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ABSTRACT: The study investigate human resource for health management practices on training 

and development between secondary and tertiary healthcare facilities. The study adopted a 

descriptive research design. The independent t-test analysis showed that the calculated t- value of 

2.412 was greater than the critical t-value of 1.96 at 0.05 alpha level of significance. Specifically, 

on in-service training, 35.7% and 19.7% of secondary healthcare respondents reported not 

practiced and practiced to a little extent respectively. This shows significant differences from 

responses in the tertiary healthcare facilities with only 17.6% and 21.3% respectively reported 

corresponding responses (that is, negative responses of 55.4% and 38.9% for secondary and 

tertiary respectively). This observed trend in the secondary healthcare facilities was affirmed by 

qualitative responses where secondary level respondents verbalized non provision for in-service 

training. However, in both States, secondary healthcare facilities key informants affirmed the 

assistance and role of development partners in staff training and development but that such 

trainings are in their (partners’) area of interest/interventions. It was recommended that bi-annual 

training, retraining and development of the health workforce should be made an area of utmost 

priority particularly at the secondary level of care. This is important considering the paucity in 

stock of HRH and emerging challenges emanating from the trend of disease outbreaks and 

occurrence.  

KEYWORDS: human resource, health management practices, training and development, 

secondary and tertiary healthcare facilities, cross river state and Ebonyi state. 
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INTRODUCTION 

 

Background to the study  

Human Resource for Health is one of the most important resources required in the health sector. 

They are the corner stone of the healthcare delivery system as they determine access to healthcare, 

quality of healthcare services and to a great extent, the success of any healthcare programme. 

Despite the glaring importance of human resource for health, challenges in adequacy and mix of 

HRH prevail globally and in Nigeria.  The International Labor Organization (ILO) posits that 

globally 10.3 million additional health workers are required to close the current gaps to ensure the 

delivery of universal healthcare. The shortage of HRH is more worrisome in developing countries, 

mainly in Asia where 7.1 million and in Africa 2.8 million trained health workers are needed (ILO, 

2014).  

 

In Nigeria, the poor performance of the entire healthcare system has been attributed to several 

factors with the challenge of Human Resource for Health as a major contributor (Uneke et al., 

2007).The HRH challenges in Nigeria are widespread however, the challenges differ between 

zones and States; and between rural and urban dwellings. The pervasive shortage of human 

resource for health has affected negatively the implementation of health programmes, quality of 

healthcare services and is a major cause of prolonged waiting time in health facilities (PRRINN-

MNCH, 2014; O’Neill, Edim & Obarein, 2014; Salami et al., 2016.).In Cross River and Ebonyi 

States, Human Resource for Health constraints have been identified as a huge challenge to the 

effective functioning of the health sector and has been implicated as the major cause of failure of 

laudable health programmes such as HIV/AIDS interventions, immunizations and free maternal 

and child healthcare services (Cross River State Agency for control of HIV/AIDS, 2013; Uneke et 

al., 2014; Oku et al., 2017). Major gaps related to the health workforce include inadequate number 

of health personnel, inappropriate distribution of trained personnel, de-motivated health 

workforce, high attrition of health workers and staff lost as health professionals migrate to other 

health institutions, States and developed countries in search of greener pastures (Cross River State 

Ministry of Health, 2015). 

 

Several factors have been identified as contributing to the Human Resource for Health challenges 

in Nigeria. Among these factors interestingly is the failure in implementation of Human Resource 

for Health Management practices resulting in de-motivated health workforce, high attrition and 

migration experienced at all levels (Uneke et al., 2007;  Fajana, Owoyemi, Elegbede & Sheriff, 

2011: Omoluabi, 2014). Strong positive ties exist between effective HRM practices and workers 

motivation, retention, job performance, success of health programmes and a viable tool for 

achieving sustainable solutions to the HRH challenges (Mugo, Nyandika & Okibo, 2014; 

Jaskiewiez et al., 2015)What then are the Human Resource Management practices in Cross River 

and Ebonyi States? This question prompted this study which investigates Human Resource for 

Health Management Practices at secondary and tertiary healthcare facilities in Cross River and 

Ebonyi States. Specifically the study assessed availability of HRH policies and documents; 

investigates  Human Resource for Health Management practices on planning; recruitment and 
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deployment; training and development; retention; workplace safety and security; performance 

management and human resources information systems.  

 

This paper aim to identify various gaps or challenges in human resource for health management 

practices on training and development in both secondary and health care facilities. In Nigeria, 

several challenges have been reported within the health sector especially in funding as regards 

training and development of the health workforce (Adeloye, et al, 2017; Adindu & Asuquo, 2013). 

Few researches on HRH has been carried out in both Ebonyi and Cross River state, however, no 

comparative study have been carried out to identify disparity in training and development practices 

between Ebonyi and Cross River State and between Secondary and Tertiary healthcare facilities. 

This paper has specifically revealed that in Cross River and Ebonyi State Secondary health 

facilities, in-service training is basically carried out in collaboration with Development Partners. 

Therefore, opportunity for training is dependent on areas of interest and intervention of the 

sponsoring body (Development Partners) and may not be the healthcare facilities area of need. 

This is conspicuously different in the tertiary level where staff are only trained in the identified 

areas of healthcare facility needs. The disparity revealed by this study is significant as both tertiary 

and secondary facilities serve the same population and therefore need technically competent health 

workforce that meet the needs of the people. 

 

LITERATURE REVIEW 

 

Human resource for health management practices on training and development 

WHO estimates that an additional 4.3 million health workers are needed worldwide to meet the 

healthcare needs of the world population. The lingering human resource for health crisis has 

detrimental effect on the health and wellbeing of millions of people, yet the production of the 

health professionals is not adequate to close this shortfall (WHO, 2016). This challenge therefore 

demands that production of healthcare professionals through trainings (pre-service, in service and 

post-basic) should be made a priority. In order to increase health workforce population, enhance 

productivity and performance of employees, trainings of different kinds including pre-service and 

in-service trainings and development are required to equip healthcare professionals with the 

necessary skills for service delivery. To ensure this, the responsibility of updating staff knowledge 

and skill has to be discharged by HR Managers in a competent way (Alemu et al., 2011).  Kabene 

et al., (2006) posit that a properly trained and competent workforce is essential to any successful 

healthcare system. 

