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Abstract: Background: Integrating health services in primary health care (PHC) enhances efficiency, access, and 

comprehensive care, playing a vital role in achieving equity, universal health coverage (UHC), and better population 

health outcomes. 

Objective: This study examined the differences in integrated health service delivery between urban and rural PHC 

facilities in Anambra State, Nigeria. 

Methods: Interviewer-administered questionnaires and observation checklists assessed variations in service 

availability, workforce practices, and patient experiences across urban and rural PHC facilities. Health workers and 

clients were selected using probability and convenience sampling, respectively. Data were analysed using descriptive 

statistics and Chi-square tests at a 5% significance level. 

Results: Health workers provided specific services on designated days, with over 91% of clients having been turned 

away and asked to return for services on scheduled days. Urban PHC facilities had a statistically significant 

advantage over rural ones in human resource availability, frequency of basic service provision, and implementation 

of a two-way referral system. 

Conclusion: Strengthened policies, ongoing capacity building, and strong monitoring systems are vital for effective 

PHC service integration. 

Keywords: Integrated health services, Primary health care, urban-rural comparison, health workers, southeastern 

Nigeria. 

I.   INTRODUCTION 

Following the Alma-Ata Declaration, many countries, including Nigeria, adopted PHC to expand coverage and equity. 

Nigeria’s initial implementation efforts in 1976 and 1986, however, were unsuccessful [1], [2], [3], [4], [5], [6], [7], [8], 

[9], [10]. PHC is the foundation of Nigeria’s health system and a globally recognized, equitable, and cost-effective route to 
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achieving UHC and health-related SDGs [10], [11], [12]. Although PHC facilities make up about 85% of Nigeria’s health 

infrastructure, only an estimated 20% were fully functional by 2024, hindered by low utilization, skills gaps, long wait 

times, inadequate staffing, and inconsistent drug supply [11], [12]. Most PHC facilities in Nigeria are severely underutilized, 

serving just 5–10% of their capacity—largely due to public distrust, inadequate funding, and weak community engagement 

[13]. 

Currently, most PHC services are delivered through parallel vertical programs, leading to duplication and resource waste 

[3]. Integrating these services is essential for better coordination and efficient resource use. Service integration refers to 

delivering comprehensive health care daily to defined communities, simultaneously, in one location, by the same personnel 

[1], [3]. This setup benefits clients by allowing access to multiple services in a single [3]. Integrated health service delivery 

ensures a seamless, patient-centered experience by coordinating care across prevention, treatment, rehabilitation, and 

palliative services—replacing fragmented, siloed systems with continuous, holistic care. Service integration is supported 

by a cohesive health team, active ward system, structured supervision, and a functional two-way referral system [3]. 

Referral is the process by which a health worker seeks support from a better-resourced colleague at the same or higher level 

to manage a client’s case when resources—such as equipment, skills, or knowledge—are lacking [14], [15]. A two-way 

referral system is a structured relationship between health workers at the same or different system levels, enabling mutual 

case management and feedback [15], [16]. A two-way referral system requires prompt referrals from the initial provider 

and feedback from the receiving provider after treatment, including findings, investigations, and care given [15], [16]. This 

promotes continuity of care and builds the referring provider’s capacity. This study aimed to assess and compare the delivery 

of integrated health services in urban and rural PHC facilities in Anambra State. 

II.   METHODS 

This study was conducted in PHC facilities in six Local government areas (LGAs) of Anambra State in southeastern Nigeria. 

The State is made up three Senatorial zones, 21 LGAs, 330 wards and 177 communities, with the capital at Awka [17]. This 

was a facility based descriptive cross-sectional study. The study population included health workers at PHC facilities in the 

LGAs, as well as clients accessing services at those facilities. A sample size of 300 (health workers) was calculated using 

the appropriate Cochran’s formula [18], n0 = Z2pq/e2. 

