the World Health 
Assembly Resolution (WHAR) and to give a national 
outlook and show Federal Government in 1997 in 
commitment, the Federal Govt. established an agency 
called NPI under Decree 12 in August 1997. This is to 
control the occurrence of all vaccine preventable diseases 
through immunization and provision of vaccine and 
other consumable effectively. The focus is on prevention, 
control and eradication of the following vaccine 
preventable disease in Nigeria i.e. tuberculosis, measles, 
diphtheria, pertussis, neonatal tetanus, cerebro-spinal 
meningitis, yellow fever and polio4. These are targeted 
through immunization service delivery and this is done by 
administration of a vaccine to susceptible target. NPI aim 
the following group of people: children of age 11months, 
all pregnant women, and women of reproducing age 
group. At birth, oral polio vaccine(OPV), hepatitis B 
vaccine (HBV), Bacillus Calmette Guerin (BCG)is given. 
After6weeks:OPV,diphtheria, pertussis and tetanus (DPT), 
HBV; After 10weeks:  OPV, DPT;after14weeks:OPV, DPT, 
HBV; in9months,measles, yellow fever, vitamin A, and 
in 15 months:vitamin A. In pregnant women, or women 
in reproductive age group:tetanus toxoid TT1 is given 
as the firstdosefor those with a form of immunization. 
TT2 is given at 4weeks later,offers 80% protection for 
3years, TT3 is given at6months later, 95% protection for 5 
years,TT4,1year later or in subsequent pregnancy to offer 
99% protection for 10 years while TT5 is given one year 
later or in subsequent pregnancy, 99% protection for life16.

3.   Millennium Development 
Goals and Child Health

United Nations General Assembly Special Session 
(UNGASS) has goals that by 2005, all countries must 
achieve: (i)Polio Eradication, (ii)Measles Mortality 
Reduction, (iii)Maternal and Neonatal Tetanus 
Elimination (MNTE)5. Nigeria also adopted the 
Millennium Development Goals (MDGs) that: Two-third 
reductions in child mortality, as compared to 1990, should 
be achieved by the year 2005. In addition to the above, 
the country similarly ratified the United Nations General 
Assembly General Assembly6.Special Session (UNGASS) 

goals, that by 2010, Nigeria should aim atensuring full 
immunization of children under one year of age at 90% 
coverage nationally with at least 80% coverage in every 
district or equivalent administrative unit, and Vitamin A 
deficiency elimination.

From the foregoing, Nigeria drew her core activities 
of her NPI policies in 1998. These activities include 
monitoring of the performance, quality, and safety of the 
immunization system through indicators, assessment 
of the current burden of vaccine preventable diseases 
as well as the “future” burden of vaccine preventable 
diseases in terms of sickness, death, and disability, and 
the economic burden. This is in addition to assessment 
of the impact of vaccination strategies, through on-going 
epidemiological surveillance and reliable laboratory 
confirmations and impact assessments, monitoring of the 
National Immunization policies, particularly the vaccines 
being used within the country, and the target population 
for these vaccines (immunization schedules). Monitoring 
of the overall proportion of children, and women who are 
vaccinated (immunization coverage) and ensuring that all 
districts of the country are well covered by vaccination is 
ensured7.

The Federal Ministry of Health in 2000, following 
the African Regional Summit on NPI, held in Harare 
in November 1999, specifically stated its policies on the 
country’s initial visions for NPI as follows:

(i) Immunization System Strengthening: By the year 2004, 
Nigeria should have achieved NPI district focused plan 
and attained 80% DPT3 coverage in all the states of 
the federation. The specific policy also stated that the 
government should ensure increased funding for NPI8.
(ii) Accelerated Disease Control: By the year 2004, there 
should be no cases of acute flaccid paralysis associated 
with wild poliovirus in Nigeria. As for measles, by the year 
2004, the country should have reduced measles morbidity 
by 90% and measles mortality by 95%; while the coverage 
for yellow fever is expected to increase to at least 80%9.
(iii) Innovations: That by the year 2004, Nigeria should 
include Vitamin A and Hepatitis B (HB) in its national 
immunization programs, and the vaccination coverage 
should not be less than 80% coverage as in other antigens. 
Under the new technologies drive, the country should 
adopt the multi-dose vial policy (MDVP) and vaccine 
vial monitor (VVM) and introduce new methods for 
monitoring its use10.
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This policy framework indicated clear vision towards 
ensuring child survival from the killer diseases in Nigeria. 
The government sets a target of reducing child mortality 
due to immunizable diseases to 5% by the year 200411. 
This is achievable, as the government policies on NPI 
indicated, by covering not less than 80% of all the antigens 
in all the states of the federation in Nigeria. In fact, the 
government meant to cover 95% coverage on measles 
antigen in the year 200412. As of July, the year 2005, 
Nigeria is still one of the highest polio infected countries 
of the World. As noted above, Nigeria ranked third among 
the remaining six countries of the world still battling with 
polio infections. Similarly, the incidence of TB is still 
common, although this is attributed to AIDS infection, 
yet since some child morbidity and mortality are still due 
to TB infection13.It implies that TB vaccination has not yet 
achieved the country’s desired vision14.

4.  Current Immunization Status 

In 2014, WHO recommended that all immunization 
programs should add vaccines against hepatitis B, 
Haemophilusinfluenzae type b, Streptococcus pneumoniae, 
rotavirus, rubella, and human papillomavirus (in girls).
However, the full benefits of these vaccines have yet to be 
realized15. WHO estimates 29% of deaths among children 
1–59 months of agearevaccine-preventable16. This gap 
is due largely to systems weaknesses in immunization 
programs that can be improved. With the addition 
of new vaccines, the complexity and costs of routine 
immunization increase17.More vaccinations to protect 
against more diseases require additional and better 
communication between health workers and caregivers 
as well as greater cold chain capacity18. New vaccines and 
doses that expand immunization beyond infancy extend 
the benefits of vaccines across the life spectrum into 
adolescence and adulthood19.Moreover, health systems, 
in general, are becoming more complex as new programs 
and services were added. Fulfilling the vision of NPI 
requires sustained investments in routine immunization. 
Since its inception, expanded immunization has been 
a continuous and progressive story building on the 
fundamental managerial and technical health systems, 
building blocks of leadership and governance; financing; 
service delivery; health workforce; products, vaccines, 
and technologies; and information systems8,20.

Additionally, the economic benefits of immunization 
are significant21. Healthier individuals are, in the long 
term, more productive contributors to a country’s wealth, 
particularly as countries rapidly transition from high to 
lower mortality levels despite substantial success, there 
remain numerous challenges to the ultimate effectiveness 
of routine immunization. These fall into the following 
programmatic areas: (a) policy, standards, and guidelines; 
(b) governance, organization, and management; (c) 
human resources; (d) vaccine, cold chain, and logistics 
management; (e) service delivery; (f) communication and 
community partnerships; (g) data generation and use; 
and (h) sustainable financing9,21.

The major challenges confronting the use of childhood 
vaccines in Nigeria include lack of disease burden data, 
weak health systems and its attendant poor logistics such 
as cold chain, poor transportation and storage systems, 
inadequate and poorly motivated health care worker 
and lack of political will. Others are barriers to using of 
“new” vaccines, poor health financing, weak community 
participation, and lack of sustainable partnerships.