 

Training is viewed as the systematic acquisition and development of the knowledge, skills, and 

attitudes required by employees to adequately perform an assigned job or task to boost 

performance in the job environment. Trainings carried out should be able to equip the employee 

with new knowledge and skills that are relevant to the assigned task; training should meet 

employee and organizational needs and, should be efficiently and effectively designed and 

delivered (Hong, Hao, Kumar, Ramendran & Kadiresan, 2012). Hong et al. again assert that, when 

the results of training reflected in improvements in relevant knowledge and the acquisition of 

relevant skills manifest, employee job performance should improve provided that the skills learned 

in training are transferred to the job. Training outcomes should reflect in improved performance 
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such as increase productivity and improved quality of services. The glaring importance of human 

resource makes it imperative for each society, even some of the poorest to invest important in 

training the required human resources (Hong et al.2012). According to WHO (2016) scaling up 

training programmes to produce multi-disciplinary service delivery teams which include carefully 

balanced mix of clinicians, community health workers and health managers is clearly urgent and 

essential (WHO, 2016). However, the challenge of human resource for health is not limited to 

simply increasing the numbers of workers but being concerned on their mix and competencies. 

Human resource for health challenges are worsened by the fact that their skills, competencies, 

clinical experience and expectations are often poorly suited to the health needs of the populations 

they serve. Increasing the quantity and improving the quality and relevance of health workers to 

meet the needs of the 21st century and contribute to better population health outcomes require 

implementation of the health policy on training (WHO, 2016). 

 

Appropriate training and skill development lapses are glaring in Nigeria. Some of the gaps in HRH 

training highlighted by Adindu and Asuquo (2013) include uneven distribution of training 

institutions with 75% of medical schools situated in the southern part of the country; some health 

professionals training institutions produce too many of some categories who cannot be adequately 

absorbed within the environment and under produce other critically needed categories; absence of 

health service management in the content of training schools curricula; training of doctors, nurses 

and other professionals are highly clinical and curative oriented with skills beyond clinical 

competencies not integrated; training institutions rarely develop curricula based on the social, 

cultural realities and health needs of the people; clinical approaches and orientation of 

technologically developed countries dominate pre-service training in Nigeria; course content and 

mode of delivery or teaching remain unchanged even when topics are obsolete and no more 

relevant; each discipline fights for supremacy, students are indoctrinated and graduate with similar 

notion rendering health organizations dysfunctional (Adindu & Asuquo, 2013) Labiran et al (2008) 

also identified some gaps contributing to the HRH challenges in Nigeria as limit placed on number 

of  students to be admitted in health training institutions. They observed that the practice of limiting 

enrolment of students to fifty (50) in the health training institutions has a detrimental effect on the 

production of the necessary healthcare professionals.  

 

On production and pre-service training, the National Human Resource for Health policy states that 

they shall be increase production of frontline caregivers such as Nurses/ midwives, community 

nurses and midwives and CHEWS in line with projected requirements. Some of the strategies 

outlined in the policy include; determining nurse/midwives and health workers needs over a period 

of 10 years; adequate budget allocation for training of the critically needed staff; building capacity 

of states or zonal training institutions in terms of infrastructure, equipment’s and tutors; adjusting 

intakes into health training institutions regularly on the basis of projected requirement (FMOH, 

2007).  Also, to boost  pre-service training and in addition to the other strategies, the policy 

identified the following strategies; training and retraining of administrators and tutors, States 

sponsoring candidates and bonding them to return to serve; encouraging establishment of 

community nursing/midwifery training institutions for the production of adequate number of 

community nurses and midwives; regular reviewing of training curricula and periodic introduction 

of new and relevant specialization courses (FMOH, 2006; FMOH, 2007). 
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To enhance the capacity of staff and ensure continuing professional development, some strategies 

were indicated which include; re-orienting postgraduate and post-basic programmes to the priority 

needs of the country; providing scholarship to trainees and staff in needed specialty and to bond 

them, and developing special bridging programmes of training which allow desirous technical 

grade health workers to progress. The policy also made provision for In-service training. The 

government in the policy also declared it commitment to expose healthcare professionals 

irrespective of workplace, cadre or category to frequent training updates in other to be abreast with 

current trends in healthcare, enhance their knowledge, skills and attitude in the performance of 

their assigned roles and responsibilities (FMOH, 2006; FMOH, 2007). However failure in this 

commitment seem to prevail as gaps in staff continuing education training and development have 

been reported by several studies. Adeloye, David, Olaogun, Auta, Adesokan and Gandanya et al. 

(2017) observed some challenges within the health sector in Nigeria especially in training, funding 

of programmes as well as financing trainings and development of the health workforce. They 

further reported that, there are no provisions for regular clinical training across several health 

facilities despite credit units needed from this for continuing professional development which is 

mandatory. Again, in Cross River State, Adebajo, Okereke, Friday (2017) reported that Nursing 

and Midwifery schools have not been fully accredited… and professional development for staff 

do not exist.  In attempt to intervene in the challenges besieging the secondary healthcare 

sector/facilities, the FMOH in 2005 set up a committee to identify strategies for strengthening the 

secondary healthcare delivery system. Among the utmost challenges identified by the committee 

was lack of continuing education (capacity building) for the existing secondary healthcare 

workforce (FMOH, 2005). However, the intervention of Population Council a non-governmental 

development partner in Cross River State has led to improvement in In-service training and 

accreditation of schools of Nursing and Midwifery.  

 

METHODOLOGY 

 

Study setting 

The settings for this research are Ebonyi State in the South-east and Cross River State in the South-

south geopolitical zones of Nigeria. The south-east geopolitical zone consists of Abia, Anambra, 

Ebonyi, Enugu and Imo States while the south-south zone comprise of Akwa Ibom, Bayelsa, Cross 

River, Delta, Edo and Rivers States. The choice of the two States from two different geo-political 

zones whose findings reveal the prevailing HRH management practices provide room for 

comparison of findings across the zones. These differences include political will and commitment 

that may influence HRH management practices particularly in the secondary health facilities.   

 

Cross River State  

Cross River State is in the south-south geopolitical zone of Nigeria, with Calabar as the State 

capital. The present Cross River State came into being in 1987 when Akwa Ibom State was carved 

out of the old Cross River State (Cross River State Ministry of Health, 2010). It has eighteen local 

government areas with a projected 2006 population of 2,888,966, comprising 1,492,465 males and 

1,396,501 females. There are 196 political wards in the State shared into three senatorial districts; 

south, central and northern senatorial districts (National Population Commission, 2009). The State 
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shares common boundaries with Cameroon Republic in the East, Benue State in the North, Ebonyi 

and Abia States in the West and the Atlantic Ocean and Akwa Ibom State in the south. 

The people of Cross River are predominantly farmers and fishermen with a few petty traders and 

civil servants. The main sources of income are from federal subvention, income taxes from few 

companies and large quantities of limestone in Akamkpa LGA. It has a total landmass of about 

23,000 square kilometers. 