A multistage sampling technique was used to select six LGAs (three urban and three rural) and 30 wards across Anambra 

State. At each stage, simple random sampling via balloting was applied. Five wards were chosen per LGA, and two PHC 

facilities per ward, yielding a total of 60 facilities. Health workers within these facilities were selected through simple 

random sampling. Additionally, four clients per facility were selected for exit interviews using convenience sampling. Data 

were collected using semi-structured, interviewer-administered questionnaires for health personnel and clients, alongside 

an observational checklist to assess staffing, daily service provision, and available resources in the selected facilities.  

Data collection tools were reviewed daily for accuracy and completeness. Data were entered and analyzed using SPSS 

version 20. Descriptive statistics—frequencies, percentages, means, and standard deviations—were used to summarize 

variables. Chi-square tests assessed significant differences and associations, with a significance level set at 0.05.  

III.   RESULTS 

Table 1 presents the sociodemographic profile of the health workers, all of whom were female. The majority were aged 

between 33 and 44 years, with over half having more than 10 years of service. Most were employed as CHEWs. Table 2 

presents the demographic characteristics of facility clients, with the majority being female and aged between 35 and 44 

years. Table 3 highlights statistically significant differences between urban and rural health workers in key service delivery 

practices, including completion of referral forms, provision and receipt of feedback, and delivery of health education 

services—all of which were more prevalent among urban workers. Table 4 reveals statistically significant differences in 

service access between urban and rural clients. Table 5 shows statistically significant differences in the availability of 

implants and Standing orders between urban and rural facilities. Table 6 shows a significant difference in urban and rural 

PHC facilities in the clear labelling of service areas. 
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Table 1: Demographic characteristics of health workers at the PHC facilities 

Variable  Frequency (n = 300) Percent  

Age (years)   

23 – 33   10 3.3 

34 – 44  149 49.7 

45 – 55  127 42.3 

>55 14 4.7 

Mean age ± SD 44.36 ± 6.46  

Marital status   

Never married 15 5.0 

Ever married 285 95.0 

Cadre of health worker   

JCHEW 67 22.3 

CHEW 145 48.3 

CHO 39 13.0 

Nurse/Midwife 49 16.3 

Number of years in service as a health worker   

1 – 5 years 19 6.3 

6 – 10 years 122 40.7 

>10 years 159 53.0 

*SD = Standard deviation, JCHEW = Junior community health extension worker, CHEW = Community health extension 

worker, CHO = Community health officer 

Table 2: Demographic characteristics of PHC facilities’ clients 

Variable    Frequency (n = 240) Percent  

Age (years)   

25 – 34 43 17.9 

35 – 44  86 35.8 

45 – 54  63 26.3 

55 – 64  32 13.3 

>64  16 6.7 

Mean age ± SD 45.14 ± 11.254  

Gender    

Male  34 14.2 

Female  206 85.8 

Marital status   

Never married 10 4.2 

Ever married 240 95.8 

   

Table 3: Comparison of some services provision between urban and rural PHC workers 

Variable  Urban PHC n 

(%) 

Rural PHC 

n (%) 

X2 p-value 

Do you fill referral forms for clients?     

Yes, always 11 (7.3) 9 (6.0)   

Yes, sometimes 125 (83.3) 90 (60.0)   

No  14 (9.3) 51 (34.0) 26.959 0.000 

Do you give feedback to facilities?     

Yes, always 13 (8.7) 12(8.0)   

Yes, sometimes 107 (71.3) 74 (49.3)   

No  30 (20.0) 64 (42.7) 18.354 0.000 
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Do you get feedback from facilities?     

Yes, always 12 (8.0) 4 (2.7)   

Yes, sometimes 105 (70.0) 90 (60.0)   

No  33 (22.0) 56 (37.3) 11.098 0.003 

Do you expect feedback from facilities?     

Yes, always 14 (9.3) 13 (8.7)   

Yes, sometimes 111 (74.0) 84 (56.0)   

No  25 (16.7) 53 (35.3) 13.827 0.001 

Do you provide health education daily?     

