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ABSTRACT

Schools have the responsibility to educate their students and encourage them to live healthy and
hygienic behavior. This descriptive cross-sectional study aimed to determine the status of the
school health instruction in 56 randomly selected schools in Nnewi North Local Government area of
Anambra state using the school health program evaluation scale. It also assessed the extent of
implementation of provisions of school health instruction in these schools. Forty six (78.6%) of the
56 schools surveyed had adequate implementation of school health instruction. The proportion of
school that met the requisite score (16) for adequate implementation of school health instruction
was not significantly different between private and public schools [24(73%) vs. 20(87%), P=0.389].
There was also no significant difference in mean scores attained for school health instruction
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between private and public schools (17.6+4.4 vs. 17.6+3.6; P=0.939). Private school had more non
classroom related heath activity compared to public schools (75.8% vs. 21.7%, P=0.000) while
public schools, had significantly more qualified health instructors, ten (43.5%) compared to private
schools six (18.2%), P=0.040. Training and retraining of primary school teachers coupled with
effective school health policies would be essential in ensuring adequate and optimal implementation

of school health instructions in primary schools.

Keywords: Health instruction; primary schools; private schools; public schools; Nnewi.

1. INTRODUCTION

Education of pupils on issues of health and
hygiene through health education form part of the
School Health Programme [1]. Some areas
covered by health education instruction include;
personal hygiene and sanitation, prevention
against communicable diseases, HIV and AIDS
prevention education, guidance and counseling
for older pupils on puberty issues, anti-drugs and

mental health education, healthy food and
nutrition, sports and physical education,
environment education, life skills based

education etc. [2] Allensworth and Kolbe [3]
encouraged the promotion of school health
education on international and national levels,
arguing that school health programmes that
coordinate delivery of health education and
health services could become one of the most
efficient means to significantly improve the well-
being of young people. In Nigeria, health
education programs are implemented in many
schools to increase levels of knowledge,
influence attitudes and encourage healthy
behaviors among school students. The positive
effect of school health instruction on students
has been reported on several studies within and
outside Nigeria  [4-6]. For  successful
implementation of school health education in
schools, well qualified and trained teachers are
expedient. In view of this, the WHO has
advocated for the training of school teachers in
particular health subjects with emphasis on the
head teachers who have been proposed as a
catalyst in the implementation of school health
programme [7]. This study assessed the status of
school health instruction in primary schools in
Nnewi North local government area of Anambra
State and compared the extent of its
implementation between private and public
schools in the community.

2. METHODOLOGY
2.1 Study Area

This study was conducted in Nnewi North Local
Government Area (NNLGA), one of the 21 local

government areas in Anambra State over a 6
months period. Nnewi, the only town in the LGA
is a semi-urban town with rural villages on its
periphery. It is the 2nd largest city in Anambra
State and has an estimated population of
391,227 according to the 2007 national census
with a surface area of 2,789 km’ giving a
population density of about 140/km?. It is a fast
growing town, often referred to as the industrial
and commercial hub of South-Eastern Nigeria. Its
people are predominantly Igbo and mainly
Christians [8]. A number of health facilities are
located in the LGA and notable among them is
the Nnamdi Azikiwe University Teaching
Hospital, which serves as a referral center for
patients from within and outside the state [9].

and

2.2 Study Design Sampling

Technique

This was a descriptive cross-sectional and
comparative study of public and private primary
schools in Nnewi North LGA. The study used a
sampling ratio of 50% to enlist 56 schools out of
the 110 primary schools in Nnewi North LGA of
Anambra State [10]. A multi-stage sampling
techniqgue was used in selecting the schools
employed in the study. In the first stage, the
schools were stratified into two categories i.e.
public and private schools based on ownership.
In each category, a sampling ratio of 50% was
applied in obtaining the number of schools that
were enrolled for the study. In the second stage
the schools visited in each category were chosen
from a list of schools obtained from the
educational authority in the local government
area. A simple random selection technigue using
balloting was used to select 33 private and 23
public schools from the sampling frame of 65
private and 45 public schools respectively. Only
primary schools 6 years and above registered
with the State Primary School Education Board
were included in this study.