 

Health indices and healthcare delivery 

The demographic data in Cross River State shows that women and children under five who are the 

most vulnerable, constitute 22% and 20% of the total population of the State respectively. Health 

indicators such as maternal mortality ratio (2000/100,000), under-five mortality (175/1000) and 

infant mortality (120/1000) rates which rank Cross River State amongst the States with the highest 

maternal and child death in Nigeria. Considering that women constitute 22% and under five 

children 20% of the total population of the State, these high mortality indicate that the healthcare 

services were inadequate (Cross River State Ministry of Health, 2010). Measures of access to 

healthcare services in the State show the following cove rages; antenatal care (68%) births assisted 

by a skilled provider (44%) births delivered in a health facility (39%), percentage of children 12-

23 months who are fully immunized (38%), contraceptive prevalence rate (16.0%) among others. 

The coverage of most interventions is too low to contribute any significant improvement in the 

health status of the people of the state (Cross River State Ministry of Health, 2010).  

 

Human resource for health 

The State has a total health workforce population of 3,367 personnel which include 363 doctors, 

1,634 nurses/midwives, 5 dentists and 85 pharmacists. General Hospital Calabar alone has a total 

health workforce of about 293 health personnel (Cross River State Ministry of Health, 2015). 

Interestingly, the State has a Human Resource for Health Policy which was launched in September, 

2017 (Cross River State Ministry of Health, 2017). The University of Calabar Teaching Hospital 

which is the only tertiary health facility in the State has a health workforce population of 1, 360 

(University of Calabar Teaching Hospital: Human Resources Unit, 2017).  

 

Ebonyi State  

Ebonyi State was created on October 1st, 1996 from the present Enugu and Abia States with its 

headquarters at Abakaliki. It is bounded by Cross River State in the east, Enugu State in the west, 

Benue State in the north and Abia State in the south. The State has thirteen local government areas 

grouped into three senatorial districts namely, Ebonyi North comprising Abakaliki, Ebonyi, 

Ohaukwu and Izzi LGAs; Ebonyi central made up of Ishielu, Ikwo, Ezza North and Ezza South 

LGAs; and Ebonyi South made up of Afikpo North, Afikpo South, Ivo, Ohaozara and Onicha 

LGAs. Ebonyi State occupies    approximately a land mass of 5,935 square kilometers with a 

population of 2, 176, 947 and is situated between latitude 5°40ʹ and 8°30ʹ (NPC, 2009).  The 

population of the State is made up of 48.9% males and 51.1% females with an average population 

density of 286 persons per square kilometer. The State is mainly rural with about 75% of the 

population living in rural areas (Ebonyi State Ministry of Health, 2010). 
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The mainstay of the people of Ebonyi State is Agriculture with over 75% of the people engaged in 

farming and related activities. Some of the crops produced by the State includes yam, rice, cassava, 

groundnut and tree crops like palm produce (Ebonyi State Ministry of Health, 2010). 

 

Health indices and healthcare delivery 

The life expectancy at birth in Ebonyi State was 53.8 years for female and 52.6 years for males in 

1991 but declined to 46 years for females and 45 years for males in 2006. Infant mortality rate 

(IMR) has remained high and is estimated at 99 per 1000 live births while the under-five mortality 

rate (U5MR) is 191 per 1000 live births; maternal mortality rate (MMR) in the State is one of the 

highest in the country with ratio of about 1500 per 100,000 population (Ebonyi State Ministry of 

Health, 2010).According to the Strategic Healthcare Development Plan (2010), the healthcare 

system in the State is extremely weak with the primary and secondary health care levels virtually 

collapsed. The State has one tertiary health facility which is the Federal Teaching Hospital 

Abakaliki (FETHA) located in the State capital. In addition, there is strong presence of mission 

hospitals and private for profit health facilities (especially in the State capital), and about 60% of 

health services in the State are provided by the mission hospitals (Ebonyi State Ministry of Health, 

2010).  

 

Human resource for health 

According to Ebonyi State Ministry of Health (2015), Ebonyi State has a total of 1, 207 trained 

health personnel. The interventions within the human resource for health target the distributions 

of workforce which is currently skewed towards urban population.  General Hospital Onueke 

situated in Ezza Local Government Area has a total of 15 health professionals while Federal 

Teaching Hospital Abakaliki has a population of 1,996 health personnel (Federal Teaching 

Hospital Abakaliki: Human Resource Unit, 2017). General hospital Onueke (GHO).Onueke 

General Hospital which is a secondary level of healthcare, was established in 1978 at the 

headquarters of the Ezzas in Ezza Local Government Area of Ebonyi State. The hospital was cited 

as a referral center for patients from Ezza Local Government Area Primary healthcare facilities. 

GHO comprises medical, nursing, medical laboratory, pharmacy, health information, and 

radiography and community health departments. It has a total number of 10 beds with patients’ 

flow of 40, 000 in a year, and a total workforce of fifteen (15) health professionals (Ebonyi State 

Ministry of Health, 2017). 
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Map showing the study sites (Cross River and Ebonyi States). 

PLATE. 1: Map indicating study sites 

Adapted from http://ngex.com/nigeria/places 

 

Federal Teaching Hospital Abakaliki (FETHA)  

The Federal Teaching Hospital Abakaliki is a tertiary health institution in Abakaliki, Ebonyi State, 

dedicated to the provision of quality, accessible and affordable healthcare services with effective 

training and research services. It was created in the 1930s under the British Colonial administration 

with the name casualty control center. It was later changed from Casualty Control Center to 

Abakaliki General Hospital and then to Federal Medical Center (FMC). In 2011, FMC was 

upgraded to Federal Teaching Hospital Abakaliki, which was later merged in the same year with 

Ebonyi State  

(study site) 

Cross River State  

(Study site) 
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Ebonyi State University Teaching Hospital (EBSUTH). From then on it came to be known as 

FETHA. 

 

FETHA comprised medical, nursing, pharmacy, laboratory, physiotherapy, health information, 

radiology/radiography, dental and community health departments. It has a total number of 604 

beds with patients’ flow of 152, 814 per year and a total workforce of 1,996 health professionals 

(Federal Teaching Hospital: Human Resource Unit, 2017). 
 

General Hospital Calabar (GHC) 

General Hospital Calabar is a secondary level of healthcare situated in Calabar South Local 

Government Area of Cross River State. It was established in the year 1992. 

The hospital has the following departments; medical, nursing, pharmacy, medical laboratory, 

health information, radiography and community health departments. General hospital Calabar has 

available beds of 135 with patients’ flow of 19, 793 per year and a total workforce of 293 health 

professionals (Cross River State Ministry of Health, 2017). 