Yes  132 (88.0) 103 (68.7)   

No  18 (12.0) 47 (31.3) 16.517 0.000 

Table 4: Comparison of some services accessed by facility clients in urban and rural PHC 

Variable  Urban PHC n 

(%) 

Rural PHC n 

(%) 

X2 p-value 

Are labour & delivery services available daily?     

Yes  93 (77.5) 65 (54.2)   

No  27 (22.5) 55 (45.8) 14.523 0.000 

Are health education services available daily?     

Yes  84 (70.0) 56 (46.7)   

No  36 (30.0) 64 (53.3) 13.440 0.000 

Ever been referred to another facility?     

Yes  77 (64.2) 105 (87.5)   

No  43 (35.8) 15 (12.5) 17.825 0.000 

Were you given a referral letter?     

Yes  33 (42.9) 36 (34.3)   

No  44 (57.1) 69 (65.7) 1.387 0.239 

Ever returned with feedback?     

Yes  23 (29.9) 26 (24.8)   

No  54 (70.1) 79 (75.2) 0.589 0.500 

Table 2: Comparison of available Material resources between urban and rural PHCs 

Variable  Urban PHC (%) Rural PHC (%) X2 p-value 

Operation of an effective drug revolving 

fund 

80.0 90.0 1.176 0.278 

Standing Orders available 56.7 80.0 3.774 0.052 

Standing Orders utilized 20.0 10.0 0.523* 0.470 

Two-way referral forms available 26.7 13.3 1.667 0.197 

Two-way referral forms utilized 6.7 0.0 0.517* 0.472 

Essential drugs available  90.0 100.0 1.404 0.236 

Vaccines available  100.0 100.0 0.000 1.000 

Thermometer available 100.0 100.0 0.000 1.000 

Functioning weighing scale available 93.3 96.7 0.351 0.554 

Fetoscope available  100.0 100.0 0.000 1.000 

Functioning BP apparatus available 93.3 96.7 0.351 0.554 

Oral contraceptive pills available 93.3 93.3 0.000 1.000 

Condoms available 93.3 93.3 0.000 1.000 

Injectable (contraceptives) available 96.7 93.3 0.000 1.000 

IUCD available 53.3 36.7 1.684 0.194 

Implants available 83.3 60.0 4.022 0.045 

*Continuity Correction 
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Table 3: Comparison of other services and ancillary resources between urban and rural PHCs 

Variable  Urban PHC (%) Rural PHC (%) X2 p-value 

Supervisory schedules available 66.7 66.7 0.000 1.000 

Supervisory schedules effectively implemented 13.3 3.3 0.873 0.350 

Supervisory checklists available 76.7 56.7 2.700 0.100 

Supervisory checklists utilized 10.0 0.0 1.404* 0.236 

Service areas clearly labelled 50.0 16.7 7.500 0.005 

Facility clean and well maintained 90.0 86.7 0.000 1.000 

*Continuity Correction 

IV.   DISCUSSION 

Integrated service delivery promotes efficient use of scarce resources while enhancing client convenience and satisfaction 

[1], [3]. It enables families to access diverse services for members of all ages and genders in a single visit, thereby improving 

service uptake, reducing loss to follow-up, and strengthening continuity of care at individual, family, and community levels.  

All health care workers reported having designated days for specific services, with over 99% admitting to turning away 

clients and asking them to return on scheduled days. Similarly, over 91% of clients confirmed being turned back for this 

reason. Such practices risk missed care opportunities, as many clients may not return due to personal, financial, logistical, 

or geographic barriers. Labour and delivery (93.3%), treatment of common ailments (91.3%), and health education (78.3%) 

were the most frequently reported daily services by health workers. Clients similarly identified treatment of common 

ailments (93.3%), labour and delivery (65.8%), and health education (58.3%) as routinely accessible. The gap in daily 

provision of health education highlights systemic inefficiencies in promoting health and preventing disease, underscoring a 

missed opportunity in comprehensive PHC delivery. Health education is a vital tool for disease prevention, early detection, 

and effective management [19]. Its inconsistent daily delivery may stem from some health workers’ limited awareness of 

its central role in client care. Many tend to prioritize curative services, often overlooking the preventive and promotive 

aspects that rely heavily on education and communication. 