2.3 Data Collection

A pretested modified School Health Programme
Evaluation scale [7] was used in data collection.
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The validated scale consists of 4 parts that
includes school health services, school health
instruction, healthy school environment and
community participation. The scale also included
a section for some information on the school
such as school location, school population,
school foundation age, and presence of health
educators in the surveyed schools. The section
on school health instruction had item scored
based on presence of certain health instruction
activities within each school curricular. The
maximum obtainable score and minimum score
indicative of acceptable school health instruction
implementation was 32 and 16 respectively. The
evaluation scale was completed by the principal
investigator and research assistants that
interviewed the head teacher and/or health staff
and inspection of various facilities related to
health instruction within each school. Other
information obtained from the evaluation included
time allocated to health instruction categorized
as < 2 hours per week and =2 hours per week;
scope of health education i.e. physical, mental,
sexual, community health etc. Teaching methods
adopted during health instruction and type of
instructors  that teaches health subjects
categorized as ordinary where teachers without
training or qualification in a health subject takes
health subjects, trained where teachers without a
formal qualification but trained in teaching in
health-related subjects and qualified where
teachers with a formal qualification in health
related subject takes health instruction in the
school. These elements of the school health
services were allocated scores based on the
school health evaluation scale and the total score
calculated for each school. None of the schools
was notified prior to visit to minimize bias.

2.4 Data Analysis

Data obtained in the study was analyzed using
the statistical package SPSS version 19. The
total score for each school was collated and the
mean and standard deviation for both public and
private schools computed. Student t-test was
used to compare the means while relationship
between categorical data was determined using
chi-square and Fischer's exact test. Statistical
significance was set at p < 0.05.

2.5 Ethical Clearance and Permission

Written permission was obtained from the State
Primary school education Board [ASUBEB]
through the Nnewi North L.G.A Education
Authority. The Nnamdi Azikiwe University

Teaching Hospital Ethical committee gave its
approval to carry out this study. Informed
consent was also obtained from every teacher
before interviews were conducted.

3. RESULTS
3.1 Characteristics of Schools Surveyed

Of the 56 schools surveyed, 33(58.9%) were
private and 23(41.1%) were public schools.
Table 1 shows the summary characteristics of
schools enlisted for this study. Private and public
schools differed significantly in school location,
population, foundation age, and number of health
educators with qualification in health related
subjects.

3.2 School Health Instruction

3.2.1 Time allocated to health instruction

All the schools surveyed had health and health-
related subject in their curriculum. Fifty-four,
(96.4%) of the 56 surveyed schools assigned
less than 2 hours to health instruction amounting
to less than 4 periods per week (one period is
approximately 30 minutes). Thirty-one (93.9%) of
these 54 schools were private and 23(100%)
were public schools. Two (6.1%) private schools
devoted between 2-4 hours to health instruction
per week. There was no significant difference
between private and public schools in the
proportion of time allocated to health instruction
(p = 0.640) (Table 2).

3.2.2 Scope of health education

Personal health, growth and development, safety
education and first aid, and nutrition were taught
by all schools surveyed, not as separate subjects
but integrated into Health Education. Eighteen
private (54.5%) and public (78.3%) schools also
incorporated mental health in personal health
while seven (21.2%) and 2(8.6%) public schools
taught community health in addition. The scope
of the health related subject taught in both school
types were not significantly different (Table 2).

3.2.3 Teaching method

The direct teaching method where the teacher
stands in front of his/her pupils to deliver lessons
is the primary method of instruction in all
surveyed schools. Fifteen (45.5%) private and
10(43.5%) public schools integrated class
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activities such as play, concert and practical 5(21.7) public schools (p=0.001). Supplementary
class room activity during health education teaching aids such as film, television shows,
(p=0.884). In addition to these, occasional health computers etc, were used in 22(66.7%) private
talks to pupils by medical and other volunteer schools compared to 13(56.5%) public schools
groups also took place in 25(75.8%) private and (Table 2).

Table 1. Characteristics of surveyed schools

School characteristics School Type X*(P)
Private n (%) Public n (%)

School location N=33 N=23

Rural 4(12.1) 11(47.8) 7.1(0.008)

Urban 29(87.9) 12(52.2)

School population N=33 N=23

Less than 500 27(87.9) 9(39.1) 10.1(0.001)

500 or more 6(18.2) 14(60.9)

School foundation age N=33 N=23

Less than 10 8(24.2) 0(0) 38.8(0.001)

10 or more 25(75.8) 23(100)

School staff N=395 N=698

Teaching 331(83.7) 576(82.5) 0.21(0.687)

Non teaching 64(16.2) 122(17.5)

Health educator N=33 N=23

Yes 29(87.9) 21(91.3) 0.17(0.683)

No 4(12.1) 2(8.7)

Health educator with qualification N=33 N=23

Yes 10(34.5) 16(76.2) 8.49(0.004)

No 19(65.5) 5(23.8)

Bold p-values are statistically significant

Table 2. Health instruction parameters in surveyed schools

Parameters School type Total X’ (p-value)
Private N=33 n(%) Public N=23 n(%) N=56 n(%)
Time allocated to health instruction

Less than 2 hours per week 31(93.9) 23(100) 54(96.4) 0.23(0.64)
2-4 hours per week 2(6.1) 0(0.0) 2(3.6) 0.23(0.64)
Scope of health education