 

University of Calabar Teaching Hospital (UCTH) 

UCTH was established in 1897 as St. Margaret’s hospital located at Old Government Hill in the 

present day Calabar South LGA by the British colonial Government. In 1980 the hospital formally 

assumed it status as UCTH. Also, it was during this time that the contract for the construction of 

the permanent site was awarded and work commenced on the project. In the year 2000, UCTH 

moved to its permanent site in Calabar Municipal Council (Erim, & Ndoma-Egba, 1998). UCTH 

comprises the following Departments; medical, nursing, pharmacy, medical laboratory, 

radiology/radiography, health information, physiotherapy, dental and community health 

departments. It has 615 available beds with patients’ flow of 156, 049 per year and a total health 

workforce of 1, 360 health professionals (University of Calabar Teaching Hospital: Human 

Resource Unit, 2017). 
 

Study design  

A descriptive cross sectional design was adopted for this study to investigate Human Resource for 

Health Management Practices in the secondary and tertiary healthcare delivery system. This study 

generated quantitative and qualitative data using diverse instruments such as observational 

checklist, questionnaire, and key informant interview schedule. 

 

Study population 

The population of the study consist of health professionals from the secondary and tertiary levels 

of healthcare facilities of two States. Ebonyi State had a total health workforce population of 1, 

207 personnel while Cross River State had a total of 3, 367 health professionals in the secondary 

healthcare facilities (Ebonyi State ministry of Health, 2015; Cross River State Ministry of Health, 

2015). Similarly, Ebonyi tertiary healthcare facility had a population of 1, 996, while that of Cross 

River State was 1,360. This health workforce, from secondary and tertiary health facilities 

consisting of medical doctors, dentists, nurses, midwives, laboratory scientists/technicians, health 

recorders, radiographers/radiologists, pharmacist/technicians and community health workers form 

the target population.  In the State, Directors of administration in General hospitals, Directors’ in-
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charge of Planning Research and Statistics (PRS) department and HRH focal persons in the State 

Ministries of health formed the key informant population. Again, in Teaching Hospitals, Directors 

of Administration and focal persons for human resource for health formed the key informants’ 

respondents. These respondents are in a better position to supply dependable information on HRH 

management practices.  

 

Sample size determination 

 

Sample size determination for quantitative data 

To determine the sample size for quantitative data, Taro Yamane’s formula as cited in Sarmah, 

Hazarika & Choudhury (2013) was adopted. It assumes 95% confidence level  

(P= .5). The computation of the formula is presented below: 

             n=                                                N     

                                                                       1 +   N   (e) 2 

Where  n = the sample size 

  N =the population size 

  e =level of significance (precision)(0.05) 

  l =constant 

For Ebonyi State: 

                                  n =    N . 

                 1 + N(e)2  

 

                                 N =    1207 + 1996   = 3203 

                                                                             1 + (3203 x 0.05)2 

                                = 3203 

                                  9.0075  =  355.59 + 35.56   (10% non- response) 

                                                                                      

                                                             Total = 390.15 = 391 respondents. 

 

 For Cross River State: 

  n =    N       . 

                                     1 + N (e) 2  

    N = 3367 + 1360 = 4727 

                                                                    1 + (4727 x 0 .05)2 

                                   = 4727                                                  

                                   12.8175       = 368.79 + 36.9 (10%  non- response) 

                                                                                   

                                                                 Total = 404.69   = 405 respondents 

 

Therefore, Ebonyi and Cross River State had 391 + 405 = 796 respondents. 

Based on the above formula, the sample size for this study (Ebonyi and Cross River States health 

professionals combined) consisted of 796 respondents drawn from both secondary and tertiary 

health facilities in the study area. 
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Sample size determination for qualitative data 

Key informants consisted of persons who were in a better position to provide valuable information 

on policies and implementation of these policies as regards Human Resource for Health 

Management practices in the two levels of care investigated. Although, data saturation is 

considered to be a critical factor in the determination of sample size in qualitative studies 

(Dworkin, 2012), this study employed information power as the selected key informants were in a 

better position to provide valuable information on Human Resource for Health policies and 

implementation at both levels. Therefore, the total sample size for the key informant interview 

were ten (10). 
 

Sampling procedure 

This study was conducted in Cross River and Ebonyi States in the South-south and South-east of 

Nigeria respectively. To make provision for adequate representation of the population in the 

sample, different sampling approaches were adopted at different stages. 

 

First stage: selection of hospitals. Two sampling techniques were used at this stage - simple random 

and purposive sampling approaches. Simple random sampling approach was used to select one 

General hospital from the list of General Hospitals in both States. Here, the names of all the 

General Hospitals in the two States were written in pieces of papers, folded and put into two 

containers (one for each State) and papers mixed adequately. One paper ball was picked from each 

of the two containers randomly. In this way, the two General Hospitals were picked. Also, given 

that each of these States has only one Teaching hospital, the Teaching hospitals were purposively 

picked for the study. 

 

Second stage: selection of departments. The entire population of health professionals in the 

facilities for study were clustered into departments based on their distinct professional 

characteristics. The researcher purposively selected health oriented departments which were nine 

(9). These departments were medical, nursing, medical laboratory, pharmacy, physiotherapy, 

radiology/radiography, health information, dental and community health. Each department had 

equal quota of respondants based on the sample size for each facility 

 

Third stage: selection of respondents. Convinience sampling technique was used in selecting 

respondents at the various health facilities except for General Hospital Onueke where the entire 

population of fifteen 15(3.8%) of the sample for Ebonyi State were used. For each department, it 

was visited several times until the respondents (quota) for that department is reached. In FETHA, 

three hundred and seventy six (376) health professionals (96.2%) of the sample size were 

administered the questionnaire to make up for Ebonyi State sample size of three hundred and 

ninety one (391). Thus, forty two (42) respondents (11.2%) each were selected from seven (7) 

departments while forty one (41) respondents (11%) each from two departments to ensure that 

respondents were selected fairly from each department. 

 

In Cross River State, sixty (60%) of respondants - two hundred and forty   three (243) were drawn 

from the Teaching Hospital while forty (40%), one hundred and sixty two (162) respondents were 

drawn from the General Hospital Calabar. Therefore, in UCTH, twenty seven (27) respondents 
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(11.11%) from each department were administered the questionnaire while in General Hospital 

Calabar, twenty three (23) health professionals from six departments and twenty four (24) from 

one (1) department were administerd the questionnaire.To respond to the instrument on planning 

practices, nine (9) departmental heads corresponding with the nine departments in each facility 

were purposively selected. In this way, 405 respondents including departmental managers were 

drawn in Cross River and 391 respondents including departmental managers from Ebonyi States. 

 

However, during the sorting and coding, some questionnaires were not eligible for entry due to 

incomplete filling. The questionnaires for coding were: FETHA- three hundred and sixty eight 

(368). These include three hundred and sixty two health professionals (362) and six (6) Heads of 

Departments (units) whereas in General Hospital Onueke, there were eleven (11) health 

professionals and four (4) heads of departments (units).  