Referral forms are essential documents in patient transfers between health facilities. They communicate the working 

diagnosis, requested investigations and results, management plan, and challenges faced by the referring provider. This 

enables the receiving health worker to build on existing care, address any gaps, and ensure improved patient outcomes. 

Only 6.7% of health personnel consistently complete referral forms for referred clients, while over 84% are unaware of 

their importance. Consequently, just 5.3% regularly receive feedback from referral facilities—likely due to the absence of 

referral documentation, which leaves receiving providers unsure of whom to address. These findings align with similar 

studies across Africa, highlighting systemic gaps in referral communication and documentation [15], [20]. Alarmingly, only 

9% of health care providers expect feedback from referral facilities. Just 37.9% of referred clients received referral forms, 

and only 26.9% returned with feedback. These figures highlight the breakdown of the two-way referral system, which likely 

undermines care continuity and compromises the overall quality of services provided to clients.  

A significantly higher proportion of urban PHC facilities had CHEWs and nurse/midwives compared to rural ones (p = 

0.022). These cadres constitute the core of the PHC workforce, indicating a concentration of human resources in urban 

areas. Contributing factors may include poor road access, inadequate educational infrastructure, and limited social amenities 

in rural settings. The resulting manpower shortage in rural areas likely compromises service quality and may explain why 

JCHEWs and VHWs are confined to facility-based roles, neglecting essential community outreach services.  

There were no significant differences between urban and rural PHC facilities in the overall availability of basic health care 

services. However, community mental health services were absent across both settings, and follow-up services were 

available in fewer than 24% of facilities. Statistically significant differences were observed in the number of days per week 

that services such as immunization, adolescent health, home visits, geriatric care, food demonstrations, and growth 

monitoring were offered—these were more frequently available in urban facilities. This disparity may be attributed to higher 

population density in urban areas, which sustains greater service demand and utilization compared to sparsely populated 

rural communities.  

Most urban and rural PHC facilities operated an effective drug revolving fund scheme, ensuring consistent availability of 

essential drugs and materials for quality patient care. While Standing Orders for patient management were more available 
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in rural facilities (p = 0.052), their utilization remained low—only 10% in rural and 20% in urban settings—likely due to 

inadequate post-employment orientation. Similarly, two-way referral forms were scarcely available, with just 6.7% of urban 

facilities reporting usage. This mirrors findings from other African studies and reflects poor perception and insufficient 

capacity building among health care providers [20], [21].  

There were no significant differences in the availability of modern contraceptives between urban and rural PHC facilities, 

except for implants, which were more available in urban settings (p = 0.045). This disparity may stem from a lack of trained 

personnel in rural areas or client-related factors such as low education levels and cultural beliefs. While over 66% of both 

categories of facilities had supervisory schedules and 56% had checklists, implementation was poor—only 10% of urban 

facilities used the checklists. Additionally, significantly more urban facilities had clearly labelled service areas (p = 0.005), 

which supports efficient service delivery and reduces client waiting time by improving facility navigation. 