5.   Child Health Services in 
Nigeria; Issues in Perspective 
and Prospects

Child health services are provisions made to improve 
optimal growth and development in infancy and 
childhood through disease prevention, good nutrition, 
and health supervision22. Child health care is services, 
which focus on the well-being of children from 
conception. It is concerned with all aspects of children’s 
growth and development with the unique opportunities 
so that each child will achieve his or her full potential 
as a healthy adult23. Childcare services are total care 
and services rendered to under five children in order to 
maintain their healthy living24.Therefore, child health 
care services are efficient strategies provided by health 
workers in order to promote health and prevent diseases, 
disabilities, and death in children through simple cost-
effective measures. A healthy child’s development 
actually begins with the parents, and once a baby is 
delivered, other matters such as breastfeeding, newborn 
screening tests, sleeping safety, health care appointments 
for checkups and immunizations are considered23. As 
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services are provisions made for the public to use as much 
as they need in order to benefit from them, the purpose 
of child health care in health facilities is to promote the 
health of children, provide support in maintaining and 
improving children’s health through counseling, medical 
examination, treatment, and immunization.

Child health is a critical issue of concern to everyone 
and at the level of the family, the community, the nation, 
and the international community. This is because 
successful societies safeguard their future by continually 
striving to improve the well-being of their children. They 
understand that a healthy, well developed educated and 
respected progeny ensures that achievements serve as the 
foundation for continuing progress22. In order to improve 
health outcomes of children there should be a more 
effective organization of preventive services and more 
coordination between practices. Intervention to achieve 
an effect on children and to overcome specific barriers 
in the process of care delivery needs to be adapted so 
that preventive services could be effectively delivered. 
Therefore, changes in the organization of the delivery 
system that concerns children will lead to improvement 
in their preventive health outcomes25.

International communities and individual countries 
are repeatedly committed to improving child health. 
WHO in 2004, stated that this commitment needs to 
be translated into stronger action if the silent tragedy 
of preventable death, illness, disability and impaired 
psychosocial development among children are to be 
avoided, and if the children’s quality of life is to be 
improved. Improving child health development relies, 
largely, on understanding the causes of child morbidity 
and mortality with programs and policies aimed at 
improving the health of children. Twelve million children 
under five years of age in developing countries die 
annually before their fifth birthday and seventy percent 
of these deaths are due to five common preventable and 
easily treated childhood diseases. These diseases are acute 
respiratory infections, diarrhea, measles, malaria, and 
malnutrition or the combination of all five, which account 
for three-quarters of all childhood morbidity26.The field of 
pediatrics has been concerned with promoting children’s 
health and development as with treating children’s 
diseases, and the trend in children’s health status showed 
that their physical health is better than it has ever been27. 
This is as a result of scientific progress, which has led to 
substantial reduction in many of the acute morbidities of 

the early 20th century and increasing survival from acute 
illness and premature births.

6.   Interventions for other Child 
Health Services Adopted in 
Nigeria

•	 WHO, founded the Expanded Program on 
Immunization (EPI) in 1977 letter transformed to 
NPI in 199728.

•	 The control of Diarrheal Diseases Program (CDD) 
was established in 198029.

•	 Acute Respiratory Infection Program (ARI) was 
added to these vertical strategies IN 198530.

With WHO technical support and UNICEF (United 
Nations Children’s Fund) sponsorship, these three 
programs have been put in place and health workers are 
trained through workshops to recognize key signs of 
illnesses and to implement correct treatment and follow-
up actions31.
•	 Child Survival Strategy in 1983, the International 

Pediatric Association Conference, James Grant 
the Executive Directors of UNICEF launched 
the Child Survival Revolution with emphasis on 
Growth Monitoring, Oral Rehydration Therapy, 
Breastfeeding, Immunization and Female Education 
and Family Spacing. The Nigerian Government 
actively participated in implementation of this Oral 
Rehydration Therapy; By 1993, the oral rehydration 
therapy, one of the components of the Child Survival 
Strategy not only became a household word but 
death from severe dehydration due to diarrhea 
disease declined. An example of this success story 
was recorded in Yola, General Hospital in the 
Gongola State, now called Adamawa State32. An 
ORT Demonstration Unit was established in May 
1985. Between May and November 1984, the hospital 
recorded, 4,045 cases of childhood diarrhea admitted 
to the hospital for treatment. Of this number, 1,755 
received intravenous fluid therapy and 79 died33.