 

In General Hospital Calabar, one hundred and fifty two (152) questionnaires were used. Health 

professionals were one hundred and forty six (146) while heads of departments (units) were six 

(6). In Teaching hospital Calabar, the questionnaire were two hundred and thirty six (236) out of 

which two hundred and twenty nine (229) were health professionals while seven (7) were heads 

of departments. Therefore, the total number of questionnaires used for analysis were seven hundred 

and forty eight (748) from health professionals and twenty three (23) questionnaire were from 

heads of Department making a total of seven hundred and seventy one (771) population. 

 

Fourth stage: selection of tactical managers (for qualitative respondents). To obtain information 

on management practices at the policy making level in the States, tactical managers were 

purposively selected. They include Directors in-charge of Administration in each of the two 

General hospitals; Directors of Planning Research and Statistics (PRS) and focal person human 

resource for health (HRH) departments in each State Ministry of Health to formed respondants for 

the key informant interview.  In the Teaching Hospitals, Directors of Administration and focal 

person for human resources for health were purposively selected as key informants. Therefore the 

total selected number of key informant were twelve (12). However, eight key informants were 

available for interview. 

 

Instruments for data collection  

Four primary data source for the study were self-administered observational checklist (Appendix 

1), two types of questionnaires (Appendices 2 and 3) and key informant interview guide (Appendix 

4) used to generate data for this study. 

 

Observational checklist for HRH policy documents 

An observational checklist was used to assess availability of both National and State policies, 

strategic HRH plans and other HRH documents used as guides in the management of human 

resource for health. The checklist was made up of twelve (12) items. 

 

Questionnaire for heads of departments (units). 

A fourteen (14) item questionnaire using a rating scale format was used. This instrument elicited 

information on Human Resource for health management practices on planning. The instrument 
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comprised of two sections (A & B).  Section A obtained information on the socio-demographic 

data of the heads of department while section B focused on the implementation of planning 

practices in their departments. Respondents for this questionnaire were heads of department 

(Medical, Nursing, Medical Laboratory, Pharmacy, Radiology/Radiography, Dental, Health 

Information, Physiotherapy and Community Health Extension Workers) in each facility. 

 

Questionnaire for health professionals 
A forty (40)-item structured questionnaire was developed using the rating scale format and 

administered to healthcare professionals in the selected health departments. The questionnaire 

consist of two sections, A and B.  

Section A: The section elicited response on respondents’ demographic chacteristics such as 

Gender, Health facility, age and designation, which covered four (4) items in all. 

Section B: This section comprised of six (6) sub-scales or sub-sections with questions designed to 

elicit response on the six major variables of the study which highlight the human resource for 

health management practices in the studied health facilities. This section has a total of 36 questions 

on a rating scale of 1-5, providing opportunity to rate each response. 1- Being that the practice is 

not applied, 2- the practice is applied to a little extent, 3- the practice is applied moderately, 4- the 

practice is applied to a great extent and 5- the practice is applied to a very great extent. The six (6) 

sub-sections (sub-scales) include; 

Sub-scale 1: Human resource for health management practices on recruitment and             

deployment  

Sub-scale 2: Human resource for health management practices on training and              

development  

Sub-scale 3: Human resource for health management practices on retention 

Sub-scale 4: Human resource for health management practices on workplace safety and                 

security 

Sub-scale 5: Human resource for health management practices on performance           

management 

Sub-scale 6: Human resource for health management practices on human resource           

information systems 

 

Qualitative: interview guide for tactical managers 

A Twelve (12) item key informant interview guide with open ended questions was used. The 

respondents for secondary health facilities consisted of Directors In-charge of administration in 

both General hospitals; Directors of Planning, Research and Statistics and HRH Focal Persons in 

the State Ministries of Health. In Teaching Hospitals, Directors of administration and HRH focal 

person of both Cross River and Ebonyi States formed the key informants’ population. 

 

The key informant guide consisted of the following sections: 

Section A: Introduction of researcher, note taker, recorder and observer; observation of the ethical 

principles which entailed presentation of State/facility ethical approval; informing participants of 

the research purpose and getting verbal informed consent. 

Section B: A 12 item key informant guide with open ended question to allow for free expression 

and probing questions 
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Section C:closing remark and appreciation of key informant 

 

Validation of research instrument  

Face validation was conducted by my supervisors. Specifically, the instruments were scrutinized 

based on the relevance of the items in relation to objectives of the study. It was also to ascertain if 

the items in the instruments measured what they intended to measure and if there would be able to 

test the research hypotheses.  
 

 

Reliability of the instrument  

Reliability of research instrument is the consistency with which an instrument measures what it is 

supposed to measure over time (Bolarinwa, 2015). To determine the reliability of the research 

instruments, a pre-testing of the instruments was carried out by the researcher. This involved 

administration of the health professional questionnaire and heads of units’ questionnaire to fifty 

(50) and five (5) respondents respectively from two secondary health facilities not included in the 

study. The assumption being that the health personnel are similar to the ones who will be used for 

the actual study in that they have been exposed to similar HRH management practices. Therefore, 

General Hospitals Ikwo in Ebonyi State and General Hospital Ugep in Cross River State were used 

for the pre-test exercise.  

 

In each of the health facility involved in the pre-test, the researcher administered the instruments 

personally to fifty (50) and (5) health professionals and units heads respondents respectively. They 

were clearly informed that the exercise will be purely for research purpose. After two weeks 

interval, copies of the same instruments were administered to the same respondents. The retrieved 

questionnaires were then coded/scored. The two sets of data collected were subjected to analysis 

using Pearson Product Moment Correlation Coefficient technique to determine the test- retest 

reliability estimate of the scales in the research instruments. The results of the test – retest analysis 

presented in Table 1 indicated that the reliability indices ranged from 0.77 to 0.83. This implies 

that the indices ranged from between 77 to 83%. Thus, the instruments are reliable enough to be 

used for the study. 
 

 

Data collection procedure 

The questionnaire instrument was administered by the researcher to the 796 selected health 

professionals from two (2) selected secondary health facilities and two (2) tertiary health 

institutions with the help of four (4) research assistants.For the qualitative data, the key informants 

participants were visited twice each in their offices. First visit was to seek for permission to 

interview them and a convenient day and time. The second visit was to carry out the interview 

which started with the introduction of the research team and purpose of the research. Each 

interview session lasted 45 minutes to one hour. The team consisted of the researchers 

(interviewers) 
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DATA ANALYSIS AND FINDINGS 

 

Human resource for health management practices on training and development 

For clarity, the interpretation was done based on level of healthcare facilities (secondary and 

tertiary). As presented, human resource for health management practices on training and 

development seems to differ in the two levels of healthcare facilities (secondary and tertiary) under 

study. Most of the respondents in the tertiary healthcare facilities reported either moderately or to 

a great extent to all the statements except for item six in this sub-scale where respondents from 

secondary healthcare facilities dominated with to a great extent. There are six items in this sub-

scale used to measure management practices on training and development. 