Personal health 33(100) 23(100) 56(100) 0.00(1.00)
Mental health 18(54.5) 18(78.3) 36(64.3) 3.32(0.68)
Community health 7(21.2) 2(8.6) 9(16.1) 0.78(0.38)
Growth and development 33(100) 23(100) 56(100) 0.00(1.00)
Safety education and first-aid 33(100) 23(100) 56(100) 0.00(1.00)
Nutrition 33(100) 23(100) 56(100) 0.00(1.00)
Teaching methods

Direct teaching in classroom 33(100) 23(100) 56(100) 0.00(1.00)
Integration of teaching with 15(45.5) 10(43.5) 25(44.6) 0.21(0.89)
other class activity

Visit by different volunteer 25(75.8) 5(21.7) 30(53.6) 15.9(0.00)
groups

Supplementary teaching aids 22(66.7) 13(56.5) 35(62.5) 0.60(0.40)

e.g. computers
Health instructors

Ordinary school teachers 19(57.6) 10(43.5) 29(51.8) 1.08(0.30)
Trained school teachers 8(24.2) 3(13.0) 11(19.6) 0.48(0.49)
Qualified health teachers 6(18.2) 10(43.5) 16(28.6) 4.25(0.04)

Bold figures for p value are statistically significant
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3.2.4 Health instructors

Qualifications of health instructors in surveyed
schools included Bachelor degree, diplomas or
certificates in health related subjects such as
Biology, Home Economics, Health Education,
Physical Education, Health Promotion and
Community Health Education. Qualified teachers
were health instructors in 6 (18.2) and 10
(43.5%) private and public schools respectively
(p=0.04).

3.2.5 Total score for school health instruction
evaluation

Of the schools surveyed, 9 (27.0%) of private
schools and 3 (13.0%) of public schools scored
below the minimum acceptable score of 16. The
proportion of private vs. public schools (73% vs.
87%, P=0.389) that scored above the minimum
required score and their mean score (17.6t4.4
vs. 17.7+2.2, P=0.939) was not significantly
different for school health instruction.

4. DISCUSSION

The study showed that school health instruction
as contained in the national school health policy
of Nigeria was present in the surveyed schools
[11]. Both the private and public school surveyed
attained the minimum required scores with
regards to school health instruction assessment.
Also, the scope of health instructions taught in
the schools surveyed showed no significant
difference. This may be due to the uniform
educational curriculum specified by the state
educational authority. This finding is in contrast
to that of Toma [12] who reported that all the
schools surveyed in Jos North LGA scored below
the minimum acceptable scores. The author
explained that the poor scores were due to poor
teacher’'s qualification. Although the time
allocated to health instruction in both the private
and public was not significantly different, it
was not in line with the guideline by the
National Council for Curriculum and Assessment
[13] that recommends at least 2 hours (i.e. 4
periods) per week. A study by Akani [14] in
Obi-akpor LGA of River State noted that
while 71% of schools surveyed allocated two
periods (about one hour), less than a fifth of
surveyed schools allocated 3 periods (about 1.5
hours) per week to health-related subjects. This
inadequate allocation of time to health education
was also reported in another study in Edo state
where 70% of surveyed teachers were of the
opinion that the time allocated to health
education in their respective schools was
inadequate [15].

Teachers with the requisite qualifications taught
health instruction in only a small proportion of the
schools surveyed, with public school having a
significantly higher number of qualified health
educators. This observation contrasts with
Akani’s [14] report which showed that none of the
28 schools surveyed had qualified health
instructor. This may be related to the worsening
unemployment rate in Nigeria today as opposed
to the 1990s when Akani carried out the study.
Today, due to limited job opportunities, many
graduates take up teaching posts just to earn a
living. The higher proportion of qualified health
teachers seen in this study may also be related
to the Universal Basic Education scheme
introduced in 1999 by the Obasanjo’s
administration which has laid emphasis on
training and retraining for primary school
teachers across the nation [16]. Although no
consensus seems to exist on the positive effect
of teacher’s qualification on student performance,
several authors [17-20] believe  that
strengthening teachers training might be a key
factor for achieving good learning outcome in
health and other subject area. Idehen and
Oshodin in their study noted that the lack of
health education teachers and relevant health
education textbooks were factors central to the
poor state of health instruction in Edo State
secondary schools [15].

The findings of inadequate time allocation to
health instruction and poor training in health
related subjects of teachers may deprive pupil’'s
the knowledge and skills needed to keep healthy.
This in turn may result in poor educational
achievement and increased morbidity and
mortality among them. This stresses the need for
continued  professional  development and
retraining of teachers in order to improve their
knowledge and skills in activities related to
impacting health knowledge to pupils.

5. CONCLUSION

There is need for sustained improvement in the
school health instruction delivery in primary
schools in Nnewi and other primary schools
across the nation through continued teachers
training and regular evaluation of policies in other
to meet best global standards.
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