A significantly higher proportion of urban PHC workers complete referral forms for referred clients (p = 0.000) and provide 

feedback to referring facilities (p = 0.000) compared to their rural counterparts. Consequently, more urban providers also 

receive feedback from referral destinations (p = 0.003), while fewer rural workers expect such feedback (p = 0.001). These 

findings suggest that two-way referral practices are more robust in urban settings. Additionally, daily provision of health 

education services is significantly more common among urban PHC workers (p = 0.000), highlighting disparities in 

preventive care delivery. A significantly higher proportion of urban clients accessed daily health education and labour and 

delivery services compared to rural clients (p = 0.000). Conversely, a greater percentage of rural clients reported having 

been referred to other facilities for further care (p = 0.000). However, there were no significant differences between urban 

and rural clients regarding receipt of referral letters or return with feedback, indicating a systemic gap in referral 

documentation and follow-up across both settings. 

V.   CONCLUSION 

This study reveals a lack of integrated service delivery across PHC facilities, as most clients reported being asked to return 

on specific days for certain services. Urban PHC facilities demonstrated a statistically significant advantage over rural 

counterparts in terms of human resource availability, frequency of basic service provision, and adherence to two-way 

referral practices. These disparities highlight systemic inefficiencies and inequities that hinder the delivery of 

comprehensive, client-centered care.  

This study recommends targeted training and capacity building for health workers to improve their understanding and 

implementation of integrated service delivery. It also calls for stronger political commitment and equitable resource 

allocation to ensure consistent availability of essential services, particularly in underserved areas. Strengthening supervision 

and revitalizing the referral system are essential for enhancing service quality and continuity of care.  

Declarations  

Ethical consideration 

Ethical approval for the study was obtained from the Health Research Ethics Committee of Chukwuemeka Odumegwu 

Ojukwu University Teaching Hospital (COOUTH/CMAC/ETH.C/VOL.1/FN:04/134). Permission was also granted by the 

Anambra State Primary Health Care Development Agency. Written informed consent was obtained from all participants, 

and participation was entirely voluntary. 

Competing interests 

The authors declare that there are no competing interests. 

Funding  

This study had no external funding. 

Author contributions 

IAN conceived the study and was involved in all processes of initial manuscript development, data collection, analysis, and 

interpretation of the results. HNO, CCN, IGE, CAE, CUN, IVO and KCN collected and analysed data, and developed the 

final manuscript. All authors critically reviewed the contents of the manuscript. 

Acknowledgement 

None. 

http://www.researchpublish.com/journalss/IJHS
https://www.researchpublish.com/
https://www.researchpublish.com/


International Journal of Healthcare Sciences    ISSN 2348-5728 (Online) 
Vol. 13, Issue 2, pp: (388-394), Month: October 2025 - March 2026, Available at: www.researchpublish.com 

 

  Page | 394  
Research Publish Journals    

REFERENCES 

[1] Obionu CN. Primary Health Care for Developing Countries. 2nd ed. Nigeria: Delta Publications Nigeria Limited, 2007. 

[2] Health Reform Foundation of Nigeria. Nigerian Health Review, 2007; Primary Health Care in Nigeria: 30 Years after 

Alma Ata. Nigeria: National Library of Nigeria Cataloguing-in-Publication Data, 2007. 

[3] NPHCDA. Operational Training Manual and Guidelines for the Development of Primary Health Care System in 

Nigeria. Abuja, 2004. 

[4] Njelita IA, Ikani PA, Eyisi IG, Nwachukwu CC, Ifeadike CO, Njelita CU. Ward Health System in Nigeria: Are Health 

Workers in the Local Government Areas Well Informed? American Journal of Public Health Research 2023; 11(2): 

43 – 49. DOI:10.12691/ajphr-11-2-1 

[5] NPHCDA. Introduction to the Ward Health System. Abuja, 2006. 

[6] Njelita IA, Ikani PA, Nwachukwu CC, Eyisi IG, Ezenyeaku CA, Ifeadike CO, Njelita CU. Ward Health System in 

Nigeria: An Assessment of the Awareness and Role of Community Members. American Journal of Biomedical 

Research 2023; 11(1): 1 – 6. DOI:10.12691/ajbr-11-1-1 

[7] Abosede OA, Campbell PC, Olufunlayo T, Sholeye OO. Establishing a Sustainable Ward Health System in Nigeria: 

Are Key Implementers Well Informed? J Community Med Health Educ 2012; (2): 164. doi: 10.4172/2161-

0711.1000164 

[8] Abosede OA, Sholeye OF. Strengthening the Foundation for Sustainable Primary Health Care Services in Nigeria. 