 

In response to the item on provisions for in-service training, most respondents 56(35.7%) and 

31(19.7%) in the secondary healthcare facilities claimed that there are no provisions for in-service 

training and that the practice occurred to a little extent in their state/health facility while 

corresponding responses in the tertiary level of care had 104(17.6%) and 126(21.3%) respectively. 

Percentage of respondents decreased as responses increased towards positivity in secondary 

healthcare facilities. Therefore, respondents reported 26(16.6%), 26(16.6%) and 18(11.5%) 

corresponding to moderate practice, practiced to a great extent and to a very great extent 

respectively. In the tertiary facilities, 146(24.7%) reported that it was practiced moderately, 

134(22.7%) and 81(13.7%) submitted that the practice occurred to a great extent and to a very 

great extent respectively. Responses shown above indicated better practices on provision for in-

service training in the tertiary healthcare facilities probably due to the commitment and political 

will of the Federal government. 

 

In the secondary and tertiary healthcare facilities, 44(28.0%) respondents and 168(28.4) 

respondents respectively reported that at a moderate level in-service training is based on identified 

areas of needs in the healthcare facilities. Also, in the secondary and tertiary healthcare facilities, 

only 14(8.9%) and 69(11.7%) respondents respectively maintained that in-service training based 

on identified areas of needs in the health facilities was practiced to a very great extent. 

 

On whether staff training addresses current and future needs, 44(28.0%) respondents out of 157 in 

the secondary healthcare facilities stated that it was not practiced while only 81(13.7%) in the 

tertiary level supported not practiced. Majority in the tertiary healthcare facilities 183(31.0%) and 

135(22.9%) respondents stated that is was practiced moderately and to a great extent while 

40(25.5%) and 22(14.0%) in the secondary level agreed that the practiced exist moderately and to 

a great extent. Again, 21(13.4%) and 61(10.3%) respondents in the secondary and tertiary 

healthcare facilities respectively claimed that the practice was carried out to a very great extent. 

The responses on this item showed similar trend for both the secondary and tertiary healthcare 

levels. 

 

For the item that sought to establish if staff skills development programmes are carried out 

regularly, 37(23.6%) of each respondents in the secondary healthcare facility reported that it was 

practiced moderately and to a great extent respectively while 29(18.5%) respondents claimed that 

it was practiced to a very great extent. In the tertiary healthcare facilities, 149(25.2%) claimed that 
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it was practiced moderately while 135(22.8%) and 99(16.8%) respondents claimed that it was 

practiced to a great and very great extent. The improved positive scores in the secondary healthcare 

facilities which almost parallel the responses from the tertiary level of care may be related to the 

training activities of development partners in their areas of intervention with frequent workshops 

being organised for health professionals.   

 

On whether workshops and seminars are regularly organized to introduce and update staff 

knowledge and skills, most respondents 42(26.8%) out of 157 in the secondary healthcare facilities 

stated that it was practiced to a great extent while 21(13.4%) reported that it was not practiced. In 

the tertiary healthcare facilities, 173(29.3%) respondents stated that it was practiced to a great 

extent while 63(10.7%) respondents claimed that it was not practiced at all. These similar 

responses at both levels of care may again be attributed to trainings, workshops and seminars 

organized by development partners. 

 

Finally, most respondents 30(19.1%) in the secondary healthcare facilities claimed that the 

facilities have accredited training institutions within the catchment area to a moderate extent while 

majority 156 (26.4%) in the tertiary healthcare facility reported that it is practiced moderately. 

32(20.4%) respondents in the secondary healthcare facilities reported that it was practiced to a 

little extent while 86(14.6%) in the tertiary healthcare facilities also claimed that it was practiced 

to a little extent. 

      

From the responses, it may be derived that human resources for health management practices on 

training and development in healthcare facilities (secondary and tertiary) had similar trend 

although higher in the tertiary level, with moderate practice attracting higher scores. However, 

response on facility has accredited training institution within the catchment area, revealed a higher 

positive score on practiced to a great extent (25.5%) in favour of the secondary healthcare facilities 

(Table 1).        
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Similarly, whereas respondents in the secondary healthcare facilities over all reported 217(23.0%) 

and 185(19.6%) as moderate and to a great extent respectively, tertiary healthcare facilities 

reported 951(26.8%) and 850(24.0%) as moderate and to a great extent respectively (Table 10b). 

Human resource for health management practices on training and development 
Practices  Level of 

health facility  

Not 

practiced  

Practiced  to a 

little extent  

Practiced 

moderately   

Practiced  to a 

great extent  

Practiced  to a 

very great extent  

There are provisions for in-service training in our 

state/health facility 

 

Secondary  56(35.7) 31(19.7) 26(16.6) 26(16.6) 18(11.5)* 

Tertiary  104(17.6) 126(21.3) 146(24.7) 134(22.7) 81(13.7) 

 Total 160 157 172 160 99 

 

In-service training is based on identified areas of 

needs in the health facility 

 

Secondary  41(26.1) 40(25.5) 44(28.0) 18(11.5) 14(8.9) 

Tertiary  71(12.0) 142(24.0) 168(28.4) 141(23.9) 69(11.7) 

 Total 112 182 212 159 83 

 

Staff training addresses current and future needs 

 

Secondary  44(28.0) 30(19.1) 40(25.5) 22(14.0) 21(13.4) 

Tertiary  81(13.7) 130(22.0) 183(31.0) 135(22.9) 61(10.3) 

 Total 125 160 223 157 82 

 

Staff skills development programmes are carried 

out regularly 

 

Secondary  27(17.2) 27(17.2) 37(23.6) 37(23.6) 29(18.5) 

Tertiary  75(12.7) 133(22.5) 149(25.2) 135(22.8) 99(16.8) 

 

 

Workshops and seminars are regularly organized 

to introduce and update staff knowledge and skills 

Total 102 160 186 172 128 

 

Secondary  

 

21(13.4) 

 

24(15.3) 

 

40(25.5) 

 

42(26.8) 

 

30(19.1) 

Tertiary  

 

63(10.7) 112(19.0) 149(25.2) 173(29.3) 94(15.9) 

 Total 84 136 189 215 124 

 

The facility has accredited training institutions 

within the catchment area 

 

Secondary  32(20.4) 26(16.6) 30(19.1) 40(25.5) 29(18.5) 