•	 Nigeria’s Military Vice-President, attended the World 
Summit for Children of September 1990, held in 
New York. The summit, attended by 71 heads of 
states and government of nations set these targets for 
improvement of the child’s health: polio eradication, 
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elimination of neonatal tetanus (by 1995), reduction 
in measles cases by 90% and a 95%reduction in 
measles deaths to pre-immunization, halving child 
death caused by diarrhea, and25% reduction in 
incidence of diarrheal disease. Others include one-
third reduction of deaths caused by acute respiratory 
infections, elimination of guinea worm and vitamin 
A deficiency, reduction of low birth weight and 
promotion of growth monitoring34.Nigeria’s attempt 
in actualizing these goals yielded below expectations 
except for Vitamin A fortifications and iodine salt35.

•	 In addition, WHO and UNICEF formulated a more 
recent strategy known as integrated management of 
childhood illnesses (IMCI) in 1996 as an additional 
and a principal strategy to improve child health, 
which concentrates on their overall health status by 
integrating all intervention for prevention, treatment, 
and health promotion36.

7.   Factors Affecting the Provision 
of Child Health Care Services

The three major objectives of child health services include 
promoting the health of children and ensuring that they 
achieve optimal growth and development both physically 
and mentally. Others are protecting children from major 
hazards through specific measures (immunization, 
chemoprophylaxis, dietary supplements) and through 
improvement in the level of careprovided by the mothers 
and the family; and to treat diseases and disorders with 
particular emphasis on early diagnosis in order to provide 
effective remedy at an early stage before dangerous 
complications occur37.

Observation of a number of factors, which hampers 
the achievement of these objectives of child health care 
services, has been made by some authors who observed 
that staffs always want to do their best for children, but 
were hampered by a lack of staff system supports, which 
cause a delay for children in obtaining services38. WHO 
in2004, observed that the management and organization 
of the health system, public or private may be disorganized, 
leading to a lack of coordination among vertical program 
and projects, duplication of effort with the subsequent 
suboptimal utilization of available resources and 
inconsistency in technical guidelines among program. 
Challenges to delivering emergency care in poor resource 

settings are poor recruitment and retention of staff with 
a lack of training, inadequate equipment, and unsuitable 
work environment39. Many caregivers of children work 
twelve months in a year for long hours, therefore, getting 
the appropriate training and finding time to coordinate 
services for families or children is difficult. The barriers to 
providing the preventive services that are recommended 
to include time constraints; low level of reimbursement 
for preventive care and for developmental services; lack 
of training in child development and lack of trained non-
physician staff members40.

Also, identified are limited access to community 
services to support families and children, few external 
incentives are the reasons why the needs of children, and 
families for preventive and curative care were not met. 
Other reasons include poor knowledge by workers of 
other programs, crude and rude service providers, and no 
systematic means of identifying, tracking and ensuring 
that infants and families receive what they needed over-
time effects the provision of services41.Standard and 
quality in child health care may be difficult when pay is 
low, the program cost is high and parents who need early 
intervention or childcare have limited resources.

8.  Conclusion

The poor child health indices in Nigeria grappling with 
the prevailing poor socioeconomic indices, poor caregiver 
education, adverse cultural practices, and overall health 
indices have depleted child health services and increased 
childhood mortality. Standard childhood survival 
strategies were poorly funded over the years, coupled with 
poor policy implementation. These have affected the child 
health outcomes negatively. An integrated, proactive 
approach geared towards prompt immunization coverage 
and surveillance, caregiver education on breastfeeding, 
family planning, child nutrition and management of self-
limiting conditions should be encouraged and properly 
funded. The Government should encourage the services 
of nongovernmental organizations and funding agencies 
by providing an enabling environment to facilitate grass 
root child health services. Policy monitoring, evaluation, 
and review of existing structures and templates should be 
encouraged by the government from the national to grass 
root level with sound feedback mechanisms put in place 
for tracking, modifications and follow-up.
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