Primary Health Care 2014; 4(3): 167. doi: 10.4172/2167-1079.1000167 

[9] Lucas AO, Gilles HM. Short Textbook of Public Health Medicine for the Tropics. 4th ed. London: Arnold Publishers 

London, 2003. 

[10] Mbaegbu CC, Agwu P, Etiaba E, Onwujekwe O. Catalysing community ownership and engagement for functional 

primary health care facilities in Nigeria. Discover Public Health 2025; (22): 380. https://doi.org/10.1186/s12982-025-

00747-8 

[11] Iyinbor VT, Olu OOM, Nwaogwugwu JC, Adam VY. Perceptions and Factors affecting Utilization of Primary Health 

Care Services in a predominantly Urban Community in South-South Nigeria. Journal of Medicine and Biomedical 

Research 2023: 22 (2) 38 – 46. https://dx.doi.org/10.4314/jmbr.v22i2.6 

[12] Yissa SS, Ogunniyi TJ, Dine RD. Strengthening primary health care in Nigeria: a means to achieve universal health 

coverage. BMJ Glob Health 2025;(10): e018486. doi:10.1136/bmjgh-2024-018486 

[13] Federal Ministry of Health. Revised national health policy. Abuja, 2004. 

[14] Cervantes K, Salgado R, Misun Choi M, Henry D, Kalter HD. Rapid Assessment of Referral Care Systems: A Guide 

for Program Managers. Published by the Basic Support for Institutionalizing Child Survival Project (BASICS II) for 

the United States Agency for International Development. Arlington, Virginia 2003. https://www.who.int/ 

management/facility/RapidAssessmentofReferralCareSystems.pdf 

[15] Enabulele O, Enabulele JE. A look at the two–way referral system: experience and perception of its handling by 

medical consultants/ specialists among private medical practitioners in Nigeria. Int J Fam Commun Med. 

2018;2(3):86‒92. DOI: 10.15406/ijfcm.2018.02.00054 

[16] Ren JP, Guo O, Xu W. A study on present situation of two-way referral of community health service in Hangzhou 

City, Zhejiang Province of China. J Hangzhou Teach Coll 2007; 392 – 395.   

[17] Ministry of Health, A. S. Anambra State Strategic Health Development Plan 2010 – 2015, 2010. https://drive.google. 

com/file/d/0B1DAmtM1BcbMc01Va3RIMTZWSjQ/view?resourcekey=0-QJ6xH0sB3CgvSMCjAwGfaA 

[18] Glen S. Sample Size in Statistics (How to find it): Excel, Cochran’s Formula, General tips, 2021. Retrieved from 

https://www.statisticshowto.com/probability-and-statistics/find-sample-size/#google_vignette 

[19] Obionu CN. Guide to Tropical Public Health & Community Medicine. 1st ed. Nigeria: Ezu Books Limited, 2018. 

[20] Asuke S, Ibrahim MS, Sabitu K, Asuke AU, Igbaver II, Joseph S. A comparison of referrals among primary health-

care workers in urban and rural local government areas in North-Western Nigeria. Journal of Medicine in the 

Tropics2016; 18 (2):s 93 – 97. DOI: 10.4103/2276-7096.192233. 

[21] Kamau KJ, Osuga BO, Njuguna S. Challenges Facing Implementation of Referral System for Quality Health Care 

Services in Kiambu County, Kenya. Health Syst Policy Res. 2017; 4 (1): 48 DOI: 10.21767/2254-9137.100067 

 

http://www.researchpublish.com/journalss/IJHS
https://www.researchpublish.com/
https://www.researchpublish.com/