Tertiary  86(14.6) 130(22.0) 156(26.4) 132(22.3) 87(14.7) 

 Total 118 156 186 172 116 

                   *Percentages are written in parenthesis 

TABLE 2 

Human resource for health management practices on training and development 

Level of 

health facility  

Not 

practiced  

Practiced to a 

little extent  

Practiced 

moderately   

Practiced to a 

great extent  

Practiced to a 

very great 

extent  

Secondary  221(23.5) 178(18.9) 217(23.0) 185(19.6) 141(15.0) 

Tertiary  480(13.53) 773(21.8) 951(26.8) 850(24.0) 491(13.9) 

      

*Percentages are written in parenthesis  

 

Research Question 

Research Question 1 

Is there any significant difference in training and development practices between secondary and 

tertiary healthcare facilities? 
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Decision rule  

The independent t-test decision rule states that if the calculated t- value is greater than or equal to 

(≥) critical t-value (1.96) from a sample size (n = 748), at 0.05 alpha (α) levels of significance 

Cohen (1988) established a rule of thumb for evaluating effect size: An effect size (ES) of less 

than 0.2 is considered as no effect; ES of 0.2 ≥ to <0.5 is considered small effect; ES of 0.5 ≥ to < 

0.8 is considered a moderate effect and an ES of 0.8 and above is considered large effect. 

 

Results: 

This result was statistically significant t (746) = 2.412; p <0.05. This was because the calculated 

t-value of 2.412 was greater than the critical t-value of 1.96, at 0.5 alpha (α) levels of significance, 

df = 746. This mean that, there was statistically significant difference in training and development 

practices between secondary and tertiary healthcare facilities studied. A cursory look at the result 

shows that tertiary healthcare facilities had a higher mean value (M = 18.15; SD = 5.15) which is 

an indicator of better training and development practices in tertiary healthcare facilities than 

secondary healthcare facilities (M = 17.02; SD = 5.43). This result implies that, the null hypothesis 

which states that, there is no statistically significant difference in training and development 

practices between secondary and tertiary healthcare facilities is rejected while the alternate 

hypothesis is retained. Also, the mean difference was (MD = 1.13) 

As an additional check, the power of the differences in the means of the two groups (Secondary 

and Tertiary) healthcare facilities was tested using Cohen’s d, this is expected whenever 

independent samples t-test is applied and significant. However, the effect size (ES) was small 

revealing that this finding was not substantial in real terms since Cohen’s d = (ES = 0.21) which 

is a measure of effect size indicates the proportion of explained or shared variance on the dependent 

variable (training and development practices), which implies that 21% of the variance in training 

and development practices is accounted for by levels of healthcare facilities 

 

TABLE 3 
Training and development practices between secondary and tertiary healthcare facilities 

Level of healthcare 

facilities   

N  Mean  SD t-value  P.value MD Effect 

size 

Secondary  157 17.02 5.43     

    2.412 .016* 1.130 0.21 

Tertiary  591 18.15 5.15     

*significant, p < 0.05; df = 746; critical t-value = 1.96; two tailed  
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FIG.1: Training and development practices between secondary and tertiary healthcare facilities 

    

 

Qualitative Result 

 

Human resource for health management practices on training and development 

 

This objective reveals strategies used for training of health human resource in secondary as well 

as tertiary healthcare facilities; and also the willingness to train human resource for health. In the 

state training needs emanate from the State Ministry of Health (SMOH) as stated by a secondary 

healthcare respondent that; 

The Ministry of Health identifies areas for in-service training in areas of need and development 

partners assist to train staff on different health programmes they    intervene.  

 

He continued by stating that there are stipulated pathway before training can be effected, this 

follows approval from the Ministry in that:  

There is a policy on training. The SMOH send circulars to the hospitals indicating the area they 

need to train the staff.  

 

Occasionally development partners also identify areas/types of health worker they intend to train 

as stated by a secondary healthcare participant: 

The development partners also help in training however, they identify specific areas and type of 

health personnel they are willing to train. 

 

 The participant stressed that in the states there are no provisions for in-service training due to lack 

of money as stated: 
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You know for sometimes now the State had stop any form of training due to lack of money to train 

staff, despite the gross shortage of staff. 

 

 Another secondary respondent revealed that their state do not make any provision for training of 

staff as stated: 

The State does not actually encourage staff training because of lack of funds but if at all they are 

to be trained, it is the responsibility of the Head of service to give approval. Trainings in the State 

are centrally coordinated by the Head of service. The State rarely sponsor staff even though yearly 

staff training are budgeted for by different MDAs. 

 

In line with the above another secondary healthcare participant expounded as stated: 

Unfortunately, for the past 7 years, there has been no effective training of staff. Though training 

is actually budgeted for and staff do request for training but the story has always been that of no 

approval. Staff usually apply for training, the hospital will approve without financial release; 

therefore, staff have to borrow money for their various trainings. The account has several 

prepared training vouchers but no payment; all we hear every day is ‘when there is money we will 

pay. 

   

However in tertiary institution there are in service training for interested staff as indicated by a 

respondent from the tertiary healthcare that:  

‘‘We are doing well in terms of training including in-service training, particularly here in teaching 

hospital. Staff normally apply to schools of their interest and when admitted, they apply for 

sponsorship. Hospital management assist them by allowing them to proceed on study leave with 

pay.  

 

A tertiary respondent further illuminate support provided by Partners in term of training besides 

the institution’s training arrangement as stated:  

Some people were even sponsored by development partners such as: World Health Organization, 

Last year, the World Bank assisted programme sponsored one staff to study Ophthalmology in 

India; there are also others who have benefitted from such training.  

 

However, the respondent affirmed that trained staff are expected to come back and serve the 

institution after training period as narrated:  

You know that staff are normally sponsored so that on qualification, they will come back and serve 

the institution.  

 

In line with this, the respondent reiterated that, employees are usually made to sign bonds which 

formally binds the trained employee for certain period of time as stated:  

Before training, some sign bond, particularly those undertaking study leave with pay. This is to 

enable them come back and serve the State and health facility after their period of training.  

 

To enumerate further, the respondent said staff training is in line with the principle that staff are 

trained according to the facility needs and to come back and serve the institution as stated:  
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staff training is based on facility need on specific specialized areas that the institution need in 

order to fill the required specialties after their training.  

 

The respondent further stressed that, the institution also provide internal training sessions for staff 

as stated: 

 

We also carry out some internal training including orientation for new staff depending on where 

he or she is posted to, so as to appropriately understand the workings of the institution. Presently, 

there is a proposal on the Chief Medical Director’s (CMD) table for staff in-house training and 

as soon as it is approved, the training will commence.  
 

 

DISCUSSION OF RESULTS  

 

Results on Human resource for health management practices on training and development in table 

10 shows better practices in the tertiary healthcare facilities. Information obtained on provisions 

for in-service training showed more positive responses from the tertiary healthcare respondents 

than the secondary healthcare respondents. In the secondary healthcare facilities, 35.7% and 19.7% 

respondents reported not practiced and practiced to a little extent while only 17.6% and 21.3% had 

corresponding responses in the tertiary healthcare facilities.   The t-test analysis shows that there 

is a significant difference in training practices between the secondary and tertiary healthcare 

facilities in favour of the tertiary healthcare facilities as the calculated t-value of 2.412 was greater 

than the critical t-value of 1.96 at 0.05 level of significance with a mean difference of 1.13.The 

poor or negative responses observed in the secondary healthcare facilities are consistent with the 

report by Adebajo, Okereke and Friday (2017) who stated that in Cross River State, Nursing and 

Midwifery schools have not been fully accredited and professional development for health 

workforce does not exist.   

 

This result is also similar to the findings by the FMOH (2005) who identified lack of continuing 

education in the secondary healthcare facilities as a serious challenge. This implies that tertiary 

healthcare facilities implement better practices on training and development than secondary 

healthcare facilities administered by the State government. This finding was also affirmed by key 

informant responses from the secondary level participant who verbalized; 

 

You know for sometime now, the State has stopped any form of training due to lack of money for 

training, despite the gross shortage of staff 

 

Also, another secondary level respondents revealed that their State do not have any provision for 

training of staff as stated below; 

The State does not actually encourage staff training because of lack of funds but if at all they are 

to be trained, it is the responsibility of the Head of Service to give approval… The State rarely 

sponsor staff even though yearly staff trainings are budgeted for, by different Ministries, 

Departments and Agencies (MDAs). 
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The findings from this study corroborate the assertion by Adeloye, David, Olaogun, Auta, 

Adesokan and Gandanya et al. (2017) that in Nigeria, several challenges have been reported within 

the health sector especially in training, funding, employment and deployment of health workforce. 

Adeloye et al particularly emphasized that there are no provisions for regular clinical training 

across several healthcare facilities despite credit units needed from this for continuous professional 

development which is mandatory. The poor practices on human resource for health training and 

development observed in the secondary healthcare facilities may be attributed majorly to lack of 

funds and political commitment among other factors by the State government. Again, if the State 

government places high priority on healthcare, provision would be made to facilitate pre-service 

and in-service trainings and more so staff professional development. These observed gaps may be 

a major contributor to health workforce attrition and paucity experienced by secondary healthcare 

facilities. 

 

The conspicuous differences observed both qualitatively and quantitatively between tertiary 

healthcare facilities and secondary healthcare facilities may be related to the differences in 

healthcare services rendered and funding power of the State and Federal government. Interestingly, 

key informants from both secondary healthcare facilities expressed the fact that development 

partners do assist in staff trainings but only in their own areas of interest/interventions. It is 

pertinent to note here that, development partners’ area of interest for trainings may not necessarily 

be the facilities’ areas of need. A secondary healthcare participant verbalized thus; 

 

The development partners also help in training however, they identify  specific areas and 

type of health personnel they are willing to train…  Before training employees are made to sign 

bonds. 

 

The areas of similarity in both levels based on key informant responses is that, staff who are to be 

trained sign bonds to ensure retention and there are elements of development partners’ assistance 

in training and development at both levels of care. However, in the secondary level, training is 

based on the development partners’ areas of interest/intervention while in the tertiary institutions, 

staff are only trained in the identified areas of healthcare facility needs.  

 

On availability of accredited schools for training of healthcare professionals, responses by 

healthcare professionals show a fair distribution of schools across both levels. In Cross River State 

particularly, the efforts of development partners towards accreditation and equipping of schools 

was obviously identified however there are challenges of accreditation of State–owned schools in 

both State. This findings in quantitative data which shows high positive responses on availability 

of   accredited schools across both levels of care contradict the assertion by FMOH (2007), Adindu 

and Asuquo (2013), Adebajo, Okereke and Friday (2017) who assert that most States training 

institutions do not have accreditation. This quantitative response may be related to the presence of 

training institutions who may be training last batches of students particularly for schools of nursing 

and midwifery. It may also have been influenced by the presence of the colleges of health 

technologies and universities who are training majority of health workforce except for nurses and 

midwives. 
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Also, investigations on whether in-service training is based on health facility needs, revealed a 

high negative response obtained from the secondary healthcare facilities with 26.1% and 25.5% 

reporting not practiced and practiced to a little extent. Comparatively, tertiary healthcare facilities 

had 12.0% and 24.0% having corresponding responses. This may be due to highly specialized 

services offered in the tertiary healthcare facilities thus making it imperative to train personnels in 

those areas. Secondary healthcare facilities offer more of general services and has less need for 

special trainings. The result from the tertiary healthcare facilities is at variance with the assertion 

of FMOH (2007), Adindu and Asuquo (2013) and Omoluabi (2014) who posit that training of the 

health workforce in Nigeria is not based on the evidenced – based identified health needs of the 

healthcare facilities resulting in over production of some cadres and under production of some 

categories who are critically needed to deliver services. 

 

Implications: 

Information generated from both quantitative and qualitative responses on Human Resource for 

Health training and Development revealed conspicuous differences between the secondary and 

tertiary healthcare facilities with better implementation practices in the tertiary healthcare 

facilities. Findings from this study may demand purposive attention from stakeholders in the health 

sector and the government of both States to increase their political commitment towards the 

training and development of their Health workforce. This will ensure a technically fit health 

workforce to render safe and evidence-based services that meet current trend and the need of the 

population they serve. 

Again, information from this study may spur the government to be committed to implementing 

budgetary decisions as regards health and health workforce training. Budgeting will not only end 

in theoretical commitment but it would be practiced to enhance training of human resource for 

health. 

It is hoped that if action is taken as regards information generated from this study, particularly the 

qualitative data, there would be relative improvement in HRH admission and in-service training 

with substantive positive effect on quality of healthcare services 

 

CONCLUSION 

 

Training and development practices based on the findings of this study show poor implementation 

at the secondary healthcare levels under study which has negative implication on access and quality 

of healthcare services rendered particularly at the secondary healthcare levels. Furthermore, 

adequacy of PPE is a challenge in both levels of care which has implication for safety of healthcare 

professionals and clients 

 

Recommendation: 

1. Furthermore, bi-annual training, retraining and development of the health workforce 

should be made an area of utmost priority particularly at the secondary level of care. This is 

important considering the paucity in stock of HRH and emerging challenges emanating from the 

trend of disease outbreaks and occurrence.  
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